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INTRODUCTION

The death of a child is a profound loss to the family and the community that susrounds the child
Fxen after a close look at “why” a child dies, there may be questions left unanswered. We subrmit this
report with the utmost respect to families who have lost a child. A review of child fatalities is
essential for us to understand how better to support children and families and how to preveat
tragedies in the future. Infants and toddlers are most at tisk for sudden and uniimely death and we
therefore focus this report on them. They are completely dependent on an adwult caretaker and are the
most vulnerable and least visible children in our commumity. Connecnicut and natonal data confirm
that the vast majonty of maltrecatment-related deaths are children birth to three.!

It 1s wital to note that Connecticut has many promising and mnovadve supports that effectively
reduce and prevent harm to children. It will be cur collective cbligation as stewards for out youngest
cluldren to brng our mgenuvity to scale and support mfanttoddler survival.

The Office of the Child Advocate (OCA) has a unique responsibility, avthority, and access to review,
ivestigate, and report regarding the efficacy of child-serving systems and work with stakeholders to
develop and implement recommendations for change. By statute QCA is empowered to Investigate
unexplaimed and vnexpected child tatalities.

The State Child Fatality Review Panel (CERTP), staffed and currenty co-chaired by OCA, reviews
unexplaned or untimely deaths of children for the purpose of faciitating “development of
prevention strategies to address identified trends and patterns of nsk and to improve coordination of
services for children and families in the state.”?

Secton I of this report will outline the manner of death for all infants and wddlers that came to the
attention of the Office of the Chief Medical Examiner (QCME) during 20132 Manner and cause of
death are findings made by the OCME. The manner of death is a general finding regatding the
circumstances in which the death happened.*Cause of death is 2 determination of the physiological
findings. Classifications for manner of death for the purposes of this report include 1) Namral; 2)
Undeteromned; 3) Accident; and 4) Homicide.

Section 1T next looks at the fatalites of infants and toddlers whose families had involvement wath the
Drepartment of Children and Famibes (DCF) prior to the childs death, and includes a detailed
analysis of documented risk factors in the home. Section 11 will alse meclude findings from a review
of children’s pediatric records. Section I concludes this report with detatled recommendations {or
prevention.

| contubution to this report: Joan Kaufman, Ph.i3., Karen Soyder, MLA., the Child Fatality Review
1 Panel, Ankeeta Shukla from Yale School of Puhblic Healdh, and Felicia McGinmiss from University of
| Connecticut School of Law.

! Nationally, “four-fifths (82%) of children who died from maltreatment [as opposed to acddental or other preventable
manners of death] were under the age of 4 years; 42% were younger than 12 monrhs.” CrpilD WELFARE LEAGUE OF
AMERICA, (QUALITY IMPROVEMENT REPORT 32 (2014).

2 CONN, GEN. STAT. § 46a-131 of seg. (2012,

3 Mot all deaths of children or adulte 20l under the junsdiction of the OCME.  Only sudden, unexplained, vptimely deaths
of children are reported 1o QCME.

4 RCHANZLICH ET AL, NATIONAL ASSOCLIATION OF MEDICAL EXAMINERS: A GUIDE FOR MANINER OF DEATH
CLASSIFICATION 45 (1st ed. 2002).

)
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METHODOLOGY

This report is based on:

= Review of docments from the Office of the Chief Medical Examiner;

u  Cross-check of child welfare records for all infant and toddlers whose deaths were
repotted to OCME and OCA and review of child welfare records (N=24) for all mfants
and roddlers whose families had DCF mveolvement at the time of or ptior to the child’s
death; ‘

e DCEF records reviewed inclided all records available in LINK——records related to
investigaion, ongoing case work activity, supervision, risk assessment, and treatment
planning; ‘

= DCF Intemal Special Resew Fatality Report;

*  Review of pediatric health records for children with DCE mvolverent;

g Multiple interviews with pediatric providers;

#  Collaboration with Yale Umnversity rescarcher Joan ¥Kautman, PhD. to analyze data
relevant to an understanding of 2013 child faralines;

= Consultation with treatment providers;

= Literature review oo the topics of child fatality review, risk, and safety assessment;
pediatric best practices, fatality prevention, Sudden Explained Infant Death, early-
childhood homicide, child welfare system qualiy assurance; and

% Review of child death reports actoss the country, including a recently published report hy
Casey Family Programs-IFlonda in 2013 and a report by the Chuld Welfare League of
America, commissioned by Governor Deval Patrick of Massachusetts in 2014.

OVERVIEW OF INFANT TODDLER CHILD FATALITIES IN
CONNECTICUT

Tn 2013, OCA reviewed 82 fatalides of cheldren age birth to three; 59% of these children were boys
and 41%% were gitls. The manner of death can be broken down as follows:

Natural= 3 (12%)

- Accident=12 (15%) Accident=6 (25%)

Homicde=10 (12%0) Hornicide=5 (20%)

Undetermined=16 (19%) | Undetermined=10 (41%)
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SECTION T

Overview of Fatalities of Children in Connecticut Birth to FThree

NATURAL BDEATHS OF CONNECTICUT CHILDREN

AGE BIRTH TO THREE

A child’s death may be classified as natural where a child dies from complications due to prematurity,
known medical dlness or disease, or even when there is 2 finding of Sudden Infant Death Syndrome
(SIDS). There were 44 deaths of children age birth to three i 2013 that were classified by the
OCME as Natural. Important prevention fmdmgs may arise even from nataral deaths. For example,
some prematutity-related deaths may mnplicate quality of prenatal care, presence of prenatal
substance abuse, or other mutable health factors. Fourteen of the nataral dmths wete deemed caused
by complications from prematurity.

A child’s death may be classified as natral and due 1o SIDE—a4 finding historically atiributed o a
sudden death of o child where there were mo other physiclogical findings present. However, data continues
to reveal that many children whose deaths are classified 2s natural/SIDS are often found i unsafe
sleep environnents. Last year, 7 of the natural deaths were deemed to be caused by SIDS.

Unsafe sleep-related causes of infant death are hoked to how or where a baby sleeps, Dreaths may be
due to blockages of the nose/mouth, entraprent/chest compression (when an infant gets trapped
between two objects, such as a mattress and wall, and cannot breathe, or overlying), or suffocation
from a low oxygen/high carbon dioxide environment (under a blanket).

Because of a lack of unifonnity in classifications, some Connecticut infant fatalities associated with
unsafe sleep condiions in 2013 were cdlassified as “Natursl” and some were classified as
“Undetermined.” Ta calen]ate how many infants” deaths are associated with unsafe sleep conditions,
the numbers of SIDS and Undetermined deaths that revealed unsafe environinental sleep factors
must be added together.

The National Association of Medical Examiners recommends that generally SIS deaths should be
classified as “Undetermined” rather than “Natural” because hy the nature of the child’s death, the
definitive cause is not known.® This is particularly tiue when investigation reveals the presence of
external sleep factors, such as bed-sharing, which heightens the probability of contibuting o the
cause of death.

UNDETERMINED DEATHS OF CONNECTICUT CHILDREN

AGE BIRTH TO THREE

A child’s death may be classified as Undetermimed where no definitive cause is suggesied by the
physiological findings. Undetermined is often the dassification for manner of death where an infant
dics suddenldy, without identifiable injury or medical cause, and/or where investigadon reveals the
presence of unsafe sleep factors, such as bed-shacng or sleeping oo the stomach. There were 16
children in 2013 whose deaths were classified as undetermined.

514 at 16,
6 id
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Connecticut Infant Deaths Associated with Unsafe Sleep in 2013

In 2013, there were at least 18 infants whose deaths were
classified as Natural (due to SIDS) or Undetermined and whete
dsk factors associated with their sleep environment were
present. The majority of these infants were boys and the average
age at the tme of death was 3 months. These deaths should be
considered largely preventable.

Rates of sudden, unexplained infant death have becn relatively
consistent over the last several years.

OCA-CFRP data shows that infants in Connecticat are inore
likely to die from unsafe sleeping conditions than from child
abuse, car accidents, choking, deowoimg, falls, or any other

:Baby G Wasnearly 6 months old
when he diéd shexpecredly. He

& Hpm;i- Baby G was

often put in h-!.s smng after he ate.

However, hi mothet fell “asleep
‘and wheh sh awok fex
later she:. assumed that that the
b'lby s fathet had put bimin the
baby bwmg A couple of . Hours:
Tater,” “thé parenrs dlscovered ‘the
baby face” down in theu' bed
Baby TG was swaddled
manner that” made it dlfﬁL‘Lllt for-
h;.m to mave. Baby G’s death was'

.'IJJ a

source of accidental injury.

cIasssﬁed as Undetermmed

Most Common. Unsafe Sleep FHovironments in Connecticut Fafality Cases

®  Co-sleeping in an adult bed with parents or siblings
m  Sleeping in a car seat overnight, not in the car

m g a cob with blankets, ptlows, or placed on their stomachs

"= Putto sleep with a bottle inan adult bed

ACCIDENTAL DEATHS OF CONNECTICUT CHILDREN

AGE BIRTH TO THREE

A child’s death will be dlassified as acadental when death results from an unmtentional Injury.
Twelve children ages birth to three died m 2013 from accidental injuries.

Fatality due to unimtended injury is one of the leading manners of preventable death, both m
Connecticut and across the nation. Across the years, the leading causes of accidental npury were

motor vehicle accidents followed by drowning,

The cauvses of deaths of young children classified as
accidental are delineated below. Children under 3 are at the
greatest nsk for unintentonal mjuries resulting in death.

Deaths lhsted here caused by drowning and asphyxia
highlight supervision issucs above any other prevention
activity. At least one of the motor vehicle accidents involved
a 2 yvear old child being tun over in his own deiveway,
implicatiog the capacity of the dover (who was later deemed
under the mfluence) and parental supervision. Fwe out of
the 3 children who drowned died in farmly pools. The third
child died i a bathtub after the mother fell asleep—

Two and a haif year .(_J_j(:i ‘Baby J's parents’

took him off life support: two-days ‘afrer
he was found in a pool. The Lule boy had
beert’ playing “with his. fainily. and fiends
whed he left the hovse, ‘tinnoticéd. The
ladder 10 t'hé"pooi had been pulled 'upj and
there was an alarm on the door leadirig to
the: pool. However, the- alizm was not
é'c_tiv'at'éd li)ecausé the door had sot been
propécdy closed. Though nfla'ny'séfég'ﬁﬂrds
were'in’ place, “they were ineffective at
Lcnpmg} qafe Bd.b‘\'f _]5; dcath was m]ed

an. Acc:dent

investgation later revealing that she was under the influence at the time of the child’s death.
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Accidental Death (N=12) Broken Down by Cause Among §-3 year olds in 2013

r_Asphnya

L glunt

Cause Number (%) force
trauma
Asphyxia 1 (8%) 2%
Blunt force trawma 1 {8%)
Drowning 3 {25%)
Fire 2 (17%)
Wedicai
- Q

Medical 1 (8%) a9
Motor Vehicle 4(34%) | i

AGE BIRTH TO THREE

A child’s death may be classified as a homicde when a violent death results from another person’s
reckless, hostie, or illegal acts against another persen. In 2013, there were 10 homicides of children
age birth to three in Connecticat. This is the highest number of reported homucides of young
children n Connecticut since OCA and CIRP began coliectng data on child deaths more than 10
years ago. The method of death among these 10 young homicide victims was as follows:

= 7 children died {rom abusive head trauma or other blunt force travmatic injuries
# 2 children died from gunshot wounds
w1 child died as a result of homicidal asphyxia

The alleged or convicted perpetrators in these homicides were primanly men; fathers in 4 cases
(#0%), mother’s boyfuend in 3 cases (30%), maternal grandmather in 2 cases 20%)—(1 incident),
and unknown in 2 cases (20%).7

Since 2001, there have been 61 homiddes of children 9-5, of which 58 (95%) were children 3 and
under. Averaging across the years, birth to three year olds were approximately 20 times more lkely to
die of homicide than 4 or 5 year olds. The change m: nisk of fatality among very young children is
enormous, and lkely not appreciated encugh 1n calculating safety nisk for young children. As noted
above, more young children died of Homicide in 2013 than in any of the previous years. It will be
mmportant to deterrnine if this was an anomaly or the initiation of a disturbing trend.®

7 Due to the notable number of young child bomiades this past year, the Public Health Committee of the General
Assembly has commussioned a study of Pamily Violeace to dedve recommendatons for improving outcomes for vulnerable
children and families.

8 Please see Appendix o this Report, endtled OCA/CFRP Public Health Alest: Infant and Toddler Homicides.
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More thaz 2,000 children die cach year from child abuse and neglect in the Tlarted States. Most
deaths result from fatal head trauma such as when an infant’s head is violently shaken, slammed

Bropiding information and support to methers about

the strenglhs and needs of fathers and male parirers

when 2t comes fo child care is also exsential for child
praltreatment prevention.

against a surface, stuck by a caregiver, or from
fatal abdominal injury, when a chid’s abdomen i3
struck, and  leading to internal
Connecticut, similar to the rest of the country,
sees a higher incidence of child maltreatment

bieeding.

Connecticut and national datz confirm that male
caregivers are more likely to be the perpetrators of
fatal injuties to young children?® Some of these
male caregivers reported that they fatally mjured
the infant or child because they lost patience when
the child would not stop aying or would not
sleep. Male caregivers are less likely to accompany
mothers and their children to well-child care
appointments  and  therefore may he missing
important mformation about child development.

National and state data informs ws that children
are more at risk for fatal child abuse while in the
carc of 2 male parmer or father without the
presence of the mother)® However, research also
confirms the positive tole that fathers play m
children’s lives and the decreased likelihood for
maltreatment generally . two-parent families ™
There should be engagement with young and at-
risk fathers and male partners by local health care
providers, hospitals, pedratnics, Ob-Gyn providers,
and homme visitors to 1dennfy support and other
needs as well as strengths of the father/male
parters. This work will be essental to increasing
parental corppetencies, reducng frustration, and
addressing other identified nsks. Service providers
must also have hafcglc& jre} eagage male partners
and fathers wheo are not lving in the home but
who may at tmes have a carutakmg role with

fatalitics in boys.

'\then B’aby M. was- 13 months

her mother
brought her' to. the eme:veucy depaltment after-
mother’s bO}Tfﬂend who had heen babysitting
M, said rhe. baby had _bmnped_ her head while
_é;ﬁiﬁ?}jng”and did  nét seem, like herself AL the
hospital the baby was: repostedly alert and acting
'nmm'aliy:f : 'Mbm' k:f‘poftfd' she: bad beem daﬁu'g'

known htm for’ many j‘f:ﬂI‘S

TWG dﬂye latet Baby M was. brouohr back to the
bcvfn::nd Leportcd that B*{by 1\{ had fz_]_len off
the bed and wasn’t moving. He:put-her in the
car and: drove to the hospital: He did " not,call
9112 _Morhe_rs ‘boyfrend .. gave. * differént
explada{:lons t'o" 1}1& pohce (orn'ho'w B;\b{r"‘\fi

whcn mothcr 5 boyfmcnd toﬂscd hu: J_n the air

The autopéy i’cpdrt in’dicatcd that Baby M
suffered’ a. subdiral hemom:hage of her ﬂpmai
cord and 4 refinal hLmOLthage ‘3]1& had
abraqons of her mouth, her back, and hex Iﬁ‘lct
wist, Baby. M had sustamcd blunt head trauma,
and acstammophen and Opmtes were [ue"‘ent mn
her system.: “Fhe: Medxual ]:t}\dm._DLI ruled Baby
M’s death ‘s Homiade. - The hoyfriend was

arrested for Bab\" Ms dear_h ‘

children. Educanng both male partners and mothers about the dangers of shaking a baby can also be

an effective prevention tool.’?

¢ e peneraily DEPT. OF HEALTH AMD HUMAN SERVICES, MALE PERPETRATORS OF CHILD MALTREATMENT: FINDINGS FRORM
NCANDS (2003), avarlabiz at http:/ /aspe hhs.gov/hep /05 /child-maltreat/ report.pdf (report describes findings that males

are more hikely to be the perpetrator in a child abuse case).
074
1t Id 2t 2 (referendng a 2602 Child Trends Report).

12 Video: Portratt of a Promise: Preventing Shaken Baby Syndrome 2062 (New York City Admintstration for Children's
Services); EM. Douglas, Child Malireatment Fatalitier: What do We Kaow, What Have We Done and Where Do We Go From Here?,
zr CHILD VICTIMIZATION 4.1—4.18 ()X Kendall-Tacketr and 5. Giacomont, Eds. 2005},
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FINDINGS REGARDING CHILD FATALITY REPORTING

Connecticut, ithe many states, struggles to collect and repost data regarding preventable infant and
toddler deaths, particularly those that are associsted with concerns of possible sbuse or neglect. For
example, we are 00t able to refably report how many “Unexplained,” “Sudden Unexplained Infant
Deaths,” or SIDS deaths are associated both with “unsafe sleep conditions™ and concerns regarding
parental substance abuse. The Office of the Child Advocate was challenged in compiling meanmgful
trend data for dus report to better inform policy makers and the public.

A federal Government Accountability Office (GAQ) report in 2011 indicated that many states are
challenged m determiniog and reporting data tegatding whether a child’s death is cansed by abuse o
neglect.? This means that we do not know the true extent of fatalines caused or contnbuted to by
abuse ot neglect. [n response to the GAO report, a federal commission has been charged with
mazking recommendations to the President and Congress. The Commussion to Elminate Child Abuse
and Neglect Fatalities (CECANT) 1z a federal advisory committee estzblished by the Protecr Our
Kids Act of 2012 According to the enabling legishation, the commission’s work includes an
examination of

best practices in  preventing child and  youth  fatalites  that
are intentionally caused or that occur due to negligence, neglect, o1 a failure
10 exercise proper care; the effectiveness of Pederal, State, and local policies
and systems . . . amed at collecting accurate and uniform data on chald
fatalities . . . ; the carent . . . bartiers to preventing fatalities from child abuse
and neglect, how to improve child welfare cutcomes; trends 1 demographic
and other nsk factors that are predictive of or correlated wath child
maltreatment, such as age of the child, child hehavior, family structure,
parental stress, and poverty; methods of priontzing child abuse and neglect

. ; and methods of mmproving data collection and utilization, such as

mereasing mteroperability among state and local and other data systems 13

13 1LS. GOV'T ACCOUNTABILITY OFFICE, CHILD MALTREATMENT: STRENGTHENING NATIONAL DATA ON CHILD
FaTALITiEs COULD AID 1N PREVENTION 9-16 (2011).

14 Protect Our ¥ids Act of 2012, Pub. L. No. 112-275, 126 Stat. 2460 (2013).

1% Protect Our Kads Act of 2012, Pub. L Na. 112-275, 126 Stat. 2460(g)(5)(2).
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SECTION II

Fatalitics of young children where carepivers had involvement with the
Department of Children and Families (DCF)

Overview

The Office of the Child Advocate has a unique responsibility to review, investigate, and report
regarding the efficacy of child-serving systems. 'The OCA has 2 responsibly to examine those child
deaths that had involvernent with our state child welfare safety system. Twenty-four of the infant and
toddlers deaths that came to the attention of the Medical Examiner and OQCA in 2013 lived in
farnilies with DCF involvement pdor ta or at the tme of the child’s death.

DCF, like many child welfare agencies.across the country, is transforming its work with families to
keep more chiidren home by strengthening the family unit. Because a child dies mn 2 home with an
open DCF case does not mean that keeping families together, as a goal, is ill fated or undesirable.
Some of the cases descabed o this Section raise questions and sometimes significant concerns
tegarding the efficacy of DCF practice with an mdividual family or the adequacy of its protocols for
ensuring infant safety in high-risk homes. Not all case records, bowever, reveal an established link
berween a IDCE practice issuc and a subsequent child fatality, and DCF involvement (or lack thereof)
is not always the pivotal factor in each child fatality.®® Yet, a review of all cases provides uscful
information regarding risk factors in families that may contribute to the preventable deaths of
children. Some of these deaths are due to maltreatment, some are undetermined, and some are
acaidental. Understanding these fisk factors will have tmplications for our children’s safety net, and

not just for IDCT

Manner of death for these 24 children: Age of the 24 children who died
10 deaths werte classified as “Undetermined” 0 to 12 months: 15 children
6 deaths were classified as “Accidental” 13 to 24 months: 6 children
5 deaths were classified as “Homicide” 25 to 36 months: 3 cluldren

3 deaths were classified as “Natutal”

As previously mentioned, most states are challenged with defining what it means for a child to have
died due to actizal or suspected abuse or neglect (“maltreatment deaths™). In Connecticut, it has been
reported that a “mualreatment” death is so defined when “at least one allegation of abuse or neglect
related to the death has been substantiated by DCF] against a caregiver.”1? A review of DCF records
related to deaths described in this Section reveals that there were 9 children’s deaths where an
investigation by DCIE Jed to the substantiation of an adult caregiver for abuse or neglect’® The
substantated adult in these 9 cascs was cither the parent or the boviriend of a caregiver. "This does
not mean that the caregiver/boyfriend who perpetrated the abuse or neglect was always known to
DCF prrot to the child’s death.?

16 See mfran.19.

V1. Kovoer, With Child Abure, Negleot Deaths Rasing, Bardy-Detection Doctors Deploped, June 29, 2014, HARTFORD COURANT,
Jume 29, 2014,

1A tenth child’s post-death investgation also included a substantiation of neglect, but the DCF records mdicate that the
substantiation was for exposure to conditions mjudous to the children’s well-being. DCF records did not draw a clear Jink
between those conditions 2nd the child’s death.

19 DCF reviewed a draft of this report and provided feedback on this data point. DCF stated in a written response that it
would not dassify these 9 fatalides as “maltreatment™ fatalites because they were not all acts committed by the parent
DCF further indicated that “at most, five homicides fit that category but, even of the five, there 15 2 question. .. because in
ftwo cases] the prmary caregiver known 0 us was not the perpetrator of the act that caused the child’s unfortunate famality.
We want to be clear that of the § fatalides, all of them are tragic and could heve heen prevented.” Letter from Joette Katz,
DCF Commissioner, to Sarab Eagan, OCA (July 18, 2014) (o file with authox).
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Regardless of whether a preventable death is vitimately classified as due to “maltreatement” it is
Important w recognize the sk factors that exist priot to a child’s death. For example, several of the
infants who died while co-sleeping with a caregiver were exposed presatally to substances and lved
in homes with caregivers continuing to sttuggle with substance abuse. Not all of these caregrvers,
however, were substantiated by DCF for abuse or neglect telated to the child’s death 20

Section 11 {focuses on all 24 of the children, most of whom died from preventable causes, and
examines the risk factors present in the bome and the implications for child welfare practice and 2
multi-agency public health response.

Most of the families who had mvolvement with DCEF were also mnvolved with other providers and
systems of support and ntervention such as doctors, community providers, the judictal systemn, and
other state agencies. Prevention of maltreatment and child fatalittes starts with a public health
approach to healthy parent-child relationships, supported and strengthened by helistic pediatuic care,
2 robust early-childhood system of care, and access to intensive, therapeutic parent-child supports,

Recommendations emanating from this focused review fall nto 2 categories. The fist category 15
compdsed of actions that the child welfare agency can take to specialize its approach to our most at-
risk children: infants and toddlers who are suspected victims of abuse or neglect. The second
category includes things the community and health care systems can do to improve interventions for
pazents and children and prevent maltreatment before it occurs.

Concurreatly, it is also catical to nete that at any given time DCF works with thousands of children
age birth to three, many living at home with a caregiver and cthers in foster care. There are many
successes to report and an increasing wumber of services that support parents and children in the
home. DICF is incorporating more evidence-based teaming (& collaborative decision-making model
for child welfare-involved farnilies) into its practice and assisting with development and expansion of
innovative parent-child treatment services. DCE has also begun 1o scale up its fraining for case
workers regarding the specialized needs of mfants and toddlers and s working to further
professionalize its workforce and mmprove the quality of supervision. These efforts are critcally
important.

DCF, along with child protection agencies m many states, is moving towards 2 family preservation
mmodel of child welfare practice, one that looks to keep children home whenever possible and reduce
reliance on foster care. Given this shift in child welfare practice, 1t 5s imperative that we recognize the
workforce development implicatons for the child welfare agency and community providers as well as
the critical need for services that will be effective for parents—particularly of infants—who strupgle
with mental health challenges, substance abuse, or domestic viclence. Ihe cases reviewed here show
that gaps remun between what we aspire our practice and community services to be and what is
actually being provided. These gaps have implications for workforce development, investigations,
risk assessment, service development and strategic funding, caseload levels, quahty assurance, and
strong community parmerships.

2 For example, i one case a caregiver was substantiated for having the baby m an unsafe sleep environment, but in at least
two other cases where a baby was found in the bed and the caregiver admitted drinking alcohol before going to sleep, thexe
were 0o resulting substannations,
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Statistical Overview

Comperison with Non-DCT Cases. Compared fo chuldren without a DCF history, children with a
history of DCF invelvement were half as likely to die by Natural causes, twice as likely o die by
Accident, and more than three times as likely to die by Homicide,

Case Stamus. Of the 24 cases wn_h a history of DCT involvement prior to the child’s death, 10 cases
were open at the gme of the child’s death, 4 cases had closed within 6 months of the child’s death, 5
cases had closed within a year of the child’s death, 4 cases bad closed more than a year before the

child’s death, and the lzst case was referred once and tracked for a family assessment review.

MNumber of Prior Referrals. Families had on average 4 prior referrals to DCF (range: 1-14), and there
was no statistical difference in the number of referrals for families of children who died of Accident,
Homicde, Natural, or Undetermined causes.

Risk Factors. The majority of the adult caretakers in these childeen’s lives had multple risk factors—
15 {62.5%) of the mother’s had a history of DCF involvement as children; 9 {37.5%) had known
criminal historics; 12 (50%) had known substance abuse problems or admitted use near the time of
the child’s deatk; 13 (54%) bad a history of domestic or fanuly violence; and 15 (62.5%) had known
mental health problems. The male partness of these women also had avmerous lmown sk factors: 9
(38%) had a history of DCE involvement as children; 16 (66.7%) had known criminal histories; 12
(50%) had kaown substance abuse problems or admitted alcohol or drug use at or near time of
death; 9 (37.5%) were involved in violent relationships; and 9 (37.5%) had kncmm mental health

problems.

UNDETERMINED DEATHS WITH DCF INVOLVEMENT

Undetermyined is a manner of death
that often 15 Listed for infants when no
medical camse of death is found; it is
“MNatural”

Baby ] died whei she was 2 months old, appar{,ﬂtly found in the
fanuly b(‘d on her stomach by her father: The family had a history
of 10 pdor DCE reports, inchidinga termination of parental righs.
Both parents bad.an extensive history 'of substance abuse and

unknown. Like certain

deaths, Connecticut data confirms domesoc violepce. Baby | was exposed -to 'dmgs prenatally and a
that often these infants are found in tepott. had Heen made to DCF. leeﬂ both parents’. history of

X ) . . alcobbl/dmig’ abuse, DCF requested - that ~they submit” ro - a
unsafe Slcep environments. There substince abuse evaluation Mother aciu,d and was referred tor,

were 16 infant and toddler deaths
categorized as Undetermmed m 2013,
10 of these children were known to
DCF. At least 2 of ithe children’s
records documented that they were n
an unsafe sleep environment at the
time of death. Nine of the children
were 6 months old or less and 1 child
was 17 months old at the time of
death. As prewviously stated, this

oot patuant services. Farher did not agree. DO kept the case open
for, ongding TICZrIP.LEﬂt due to fzmﬁy s nxgmﬁczm' hmtorv z.nd
pregmancy—a . good | practice  development., DCI"’
mveqt:sgauon of the report was ‘well-documented and thorough. JA
DR subérance abuse specialist consulted: “on- the cdse and. gave
ad\"_mﬁ rega_rdmg_engag(:m:,nt and treatment. p_Iannmg for mother.’
A E.tt the baby’s birth DCFwas still not ableto efiage father Veith
evaluation or services. Father spent a significant amount of time
with thé children and father was Baby J’s -casetaker while mother
‘warked. The b’q’bv died in father’s care while miother was \irorki.ng
Father admjtted tér drinking beer before bed, bur' deried beidg

m()ther 5

section not only seeks to examine
DCEF practice issues, but also to
explore sk factors present at the time
of a child’s death. The purpose of this
discussion 15 to better understand
these families and not to lay Lability
for each fatality with DCF.

intoxicated: Father denied using Nyqail that was found next to the
bed. Tt appeared ‘thar multiple children were also in the bed at the
time of dedth Firher could fiat explain why baby ] was ini the bed

and not in thie baeﬁmet DCF veferred surviving siblings for frauma-

Amfonned supports.; This ‘casc: underscores . the Jmporrznce of

understanding strengths and dsks of borh caregivers, and using that
information to inform case decisions. lr‘nthc: ‘was 0ot tubsraﬂuatnd
for neglec( af.somuad Wlth the chlid’s deadl S
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Hamily Rask Factors

Children are at greater sk of sudden infant death
in hotnes where the parent/categiver smokes, Is
substance using, or has untreated mental health
challenges.? Ia these cases, several of the families
struggled with substance abuse and mental health
1ssues. We outline the zisk factors here given the

notable prominence of substance use/abuse and
child welfare history.

Substance Abuse (N=10}
= 7 of the children who died in this category

had a caregiver with 2 documented hustory of
substance use or who admitted using alcohol
or substances prior to going to sleep with or
near the baby;

& 2 of these carcgivers mdicated they used
alcohol before going to bed;

= 3 of the chidren hved with a caregiver with a
history of methadone use;

= 5 of the children were exposed prenatally to
substances; and

n 7 of these children lived in families with open
I>CF cases af the time of their death

DCF History (N=10)

e AN 10 of the childeen who died lived in
famnites that had been previously reported to
DCE;

® 7 of the children’s cases were open with IDCF

at the time of their death;

= Histones with DCF ranged from 1 previous
report to 14 previous reports; and

= R of the children’s mothers had their own
history with DCF as a child,

B CE records did not rowtinely reflect eollaborative
cdse plapming between proveders, the Departnent,
and the family, nor did records clearly docwment bow
parenting capacy and child safery was being
determrined based on provider fecdback.

_Béby ‘T died’ whén' he wﬁs 2 rho&lthé old, while

reportedly sleeping i his caz’seat. His family had. 2
history of 14 pror DCF 1eports .and ]uvemle court.
involvement’ rLgardmg child neglect. DCE bad closed
the Ease only days, prior to Baby 1’s death. The most:
recent report alleged:-that 2 relative: found Baby T

‘crying on the floor of his pamnt« Toom dunng ‘the

night Parents denied the allegativios and said they put
r_he bab'y ina cmb 1 anotht_r 10011, Parmts admitted to
and dzuws were: no't”a' ﬁsi factor in the home: Father
stated thaf he was, mnvolved, through probaﬁon w1tb
an ouq):ment substance abuse tréatrnent prowder

DLl* refened both . patents foz sﬁBsfar.lcé. abuse:
evaluation butlater noted that both paxents were & “ng
qhow” for ‘the- evalmton, D(_P s’ murse spec_.mlm
conbulted on the case, but-there was no docuinented
involvement Jof DCFs sefional ‘sibsiance abuse or
mental health specialists. DCF put a safety agreement

in place ‘tequining. T’s" parents. to use-a2 crib and 1o
refram from aleohol or drag use while- caring for the

chiid. DCE noted that the parents did riot éomuply with
the substance abuse Eva]uailon and family’s sk Jevel.
was assessed to be nloduam based on family listoty.
DCF dosed the ' case shating that “further DCF
intérvention is rot: requued as the farm]}' is adL quatdy
canng for ﬂ]e cb_lld_len o

_Aftel BAby Ts death onlv Wecl-.: Tater, DCT obta_umd.

information from' father’s outpatent provider. that

indicared father was i fact engaged in a weekly proup

program, but had been continually testing positive {or
aleohal - and/or ‘drags during ‘the preceding months.
“This information did not appedr to have been obtzmed
by DCE - mve-:tlganr)ns before do-:mh the pmor
mVn:<tioatlon

DCE did not substantiate neglect against eitber parent
in Baby T’s death, but they kept the-case open for
ongoing ‘treatment -Baby 1°s . case’ raises’ concemns

about the quality. of the iavestigation preceding his

death, the miiﬁmizationnof the faﬁﬁl} s history with’
TCF, and theé i impact of stressors in 1h<= 110111(, on r_he
baby 5 safet} :

21 Ceg FLORIDA STATE UNIv. CTR. FOR PREVENTION AND EARLY INTERVENTION POLICY, PARTNERS FOR A HEALTIY BABY
HowE VISITING CURRICULUM: BABY'S FIRST S1x MONTHS RESEARCH Basis (2011, ayaf[aj!e at

hetp/ fweww.cpeip. fsuedu/resourceliles/ resourceFile 131 pdf (desenbing the effects, including death, on young child
whose parents smoke, abuse substances, have experienced trauma, or have meotal health challenges).
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The majomiy of the mothers, fathers, orx mzle pattners presented with multiple nsk factors ox
stressors, indicating a need to Increase parenting capacity, address trawma hustoges, substance abuse
challenges, mental health issues, and relationship choices.®

All of these families had prior histones with DCE and prcsmtcd with muliiple sk factors, Records
varied 1 how these histories were mncorporated mnto assessment and decision-making. Seven of the
10 children whese deaths were deemed Undetermmned hived 1n famiies with open DCIF cascs at the
time of their death. At least 4 families were involved with some type of in-home service provider. In-
home services included a parent-child program for recent substance abusing caregivers, an intensive
family preservation service, and traditional home visiting/parent education. Typically these providers
visit. the home multiple days per week and work to address the parent’s need for intervention and
support as well as the child’s emotional and developmental needs. The services have different clinical
focuses and arc not mterchangeable

Summary of DCF Assessment, Case Planning /Service Deliverv for Undetermined Deaths

The majonmty of families were involved m some cut-patient treatnent program. {substance abuse
treatment, mental health treatment, medication munagement), Out-patient services vary in terms of
what’s offered, whether services ave provided - - o oL oo T
one-cn-one  and how often pareats are Baby (.5 died at 2 months of %ge',wme'to’sw_-ep’?g with
i .. this mother. Case re u)rda indicate that borh a ‘isiling
expected to participate. ‘nurse and. the DLF mvt.stlgatlons “worker | had
pr(:vion:.ly coufiseled’ the facthes rcg*z_tdnlg qafe infant
DCE records often reflected information <]e€p pracocés Mother indicated’ she had pre';cnpflom
sought and obtaned from a provider and fOrpS}LhOtroplc clru;)s and narconc pam m(:dlcat!on
included the degree of participation, :
attendance, and drug testing results. Records ’\ffﬂrhcx had a hlsf(}ry Of substamc abu:a ﬂnd had i

: : T 1t 1 1 5 beforé Baby
did not consistently reflect a distinction positive scrcen. for masijnand 2 wonth before Baby €8
\ I ! . Ideath. DCF had nwcst‘gnted picy repozts on quv cs
between a parent’s compliance with services wmothc*r and - parents. were - fefereed for. outipatient

Versus parentai engagement and benefit from substance evaluahcn and “teatment. Mother was also
treatment provided. iinvolved - with outpatiest mcntal hczlth prowdex for
mcchmtlon mnaecmcnt ' :

DCF has a “High Risk Newborn Pohcy” : e :
Cal]jng for  expedited enpagement and DCP determmf:d fhe farmlv rmdc pmgmab tO'\x aﬁi theu
; P RS ‘ treatmmt zoals during the course of thé open case. The

helg}hltened visitation for Chjldr.en born “f_ith TICE Re.gnona] Nurse Specialist consulted on the icase,
postuve dmg screens,  serious  medical but no - documentatdon - indicated  that the reégional
problcms, or whose mother presents with mental health -:peaalﬁtwas comuited The family’s case
significant challenges, for at least the fist 4 | was qlated for closu_re at the time uf r_he chrld’q dea?h

weeks post-discharge from the hospital. A |
review of the 10 Undetermined child deaths

When Baby CS ched, pohce vislu.ug the s(_ene called ina
. tt'to DCE all that the buby's h diti
revealed at least 5 children who were seport to cgtag thal the b Y’S rome conditions
were deplorable: DCF mvesﬂgited anew; and uitimately
prenataily exposed o substances. N?nﬂ of ssubstantiated the cacégivers. for physical ‘neglect:” The
these cases resulted in a schstantiation of | cdsd. raises concetiis ; aboit: - the _appropriateness’ of

neglect due to the prenatal drug exposure, rherapeuﬁc intérventions, | evaliaton of | ptogress In
though all remained open with DCF for Lreatmt‘ug and-, djscxepzmcy 'Detwee::. observzmons of
ongoing treatment. None of the case records POhCE and Cbﬂd welfare profe qs;o@s
seem to apply the High Risk Newborn Policy,
though at least 2 of the cases reflected heightened visitation duting the first several weeks of the case.
It 18 important to develop and mimplement a heightened practice protocol for at-ask newborns and
extend the duration of a pewborn policy {or at least the first 6 months of hife.

2 Please note that for both mothers and male partners, some case records de not document 2 mental health diagnosis
though the parent presents or bas 2 history of multple challenges or stressors such as a cominal history, substance abuse,
and domestic violence history. Additionally, seme of the information s self-reported and therefore not 100% zeliable.
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Safe Sleep Counseling

Some of the case records documented counscling
reparding “safe sleep” issues for caregivers and babies.
Not all records cleatly documented this putdance. None
of the records reviewed documented a  swsfzined
counseling effort by DICF or treatment providers to
address safe cleeping lssues in the home or risk factors
in the home that vesult in children’s heightened
vulnerability to sudden mfant death such as slcohol,
substance use, smoking, medication, or untreated
mental health issnes. None of the case records
documented/noted the heightened risk of mfant death
due to the presence of these factors. Again, this does
not mesn that these risks are not appreciated by
providers, case workers, or supervisors, or that
conversations did not take place. Awthors refer to a
succinct statement from a recent systemic child death
review completed 1 Flonida by Casey Famuly Programs,

Giving Information regarding co-sleeping once to
drug addicted parcats, or to substances abusing
parents pot established in a recovery process, and

having these parents sign sgreenient 1o refrain from

co-sleeping with mfants, is # highly osky and
questionable basis for safery planning. %

Accordingly, frequent reinforcement of the nisks of
sudden mfant death m homes expenencing rultple
risk factors or stressors, as well as incorporation of safe
sleep pracuces into 2 farmily’s case plan, ate important
steps in preventing these tragedies. As of 2014, IDCF
hag a new policy regarding safe sleep counsel and
treatment planning to address the prevalence of this
tsk for DCEF mvolved famibies. Ideally, records wll
reflect how safe sleep issues are being worked on by
DCE and  community providers, and with what
frequency; including whether there are face-to-face
meetings to discuss risks, goals, expectations, and
Progress. Case planning should include discussion and
strategies regarding the common issues that may lead to
co-sleeping such as concern regarding baby's sleep,
parent’s lack of sleep and exhaunstion, infant fussiness,
etc.

The stodes ncluded pant a picture of the risk these
children bived with: open child welfare cases, substance
use, and prior child welfare referrals. Geven the number
of children and families that DCF and the provider
comiminity engage with at any given time, there are

Baby' C was almost 4 months old when she
was found unresponsive in her edb; pliced
on-hér stomach with lots of blankets and ‘an
adulr SizE; pxﬁow Hcr fm“mlys case was open.
\mth DCF_ at:the.time-of her. dcath with, a
lustoxy of 5: mvesttgatcd feports. A juy enile:
coutt judge ; tenmindted =mother’s Pammal
rights "to.Baby s sfl:»lmgs 8 days. pror ta
Baby s death. Baby s mother used drugs
while pregnant, T DCE “held "2 considered
rcmoval team meeting with the ﬁmﬂy shordy
after the babyls birth, to ‘determuine whether C:
neﬂdcd o be: removed idite 10 mothes’s
sub:ta_ﬂce abuse Consldered r&movzl 15-an
ﬁwdence—based coﬂﬂbomﬂvﬂ case p]mnmg
model Parents a.hteed to coopﬁ_ratr: ~with DCE
and com.mumty services; and’ Ba.by C went
home with them, The mother ; was determined
to be pot cligble for. the. Jp-home’ program
for - recently -,
be Use hCI U'

subc:tance abusing. mothers

_-Was not recent enough

DCF rﬁfurcd C’ ;
education, Intensive Fafnily Preservation (an
mn homr'ser\n(c) arld outpatient. ‘substance
,ﬁ)uee/mei_hadone . maintenance -
Mixed »*réports - fromd - providers | were
docnmented : in » the: child i welfaxe - records.
Sacial woﬂ\ers réceived. u]hple Teports that
mother did not pmapa : _appomtmmts OF,
Lhat she “confinued to test _posmve for dmgs.
The incheme: prowde.r rcported some faix to
positive feedbackj notulg that - the “parents
seemed ! to: ejay discssions - about child-
devdopmcnt Later, 'i'tbis pmwder noted
missed “appointments and an. bty to
engﬁgﬁ fathe.r due to hls_ ork schedul(: _

:parﬁnt; for Parentmé,

bt.erCCS )

Ther m—hemc proudm also expressed some
concern to DCE that the pareats would allow
the baby to ciy for long perieds of time. [DCF
Gldntately filed 2 légal pcm]on a]legmg that
Baby::Coowas ueg}ected inthe care of her
pz_cems “The court matter was peudmg at-the
time. of ber death. ‘Aker Bdby C ‘died, the
chﬂdrwel_{are record documemtcd that: the in-
\e SETICE prowdcr_ had never séeén the

! & cob. DCE ulpmately subqtaimated rhc
cm:egwez/ for neglect _T_aLe _otheg cases
refercoced, Ba_y (s cage, faises . Concerns
rega:dmg ‘the: efhcaqr of. mterven’uons and
the- u.tgeucy or appropﬂateness ‘of child
Wdf&& rcsponse 1o aninfant :ealdmg with
acuvely subqtance—uqmg parent

2 C4SFEY FAMILY PROGRAMS, REVIEW OF CHILD FATALITIES REPORTED TO THE IFLORID A DIEPARTMENT OF CHILDREN AND

FanILIEs 3 (2015).
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likely many famiites with sumilar profiles where no chid death occurs. Yet, these stories raise
importarit questions regarding the frequency and effcctiveness of therapeutic interventions and
supervision, well as the level of communication between DCE, the providers, and the fanily.

ACCIDENTAL DEATHS WITH DCF INVOLVEMENT

There were 12 acctdental deaths in 20136
were known to DCF. These child deaths
were attributed to  accidental  causes,
including 2 drownmg, 2 car acadents, 1
death in fire, and 1 a%ph}mﬁon due to
Lomplcsston be hind a piece of furniture,
None of these families’ cases were open at
the time of the fatality. And not all child 38 an example of an ACC]dEﬁt’il death rdatcd dlrecdy to
deaths are linked to maltreatment. Two of | labuseor neglect, - : -

the deaths resulted in 2 new DCF
mvestigation and ultimately a substantiation from DCF for abuse or neglect—Dboth fatal inadents
deemed related to alcohol or drugs.

I{] ) yezfs oid when he Was run over in the Em‘mly

Families® Prior History with DCE
Two families had 1 pror report; 2 fammilies had 2 pror reports; 1 famaly bad 11 poor reports,
including invelvement that ended weeks before the child’s death; and 1 family had 8 prior reports.

Accidents and Substance Abuse
Both of the maltreatment related accidental deaths involved caregivers who were impaired by alcohol
or drags, had 2 documented history of substance abuse, and had lengthy histories with DCIF.

Surmnmary of [2CF Assessment, Case Planning/Service Delivery Regarding Accidental Deaths
Records as to all 6 children show a vaniety of referrals made by DCE and different levels of
engagement by comimunity providers (primarily out-patient). Both of the substance abuse/accident
stories above revealed lengthy DCF histories and a record of numerous out-patient referrals for the
famihes. Questdons include the eficacy of the services, the match between the needs/strengths of the
family, and the Intensity, frequency, and duration of services provided. Tt 1s mmperative that we
measuore the impact of such services for improved parental capadty, judgment, asd protection of
children’s safety.

Baby (O died when'she was 3 ‘months o} ‘after her mom fell asleep in the bath wh while holding het. (s mother
strigpled with subs“tance -abuse and records’ show she wag indét the wflugnce at the time O drovwned: Mothigs wis
dischiarged the previcus . day from 2 détox program! Thete wis no DCF involvement at the ime of O’s death. There
weresd other childrenin the home atithe: fime of (s death. DCF investigated § prios” reports ‘on O’ famt]y ‘overa
period: of 6 yedrs. Aﬂemuons inchided domﬁqnc violence, parental mental health challenges, and substance abuse.
Previons sérvice: referrals included  domestic viclence, services, Intensive Family Preservition, and outpatent
therapeutic supports, Law enforcement records md_lcate that at Jeast 6 calls to police were made by the famaly regarding
:domestic issues or dispuies 6f varying seventy. On two occasions there is a record of a police call to the DCF Catelise,
One call 1o police alleped that the father was nader the influence, verbally abusing mother, and calling children racully
dv:mgaave names. OCA’s review of Baby:O’s pedj.atnc records. does not nﬂect awareness ot muldple problemss or
stressors within the fzmdv DFT :ubqtmuated 'Lhe ca_tegwu: for nefrlcct aftex rhc chﬂd ] dc,lth
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HOMICIDE DEATHS WITH DCF INVOLVEMEN'T

As prcviousiy stated, 2013 was an unprecedented year for infant and toddler Homicde. Five of the
10 who died by homicide were known to DT All were caused by fatal child abuse: etther blunt
force trauma or abusive head trauma. Three vicdms were girls and 2 were boys. All 5 were allegedly
falled by male caregivers—all have been azrested. Al five alleged perpetrators were substantiated for
abuse/neglect by DOF after the children’s deaths.

Family Risk Factors

Mothers and male partners presented with nsk factors i the areas of substance abuse and mental
health challenges. Notably, 4 cut of the 5 mothers had a hustory with [DCEF as a child, and 4 of the
mothers were teenagers when they had their first child. Three out of the 5 male parters had cruminal
histaries and 3 out of the 5 had their own history with DCIF as a child. These profiles mise questions
as to the history and impact of travma, abuse, or neglect i the lives of these parents, their own
capacity for quality decision-making, and knowledge of appropuiale child developroent and care,

Babv A teenage “mother moved ‘to Connecticut
from New York State while- pregrant The ‘other
state’s child weltsma -agency calied Cannectiout DCF,
quue:ﬂmg the: ageﬂcy follow up W‘lth the teenager.
T DCF met with the moth(n and her boyfriend and
: dlscussed refelxals fm: “parenting snpports. ‘and
Lommumty health sesonrces. Both the mother and
‘the b‘mbys faﬂmx md.lcartd thcy were opc:ﬂ to,
supports o : :

T'wo Children had Open DCF Cases at the Time
of Death

Review of child welfare records indicate that
2 out of the 5 children’s cases were open at the
time of death, both at the beginning stages of
the case (Baby A and Baby N

Summary of  DCF  Assessment,  Case
lanmnsr{Semce Delivery for Homicide Deaths
Three out of the 5 children’s cases were closed

at the time of the child’s death. Two were closed

Thc baby dmd wh:]e n the care Of lm teenabe fatbcr
appm\ﬂmatdy 6. weeks after DCF opm(,d its_case.
Services rf:funted by DCF.wyere not. yet in place;

tollowmg an mvestigation and were not kept
open for ongomg treatment. Coe was closed
after extensive DCF mvolvement and a peried

;R(Lords ‘do . aot seflect ‘whether other community

bealth provukxs made ret_ommendanom or referrals
for - home . wisting “or | fathethood - f'ﬂo:zgemmt

. .. ograms for fhis young couple.
of protective supervision. Pog : & ConL

Regarding the 2 case dosures at the investigations phase, the first involved a mother that was
reported 0 be possibly substance abusing at ot near the tme of the baby’s birth. This charge was not
substantiated after investigation, and after meviewing conditons of the mother’s home and personal
circumstances, DCF closed the case. The record does not reflect how or if the following factors were
considered: the mother’s young age, firsc-time parent status, travmna history, or nvolvement with
DCF as a child. The record does not mdicate that any referrals for home visiting or other parenting
supports were discussed or made at the time of case closure.

‘Babv N was’ refeued to DCF. duc to concerns. raised by the 3-year-cld’s pcdmmcmn mga_m ding her cutof-
;contml behavior ‘and suspmous bnnsmg on her buttocks. DCE aceepted the réport for Pamily [Assessment
;Rtspumt. Duﬂng Lhe assessment peried, the child’s mother was -not forthcomng zbout sk factors i, thc
home of the presenre ofa boyfmend Less than'3 Wecks later,’ Bab} N died fzom severe bf‘atmg, allf:gcd y at
the hahds of maother’s boy{nend : ‘

‘DCFs. mves‘a_gatlon after. the chjch dcath 1cvea]ed numerous JJSL factors mcludmg domecﬁc wolence
between Baby N’s mather and her bovfmend that had led to his _pror arrest and incarceration. Otber nsk
factor's mcluded mothcr 5 mvolvemcnt with DLP asa cl'uld and her boyfucnd“; hi‘:tory of qubsta_nce abuse
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The second case also closed at investimatons after a finding that the baby had been abused, but
where no clear perpetrator was identified, a clear and concerning departure from best practice. At the
time of the incdent, it was DCF’s position that the agency could not substantiate abuse without
identifying a perpetrator. Neither of the children’s records reflected case planning or consultation
with a I2CTF ARG specialist prior to case closure.

The last case was that of Baby J. His family’s story reveals mmportant and challengmg themes
regarding child maltreatment prevention.

-BabyJ dJLd whﬂe m the care of his fathéx. Ilis famllv was- known to D(,I* befo:e Babv} 8 hlrth Hls mod:u:: had he:
~first child ‘when she ‘was.a teenaper and” s!rugg]ed with numerous stréssoss Over time, inchiding. substance abuse)
domcsmc Violence, mental health wsues, and her own [XCF history. a8.2 chﬂd DCF n:cords indicate that numercus-
- services, were pmwdcd to thc mother oveér ﬂu: course of hcr DCF mvolvemcnt mc]udmg: paeat- c]u.ld
: court. I\{O(hf‘f was noted 0 umkc progress toward be r' goalq a5 st forth b} the ‘court: Judxcizﬂly ordemd prc»rcchve-
'super\n:iou of mothei’s older childten expired while mother was ncwlv preénanl wﬂ:h Babv] and DC}* dosed theit
case .iﬁer a_sqessmcr thc usk le\ el m rhe homc a8 moderate: s

At 'thg Hime of case clomre DF i3 expuasssd somé concer ab(aur mothefis' new pregnancy; new pacner relafionship,
rand indicated a need for mo&acx to mafntain individual therapy m the comimunity: Child Wf‘lf’lﬂ‘ records after Baby

Ts death indicate that thé baby’s fathes had his owa cha]lu;me': Indudmg DCF histor} as 4 child, menul health

hhfory, and subamnce Abu‘:e hlsroqr : -

4

Bahy J’s case highlights difficult aspects of child protection worl in several ways. First, DCF cannot
mandate its own intervention ot supervision of a family beyond that which 1s permitted by law or
ordered by a court. Here, the parent still demonstrated risk factors that were documented by DCE at
the time of closure, but the parent also demonstated progress with services and compliance with
case expectations and orders of the court. The fact that risk may remain does not necessarily provide
DO with statutory authority to maintain supervision of a family. [t is unclear what role community
providers continued to play for mother, what counsel she received from local health care providers,
and what level of engagement the father had with providers followmng the birth of the baby.

Secondly, this case highlights the degree of entrenched challenges that some car egivers sttuggle with.
IHere, the mother prcscnt{*d with many sk factors: her young age when she had her first chjld her
own history with DCE when she was a child, a history of substance abuse, mental health challenges,
and intimate relationships fraught with domestic violence. She participated n services offered by
DCH after her older children were removed by oxder of the coutt. She participated n individual
counseling and an evidence-based clinical home visiting program. She was candid with DCF towards
the end of her case about her anxiety and desite to be Iving her life in a healthy way. DCH
encouraged het at the time of case closure to contirue with individual therapy. Mother moved on
with her life, pregnant with a new child and beginning a new relationship. At the time of her baby’s
death, she was reportedly working 60 hours a week at muldple jobs while the baby’s father was home
caring for all 3 children, 2 of whom were not his biological children.

This family’s story outlines the formidable work of famnily preservation, child protection, and the

challenges and responsibilities that we must address to support caregivers and protect children.
These cases collectively underscore the importance of accessible high qualiry child care.
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OVERVIEW OF DCF INVOLVED FAMILIES

Surmmary of Findings of All 24 Children
The majondty of famnilies presented with

substantizl risk factors inclading lustories of

substance abuse, family viclence, meatal health
challenges, and repeat exposure to the child
welfare systern, Families” prior histories with
DCF induded a range of significant and more
minor child abuse ot neglect concerns. Many
of the families’ prior cases were closed after
the Investigations phase and were not opened
for ongoing treatment.

History

Many of the familics whose records were
reviewed had meltple contacts with DCF.
Records revealed inconsistent consideration
and mtegranion of this mformadon into the
risk assessment, decision-making, and case
phn_nmg process. Histories ranged from 1
prior report to 14, The relevance of history
was al times minimized in the risk assessment
and case planning process.

Pregnancy

Review of family tecords teveal at least 6
mstances during a family’s history with DCF
where cases were closed while a parent was
pregnant® It is oportant to examine DCE
practice and protocols when concerns are

“Baby "AB died at 20 months of age from fatal child abuse,
- a.llcgcdly isiflicted by his father: AL’ famﬂy way previously
'_known to DCF from a 2012 incident in which he wis treated
satthe hoqpml for seriotis’ mjuvies. “AB’s. ;)cchatuc records
':_:'md.lcated that. though: his peiliatriciat ‘suspected abuse and
“referred the child toa hospital; the p{*dmtuclan did-npt makea |
-D(,]* Carclice report. The hosplta} reported” AB s Ipuies o
the- Larchne ‘At that time “DCEF opened an igvestgation
cga:dmg A_B § child abuse 1 111]110:.’3 \vhich were confirmed by
Td ped.mtnc clnld abuce e:( Nfrt 1o b{, mﬂlcmd rather t]nﬂ
'academtﬂl o S :

.;DCF closed tbe case -one monrh hrer dc;pﬁe the ‘:e\?eu‘ry ot
Baby - AB s m]urles and - rem: dthing - qut_ntions about the
lTCul'D.Sfa.UCCS SlLUOU.UdI.Dg the abuse. Police and DCF were
g0t able o condude wha pc:pe:trated the -abuse, though
secords indlicate. that DCE -suspected the. father as a possible
';)CﬂJLfratOr Du¢ to not identifylng a perpeLrator 1o adult was
‘substagtiated for the zbuse. No conr pefmon was filed i i this
’ case. DCT pmvided AB s ﬂll)ﬂlLI with'some Enancml support -
" to.offser day care expenses, and asked ‘mothes to sign a safety
'agreement Silpul:atmﬂ ihat ‘only the mother and maternal
- grandmothier: ’ “would” be allowcd to.” watuh Baby
'_:unsupermsed : g . . L

{DCF 4id hot keep rhe cas:‘ opr.u for ongomg treatmcnt or
“additional reférrals, The; ox}ly mierventiéns were the daycare’
: =&.ubsldy and the” safety agreerment. Aftt,.r Baby AB later died
from | bhmt “force triuma while tinder the care of his father,
Baby ‘A% mother mchcated ‘that this qu the fest-time she
had left the baby wﬂh the father smcc the tlme of the DC}
' ’mvesngancm ; . AR

raised about a pregnant pareat’s capactty, judgment, mental health, or substance abuse, including when
there are wo otber children in the homre. Currendy there are legal complexities to the issue of substantiating
neglect of an unboim child and DCF may not even accept a hotline report on a pregnant parent when

there are no other chidren in the home. IHowever, we must also review other cogagement
opportudes o connect families with community-supports and family strengthening services.

“Baby V baby-was born to 4 mother who nsed drugs throughout het’ pxtgﬂanq Mother bad 7 prior reports 1o DDCF. At
the tume of the’ most reu:nt feport-due to. Mothers dverdose on cocine—mother was 7 months pregnant with Baby V.
At the time; DCT ‘reachid 4 voluntary agreement with the f.a_ml}y to bave the mother's fwo QihLI children live with their
blolocqcal fath&z No ﬂeg]ect pet_mon wz.s ﬁlﬁd Sl e T ' o

:DLT affered: the motl:u:r nuerous fwer\flce:, she d(:r!in{d and DCF doied, fh.e”caqé At ﬁe tine, mother was 34 weeks
"pregnaﬂt One momﬂ: Iarer xncrher defrvered Bab} V', who died houﬂ Tater. The I\f[eucal memer dﬁtﬂmmed Lhe bab\
died from natural causes.: . . S

# This docs not mean that this unbora child is the child wha later died.
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The child welfare agency uses 2 number of standardized tools and instruments to assess a famuly’s
needs, and identify dsk and safety issues in the home. The use of such validated, research-based 1ools
can assist with quality assessment and decision-making in child welfare cases. The literature also
reminds that while the tools are useful, they must be used with ngorous fidelity to the established
protocols and must also be combined with highly skilled social work, critical thinking, and quality
supervision.®

Case Planning/Decision Making
Many of the families” records indicated that a IDCF area specialist {ARG) consulted at some point In
the investigation or case planning process. ARG specialists exist in several disciplmes at DCE:
substance abuse, fmentzl health, nursmg,

education, and domestic violence. A case | ey diswe in some of these caser iy that the intensity of
worker  mmay gpproach a substauce—ab}lse the interventions, Jocused on treaiment and safsty, are not
ARG spedalbist o answer a specific ahuayr consirtent with the degres of risk in fhe fome. 11 is
question: e.g., “this mother used mmatjuane | yperar o he qualily of wmprovements in parental
duning pregnancy, is she now eligible for capacly, judgment, and decision-making are assessed.

Family Based Recovery program?” An
ARG nurse 15 often used where an infant is
born and records tndicate the infant was drug-exposed dunng pregnancy.

ARGs may possess a level of subject-matter expertise beyond or distinet from that of the social
worker or even supervisor. Records reflected great vanability regarding when and what type of
consultation was sought by the social work team. Though many of the familics were assessed to have
mental health, substance abuse, or family violence issues m the home, records do not reflect
systematic use of related ARG specialists. -
Ounly 1 of the 5 homiade case records The importance of a bighly skifled workjorce for
documented use of an ARG specialist during prenenting maltreatment fatakities cannot be overstated.

the duration of the case. This issue of
expertise is crucially important as not all front line staff have social work degrees. Chuld welfare
decision—making requircs a high level of knowledge regarding assessinent, engagement, and case
planning—a Jevel of expertise not currenty possessed by all front line workers. DCE has indicated
that it is currently working to ensure more front Ine staff and new hires are appropriately

credentialed.

Service Delivery

In home services were not consistently recommended or provided. In the cascs outlined above,
approxumately 1 /3 of families’ records use of an in-home provider. Two addidonal case records
documented peading or considered referrals for an in-home service. In home services ranged from
Family Based Recovery,” Nurtuwdng Families 7 Intensive Family Preservation,® "I'riple % and in

25 NATIONAL ASSN. OF SOCTAL WORKERS & ASSN. OF SOCTAL WORK BOARDS, BEST PRACTICES IN STANDARDS OF SOCTAL
WoRK SUPERVISION: 1a5K FORCE 0N SUPLRVISION STANDARDS 6, 41 9-19 (2012), available

ai http:/ forerorsocabworkers.org/ practice /naswstandards / sodalworksupervision /SUPERVISION %208 TAND AR S 2942
0Public%20Comment 20D raft% 20 August%201 6.pdf; see generally Pamela Trevithick, Sedal Work Skilk: A Pracie Handbook
(2000); availabie at hitp:/ forerar megraw-hill. co.uk/ openup / chapters/ 0335206999 pdf (discussing the muldtude of shills,
such as communication, lstening, assessment, and cxtical thinking that social workess must have and perfec).

#% A parent-child intervention program for 2 caregiver who is a recent substance abuser.

27 Parents as Teachers Model works with parents to improve knowledge, judgment, dedision-making, child’s developmental
trajectory, and reduce the incidence of abuse or neglect.

2 Tntensive Famiy Preservation Services are family-focused, comrmunity-based cnisis interventon services destgned to
maintain childeen safely in their homes and prevent the unnecessary separation of famikes. Typically caseloads are small
and work 1s shorter term and intenstve.
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one case, Child Frest. 0 DT, along with DSS, DPH and the Office of Barly Childhood, has played an
mnportant role in supporting development and access to new home-visiting programs for families.
Next steps will be 1o expand access to home-visitmg with intensive therapeutic components for
patents with mental health challenges and/or substance abuse issues.

Records reveal that horpe visiting supports were not routinely offered for young or teenage parents.
The most common referrals for parents were generated as a result of substance abuse or mental
health challenges 2nd were for out-patient treatment.

Child welfare records did not untformly document the nature of communication between the agency
and local providers or whether all providers and IDCF had a common vnderstanding of the needs of
the famuly, the goals of the intervention, and how the measure of progress and rehabilitation would
be appreciated within the family. Records often documented compliance with attendance or the
results of drug screens, but how this mfonmation was incorporated 1nto decision-making and case
planning was variable.

Repearedly, records did not seen to reflect cognizance of the fevel of gisk for an infanrs in
a home with a substance-abusing caregiver.

Given the level of risk in many of these homes, the treatment and visits must be designed to observe
and do mtensive work with the fanuly by aither the provider or DCE most days of the week. Families
with repeat involverent with DCH often require intensive, trauma-informed therapentic mtervention
as well as support for children in a developmentally approptiate manner. Parents have often
experienced significant trauma, and the most approprate interventons for these parents and their
children wili often be two-generational with a focus on both treatment and the parent-child
refationship. We do not currentdy have the capacity to provide these services at the necessary scale.

The efficacy of traditional out-patient treatment must be evaluated as to whether and when it is a2
good it for families with significant nsk profiles and very young cluldren 10 the home. Out-patient
providers may not have opportunity to engage with the family in the home or to provide meatment in
the normal environment. For many families, substance abuse treatment alone is unlikely to address
the range of co-occurring issnes and needs in the home the impact the safety and wellbeing of
chiidren.

The wotk of child protection and prevention requires a coordinated, teamed approach as opposed to
a systemn of referrals or bifurcated care. Each family needs a comprehensive assessment of dsks and
strengths and a wteatment plan that has 2 care coordination component addressing support,
treatment, and collaboradon. Treatment plans can mclude both traditional and non-traditional
services, with a focus on ourtcomes, rather than just compliance wath appomtments. Duration of
services must be equivalent 1o the need and the tme it will take for families to benefit and transition,
test for sustamnable tmprovement, and address children’s safety. Darution of services must ke tied o
eateomes. Progress for a famuly must be measured, o part, by improvement n parental capadity,
fudgment, and documented competendes over ame.

2 The Trple P — Positive Parenting Program is a parenting and family support systern designed to prevent — as well as weat
— behavioral and emotonal problems in children and teenagers. Trple P In o Nuichell, TRIFLE P,

bttp:/ fwarw edplep.net/ glo-en/ find-out-about-tdple-p/ tiple-p-in-a-outshell / (st visited July 7, 2014).

¥ An intensive parent-child dinical intervention designed to improve parental capacity, children’s developmental
trajectostes, and reduce incidences of abuse or neglect.
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Collectively these cases speak to the ciitical need for highly skilled sodal work, effective trauma
informed interventions for families, and rigorous guality assurance to suppott family preservation
work.

How often are Cases Reviewed?

Most of the records indicate that social work case practice is reviewed regulatly by the soctal work
supesvisor. Records do not mdicate that supervisors routinely go into the feld and meet with farnulics
or observe social work practice cutside of the office.

Supervisors are often limited to information that i provided by the case worker. Typically, when an
outside provider is being consulted, it is the case worker who makes the calls and then reports
information to the social work supervisor.

Best practices in child welfare s an evolving standard, and we now know thal “teaming”, frequent

reviews and active supervision are key clements for
improving outcomes for children and famibies® DCY 1o | Eugring  guality  soval  work  and
CT is moving towards a teaming model for many aspects | pufecting childres in the home will require
of its work. This work, however, takes more tune than | iasebads that reflect the reality of the work
referring a family for services and monitoring comphiance. | pe mre asking sodal work feams fo
This is particularly true when children remain in the home aceomplish.

with parents wosking to make progress with substance
abuse or mental health treatment.

Quality Assurance

From a quality assurance standpoint, the cases present with varying strengths and concerns. Some of
the cases reflect frequent visitarion and use of cvidence-based interventions. Other cases highbipht
significant quality assurance and case practice weaknesses, left uncorrected by supervision and
management. The most recent Juan F. Federal Court Monitor’s report highlighted concerns that
DCF remains dramatically undesstaffed and over 200 social workers have caseloads at 100-150% of
the existing caseload standards.?> Moreover, few of the children who died i 2013 were the subject of
court petitions (and the corresponding legal representation and judicial oversight) at the time of their
deaths. At the core, the cases raise concerns regarding the quality of decision-inaking and case
planning. We must proritize an evaluation of our capacity to ensurc that these elements are high
skilled and comprehensive.

31 $pe (CALF. DEPT. OF SOCLAL SERVICES BT AL, PATIHWAYS TO MENTAL HEALTH SERVICES: CORE PRACTICE MODEL GUIDR
12-16 (2013), availebie ot htp:/ ferarwr childsworld.ca gov /res/ pdf/ CorePracuceModelGuide.pdf (“teamning” is 2 necessary
tool for child mental health and child welfare systerns); ©).5. DEPT. OF HEALTH & HUMAN SERVICES, FAMILY INVOLVEMENT
T THE IMPROVING CRILD WELFARE QUTCOMES THROUGH SY8. OF CARE BNITIATIVE (2010), availabls af

hrps:/ fwrww.childwelfare gov/management /reform/ soc/ commupicate/initiative fevalreports /reports/Familylnvolvement
_Reportpdf (recommending the need for “teaming” and active supervision for families and children in the child welfare
systern); CEILDEEN'S DEFENSE FUND BT AL, PROMOTING CHaL WELFARE WORKFORCE IMPROVEMENTS THROUGH FED.
POLICY CHANGES 3-5 (2006), availabl: af http:/ [wrerw.childrensdghts.org/wp-

content/uploads/ 2008 / 06/ components_of_effectiv e_child_welfare workforce august_2006.0df (quality supervision is
aecessary for successful child welfare outcomes); MINN. DEPT. OF HUMAN SERVICES & CNTY. SOCIAL SERV. AGENCIES, P1P
TYPS: ITEM 20 WOoRKER VISITS WITH PARENTS 3 (2004), anadlabie of
hﬁ‘pi/’/\w"\ﬂ,dhiswteA['ful.us/ﬂlajjl/]'de}g?]dCSeﬂ"—jCE:GET__FILE/&RET‘"ISiOﬂSElCCﬁ(‘)DI\-’[ﬂtbOd:Lﬁ?EtSTREIE‘.aSEd&REﬂdﬁiOn
=Primarydallowlntermpt=1&noSaveAs=18&dDocName=dhs_id 03840 (*regular supervisory case reviews that target
freqnency 2nd quality of social worker visits with parents” must be conducted).

2 D COURT MONITOR'S OFFICE, JUA4N F. 17, MALLOY EXIT PLAN: QUARTERLY REPORT, CIVIL ACTION NO. 2:89 CV 859
(SRU) 5 (Jan. 2014-Mar. 2014), available ot

htp:/ fwrww ct.gov/ def/lb/ def/ positve_outcomes,/pdf/2nd_gtr_seport 2013 _final (7). pdf.
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PEDIATRIC RECORDS REVIEW: CHILD WELFARE INVOLVED
CHILDREN

Records Review: Findings

Pediatric records were reviewed of 13 (of the 24) DCE involved children that died of preventable
canses. Out of all documentation reviewed (handwritten notes, template forms, and electronic
medical records), electronic medical records were found to be most mformative in guiding more
r_mnprchcnswe age-appropriate evaluation of nsks Only one record utihized EPSDT and AAP forms
for pritnary care encounters. Records mdicated that all children reviewed received primary care with
2 indicating “no show” at an appointment. The majority of contacts regarding care were with the
mother of the child. There was also great variability on documentation i pediarrdc case records.

Compardson of pediattic and child welfare records demonstrate that pediatric records rarely record
muitiple parcntal risk factors——such as, age, substance use, mental health concerns, multple fathers
of children, parcoting demands of having several young children, patenting children with special
needs, unemployment, domestic violence, and inadequate social network. Numerous records indicate
lack of ot absence of decumentation regarding mental health 1ssues-—only 1 record was found to
have reported “post-parmum depression” despite the presence of mental health issues in 54% of
mothers with child fatalifies. Furthermore, records indicate no follow-up or referral regarding sesual
abuse history in the household, teen parent support, maternal polysubstance abuse, maternal mental
health 1ssues, muldple missed pediatric specialty appointments, and pediatric ernergency room visits.
No decumentation indicated counseling provisions for infant “fussiness” (IN=3), reflux concern
(N=2), special nceds siblings (N=2), or parents. Only 1 record indicated provision of educational
material to parent.

Social support networks have been shown to promote bealth and well-being outcomes. However,
pediatric records do not reflect that social support network, home, or community-based parenting
supports is cxplored. Rather, most records document home-hased child care and do not show
whether a pediatrician has access 1o social workers or nurses to assist with assessment, counseling,
referral, and care coordmation. Records demonstrate strained communication between pediatricians
and DCE. One record indicated that while concern is raised by both DCIF and pediatacian regarding
missed pediatrician appointments, the follow-up is frail. Many times the provider is unaware of DCF
involverent—only 3 records demonsiratng overt awareness of DCEF involvermnent, with only the
aforementioned case documenting cominumication. There is, thus, litde guidance or exploragon of
issues with the parents o the case plan.

Interviews with Pediagricians

OCA spoke with several pediatricians over the course of this review. Veedback was universal in that
communication between pediatdces and DCF is suboptimal. Pediatncians seported recetving little or
no information from DCF regarding child welfare concerns or service referrals that were imtiated for
a family. Pediatricians acknowledged the lack of a systematic approach to communication between
providers working with at-risk or high risk families. They are often unaware of what programs exist
and how to access themn, Pediarricians also strongly recommended 2 “physician’s kne™ at the DCF
hotline/care line. Pediatricians indicated that it is difficult to call the hothae and wait times are too
long.

In addition, pediatricians voiced significant concern with the current Medicaid health supervision
structiure and reimbursement schedude which they report allows for about 15 minutes for a pediatric
well child encounter. Providers reported they are frequemtly challenged in having to address
childhood illness issucs during health supervision visits, further limiting their ability to assess for
other issues and provide age-appropriate safety and wellness anticipatory guidance. An addiional
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reported barrier to consistent risk 2ssessment screening was not having knowledge or access to an
appropriate resource for the child or family when issues are identified.

Pediatrics Role in Child Maliveatiment Prevention
The American Academy of Pediatrics (AAP) Position on the Pediatrician’s tole in Child
Maltrestment Prevention provides the following:

“It is the pediatrician’s role to promote the child’s well-being and fo
help parents raise healthy, well-adjusted children. ™3

Pediatric practice has a significant focus on prevention, is concerned with the child and family, and
providers typically have multiple encounters with families of young children over the furst few years.
Further, and most important for families with complex risks, taking 2 child to the pedmtrician is
aniversally accepted and without social stigma. Pediatric providers must have access to screening
tools for children and famiies to help identify stressots and tisks and assist with approprate referrals.
Pediatric primary care providers must be familiar with home and communiry resources and have
timely access to needed resources. Research indicates that opportunities are often mussed m the
context of providing “health supervision.”?

AADP has developed Bright Futures (BF) as the recommended standard of care for pediatric health
supervision. Bright Fatares is 2 national health care promotion and disease prevention inidatve that
uses 2 developrnental based approach to address children’s health needs in the context of family and
comimunity.?> Bright Future priodtizes topics for discussion at each health supervision visit. Some
states have adopted BIF 2s the state’s standard and others use the guidelines for training, age specific
initiatives, and home visitatnon. ¥

SECTION 111

Recommendations for Prevention of Child Fatalities Birth to Three

Unsafe Sleep Death Prevention

AAT/CDC Recommendations Regarding Safe Sleep®

= Always place babies on their backs to sleep, even for naps.

2 Avoid stomach or side-slecping for babies.

#  Place baby on a firm sleep sutface, such as a safety-approved cob mattress covered with a
fitted sheet.

a Do not use pillows, blankets, or other soft surfaces.

a  Cpbs shouid be free of soft objects, toys or loose bedding.

v Do not use sleep positioners, even those marketed to avoid STDS.

v Avoid leting baby overhcat during sleep.

33 .. Flaberty, ]. Stirhog |r., & Aw. Acad. of Pediatdes: Comum. on Child Abuse and Neglect, Chinical Report: The
Pediairicdans Rode i Child Malireatment Prevention, 126 PEDIATRICS 833, 83341 (2010),

M Steve Kairys & Tammy Piazza Hudey, Conference Presenwmtion, Geming Pediatric Practices 7o Prevens Child Abse and Negheer,
QUINN ¢ .AAP (2011), apailebis at wrerwZaap-org/sections/ .../ Phasellppt.

% Am. Acad of Pediatrcs, Cperien, BRIGHT FUTURES, http:/ /bdghtfutures.aap.org/abouthtml (ast visited July 11, 2014).
36 Am. Acad of Pediatdcs, State Programs, BRIGHT FUTURES, http:/ /brightfutures aap.org/integrate_state_program. bibn
(ast visited July 7, 2014).

3 New Infant Slegp Recommendations, CENTERS FOR DISEASE CONTROL AND PREVEXNTION (Oct. 18, 2011),

hitp:/ /www.ode gov /sids/ parents-caregivers.him.
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®  Tncrease cducation for parents on all risk factors related to the mfant’s sleep enviconment
(including co-sleeping) and tobacco exposure. Case phanning should include discussion and
strategies regarding the commen issues that may lead to co-sleeping such as concern
regarding baby’s sleep, parent’s fack of sleep and exhaustion, infant fussiness, efc.

Strengthen Child Death Investigations
s Consider contemporaneous drug screens of care providers present when a child dies m a

suspected Accident, Homicide, or in an Undetermined manner.

= Notify and dispatch police with emergency medical responders in cases mvolving children
under the age of 1 year o facilitate securng the scene for the mital investigation when a
child dies in a suspected Accident, Iomicde, or in an Undetermined manner.

v Ensure death scene investigation across responding agencies is uniform and consistent with
best practices.

#  Uglize the Centers for Disease Control and Prevention (CDC) Sudden Unexplained Infant
Death Investigation Protocol for all mfant deaths.

Recommendations Regarding Seivice Delivery for Children and Parents
®  According to 2 2013 CT Voices for Children Publication, there are ronghly 12,000 children
hotn into poot families each year with one or more risk factors for abuse or neglect or poor
child development®® About 5,000 of the children are borm to first tume parents® and roughly

2,200 are horn to teens. 0 Abour 12% of the mothers recerved late or no prenatal care 41
v Tivaluzte need and bring approptiately to scale home-based programs, ncluding, but not
limited to, Nurturing Families Networlk 2 Trple P Positive Parenting Program Circle of
Security,# Parents as Teachers,® Nurse-Family Partnership,®® Home Based Bady Ilead

38 CONNECTICUT VOICE FOR CHILOREN, BIRTIS TO MOTHERS WiTH HUISKY PROGRAM AND MEDICATD COVERAGE: 20101,
thl. 4, thl. 5 (2013}

¥ 1d. at tbl. 4.

074 ar 1, bl 4, b 5.

ard

42 Nurturing Families Network outcome data is based on comparative data from 3 studies of abuse and neglect rate for
famikies identified at high risk using the Kempe Family Stress Checklist. The incidence of ¢hild abuse and neglect in the
high-iisk farnilies identified by the Kempe paricipating in the Nurturing Farnilies Network is 1.6% in 2006, TIMOTHY
BLACK ET AL, CTR. FOR S0C. RESOURCE: Urery, OF FIARTFORD, NURTURING FAMILIES NETWORK 2007 ANNMUAL OUTCOME
EVALUATION REPORT 55-59 (2007}, A twa year study of prenatal mothers categorized inro low and high-risl groups based
on Kempe found that 22% of the high-risk mothers had abused or neglected their children versus 6% of the low-risk
parents. Catherine Stevens-Simon, MD, & Joan Bawsett, A Comparison of the Pspehalogical Resources of Adokscents at Low and Figh
Rirk of Mistreating Thetr Chaldren, 15 . OF PEDIATRIC HEALTH CARE 299, (2001).  Another two year study comparing medical
charts oo years after the children’s birth to families defined at-risk on the Kempe and those defined as no risk found that
25% of the children in the al-nisk group had been victims of abuse, neglect, or fallure to thave. The rate was 2% for the
no-risk group.  Solbrtt Murphy et al, Prenatal Prediction of Child Absse and Neglest: A Progpective Singy, 9 CHILD ABUSE &
NEGLECT 225, 225-27 (1985).

45 A populadon-based toal of the Triple P system in the United States by Prinz, Sanders, Shapiro, Whitaker, & Lutzker
demonstrated reductions in substantiated cases of child maltreatment, out of home placements, child hospitalizations, and
emergency department visits due to <hild malireatment- related injudes.  Trple P is 2 public health tidatve that can reach
a large mumber of caregivers; utilizes a tered approach fzom educadonal informaton and fips to clinical support for
parents, Ronald J. Prnz et al, Population-Based Prevention of Child Maltreatment: The ULS. Triple P Sysiem Population Trual, 10
PREVENTION SCIENCE 1 (2009).

# The Circle of Security is a relationship based early interventon program designed to enhance attuchment secedty
between parents and children. .4bsz Us, CIRCLE OF SECURITY INTERMATHONAL, hetp:/ /circleofsecuritynet/ {Jast visited
July 14, 20143

43 Parents for Teachers is a relationslip based eatly intervention program that is designed to support and work wath parents
to support the healthy development of their children. What e Do, DARENTS AS TRACHERS,

hitp:/ fwwrw.parentsasteachers. org/about/what-we-do (last visited July 22, 2014).
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Start,'7 and dyadic clinical Interventions such as, but oot lmited to, services provided by
Child First,#4 Intensive Family Preservation,™ and Famuly Based Recovery*t which are all
evidence-based or promising practices {in different ways) to support families, improve
developmental outcemes, and tmprove parental functhonmg,

& Ensure that quality and intensity of m-home scrvice matches the need. Not all home visiting
programs atc evidence-based for the same populations. Some families need educational
support, some need csis stabilization, and others need mrensive, clinical, tfrauma-informed
interventions, substance-abuse treatment, or treatment for maternal depression Services
must match families” needs.

W Finsure that all maltreated infants and toddlers that come to the attenton of DCE have
access to parent-child treatment supports,

Note: Home-visiting or home-based tmeatment programs begin at about $11 per day, significandy
less than the cost of future treatment and state child wellare intervention.®

= Tnsure that pediatric offices are connected to early childhood /eatly mtervention systems of
care,

2  ’T'he Casey Family Programs recommends the mtegration and coordmation of services with
“federally-funded hosne visiting programs o states.” These “targefed and universal home-
visiting initiatives in states provide an opportunity to maximuze prevention efforts, share
resources, and coordinate the service array that families receive. Making these hokages
explicit and developing enhancements to the home-visiimg model to most effectively serve
the child welfare population could have a large mopact on families being served through
these separate funding streams.”?

4 The Nurse-Family Partnership is an evidence-based model that provides in home nursing support 1o low-income, first-
time parents. ‘The public health nurse visits the home and establishes a relationship with the mother from the start of the
pregnancy uatl the baby tums two., What e Do, NURSE-FAMIY PARTINERSITIP,

hitp:/ farww.nursefamilyparnership.org/about/what-we-do {Jast visited July 22, 2014).

47 “Harly [ead Start is a comprehensive, two-ganeration federal inttiative aimed at enhancng the development of infants
and toddiers while sirengthening families.” Background Information on Early Mead Start Home-Based Model, US. Dep’t
of Health & Tfuman Services, Administration for Children and Families, htip:/ feclke.ohzacf.hhs.gov/hsle/ tta-

system/ ehsnre/ Fardy%20H ead%205tart/ program-optoens/home-based /ProgramModelOve hitm (Jast visited July 22,
2014). “In addition to bome-based, the range of EHS program options indudes center-based, Family Child Care,
combination of center- and home-based, and locally designed options.” Id

4 Child FIRST, a cindcal pasent-chid program used by DCF works with very at-nisk caregivers. Reports show that almost
all of parents served bave experienced trauma in their ives and over 80 percent of children were reposted to have
expenenced at least one traurnatic event. DT, Lowell et al., o4 Randomizged Controlled Trial of Child Firet A Comprebenrive,
Tiome-Bared Intervention Translating Rescarch inte Bardy Cl'?t./ﬂ?ood Practige, 82 CHILD DEVELOPMENT 193, 196-99 (2011) {on file
with author). Almost 50% of children served were identified with developmental issues. Jd Fvaluation data shows that a
significant percentage of children and families showed clinically significant improvement in multiple domains, ncludimg
developmental gains, decreases in maternal depression and pareating stress, and improvement 1n the parent-child
relationship. Jd at 20004

# Child First only covers 52% of the towns in CT. Each affiliate agency has long waiting Lists, in spite of traging to lower
levels of service whenever possible. Increased capacity is desperately needed for every program.

50 JEP jncorporates evidence-based stoategies to affect family change (casis intervention, moetivational interviewing, parent
education, skill building, and cognitive behavioral therapy). Infensive Family Preservation Service and Intensive Family Ronnification
Servizes, INSTITUTE FOR Faniiy DEVELOPMENT {2013}, hitp:/ /www institntefamily.org/programs_TFPS.asp.

31 FBR works with pareots of young children where pa_rcnts have very recent substance abuse. Yak Univeriity: Family-Based
Resopery, SUBSTANCE ABUSE AND MENTAL HE: i £35S ADMINISTRATION, bttp:// captus.samhsa.gov/ grantes/ capt-
‘_h_m/atn/\ ale-university-family-hesed-recovery (last visited June 27, 2014).

32 An $11 pes day figure Is the esdmate for the cost of Nurturing Families Network home visiting program. Cost per day
figures increase based on clinjcal nature of a service, frequency, and duraton of program.

5 CASEY FAMILY PROGRAMS, MAKING THE CASE FOR HARLY CHILDHOOD INTERVENTION IN CHILD WELFARE 11 (2013),
avatlable at http:/ Jorerw casey.org/ Resousces/Publications/pdf/EardyChildhoodlntervention . pdf.
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Esamine funding streatns, both state and fedewal, 1o determine where clinical and

preventative parent-child supports fit into the state’s Medicaid, prrvate mswance, and

emnpioyer-sponsored healtheare plans.

@ Hnsure capacity to provide effective substance abuse and domestic viclence services for
families with very young children, requiring collection, and reporting of outcome data ¢

®  Support and facilitate strong pattnership between the Office of Harly Childhood, DCE, and

other state-agency partners wotking with the birth to three population to ensure there 15 a

“web of concrete services for infants, toddlers, and families.”?

Recommendations to Tmprove Pediatric Support and Inter-Agency Communication for
Children and Families

= Hyplore restructuing of health supervision schedule for the birth to three population—
mereasing frequency of contact.

Adjust reimbursement to increase allowable time and increase frequency of contact for
health supervision/antcipatory guidance for children birth to three.

Examine technological tools and protocols to promote improved communication with child
welfare agency.

Highlighting bmplications of CT State Innovadon Model (SIM) for Children’s Well-Being
Care

As the CT SIM rightly focuses on improving health care delivery and outcornes through better
ptevention ot management of chyonic disease or costly health 1ssues, it 1s imperative that we consider
atid fully optimize the SIM framework to wnprove children’s health outcomes, beginming with pre-
natal development and infancy.

= Fxamine how increased access to tauma-informed, dyadic treatment and prevention
programs for parents with young children fits mto the Statewide Innovation Model for
advanced primary care.

®  Given the implications of Adverse Childhood Bxperiences data for health and well-being >
our infrastructure development should ndude focus on increased access to a therzpeutic
contimmum of pre-natal and home wvisiting services. By considering these programs as
Community Health Providers within the SIM framework, an opportunity may be created to
further develop and bring to scale critical and cost-efficient early intervention partners.

8 Home visiting can alse wotk to ensure developmental screening of young children, a cost
efficient and effective mechaniem for identifying children in need of additional support
services. National data confirms that many children ebgible for carly intervention services do
not recerve them 38

Primary Care Transformation and Pediatsic Well-Being Care
s Tediatric care providers must have the resources to facilitate screening so that every child i

54 (7" currently has multiple Evidence Based Programs thar focus on trauma recovery. Cogmitive Behavioral Therapy and
Dhalectical Bebavioral Therapy can also assist indivichuals struggling with a history of family violence, DCE currenily has an
evidence-based intervention that 1t is partnenny with CCADV.

% ZERQ TO THEEE 5T al., A CATL TO ACTION ON BEHALF OF MALTREATED INFANTS aND TODDLERS 20 (2011}, avariatie ai
http:/ S zerntothres.org/ public-policy/ federal-policy / childwel fareweb. pdf.

56 See generally ] P. Shonkoff et al, The Lifelng Effects of Early Childbood Adversity and Toocie Stress, 129 PEDIATRICS 232 (2012)
(discussing the correlation between child fatalities and adverse childhood experiences).

57 See THE PEw CENTER ON THE STATES, MEDICAID FINANCING OF EARLY CHILDHOOD HOME VISITING PROGRARS:
Orri10zE, OPPORTUNITIES, AND CHALLENGES (2012) {descdbing how to fund home wmisiting services under state EPSIDT or
preventative service plans; or through braidiog Medicatd and MIECIHIV and other grant funding).

3 S A, Rosenberg et al, Prepalence of Developmental Delays and Partidpation in Early Interveniion Services for Young Children, 121
PEDIATRICS 1503, 1503-09 (2008).
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appropriately matched to specialty providers and comnunity health improvement programs.
& Screening should address (but not be limited to) infant meatal health, eatly childhood
development, and caregiver depression.
®  Pediatric offices rust have access fo affordable/reimbursable care coordinatdon not just for
children with sipnificant, complex, or chronic disease but for families and children as needed
to support a holistic and multdisciplinary approach to children’s health and well-being.

Transparency of Quality Assurance and Child Patality Reviews

u  Jlold an annual public hearing on child fatalities, including a focused discussion on mnfant-
toddler deaths, to highlight prevention as a critical public health priority.

v Collect and repost data regarding child fatalities causes, addressing both “maltreatment” and
farmalial risk factors that increase risk for child mortality.>

% PEnsure Child Facality Review Panel has resources and staffing to provide multidisciplinary
recommendations regarding child death prevention, i accordance with best practices and
national recommendations.®

= Sppport and strengthen IDCF’s internal capacity to review child faralitics and develop
operational prodtics emerging therefrom. DCF mtemal findings may be shared with the
Child Fatality Review Panel.

Fatherhood/Father-Figure Engagement

®  Target home and community-based interventions for fathers and male partners to merease

parental capacity, judgment, and knowledge of child development.

= Hngage males with cducation regarding shaken baby syndrome and fatal child abuse
syndrome. :

®  Support males aronnd mfant crying and sleep patterns, providing information, coping, and
soothing strafcgies.

" Pnsure child welfare agencies, contracted providers, and other community providers
continue to expand engagement efforts with fathers and muale partners, conducting
comprehensive assessments and rargeting interventions (o increase caregiver capacity.

CHILD WEILTARE: Workforce Development

= Hnsure that supervisors and managers evaluate case workers in the Geld

w  Support and strengthen DCE efforts to ensure that supervisors have training in clinical
supervision, so that they can expertly assist front line social workers mn identifying and
interpreting information about familics and children that implicate risk and safety.

#  Ensure DCF has an adequate number of Area Regional specialists to ensure approprate
expertise s brought to bear for famnilies in the areas of domestic violence, behavioral health,
substance abuse, and carly childhood development.®

59 $oe generally Umily Patnam-Hornstein et al., Racal and Etbnic Disparites: A Popularion-Based Fxamination of Résk Factors for
Trwolvement with Child Protective Services, 37 CHILD ABUSE & NEGLECT 33 (2013) {arguing that data collection must address
“roaltreatment as a factor); ¥P Rivara & B. Johnston, Efearve Primary Prevention Programs in Public Health and their Appleabuly
to the Prevention of Child Malireatmenz, 92 CHILD WELFARE 119 (2013} (discussing the need for collection and reporting of child
fatality data that inchudes “maltreatment” and fammily risk factors); Paticta G. Schaimzer ct al., Advand'ng Public Heaith
Surveiflance to Hstimate Child Maltreatment Fatalitier: Review and Recommendations, 92 CHILD WELFARE. 77 {2013) (descabing the
need for improved data collection and reporting for child fatality causes).

60 Sor Schnitser et al,, supra note 39, at 94 (recommending that the role of child fatality review hoards be strengthened and
increased 1o serve in reviewing and reporting deaths and state cross-disciplinary training and technical assistance be
provided); THE NaTIONAL CENTER FOR CHILD DEATH REVIEW ET AL, A PROGRAM MANUAL FOR CHITD DEATH REVIEW
16, 53 (2005), available ar http:/ forerer.childdeathreview. org/ finalversionprotocolmanual.pdf (factors thar contabute to
suceessful child fatality review boards indude appropriate funding, training, and membesship).
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Implement casdload standards that cortespond to complesity and intensity of birth to three

child protection work.

s Hxamine the professional requirements for child welfare staff working with families and
children,

0 The Child Welfare League of America in a recent comprehensive child fatality
repori comissioned In Massachusetts by Governor Deval Patrick strongly
recommended that DCEH case workers be licensed social wotkers at the time of hire
or within 6 months of hire.5

o The CWIA recommended that supetvisors, managers, and dmectors all have
clinical, professional licenses in social work and related fields.

o The National Association of Social Workers practice standards provide that child
welfate caseworkets “shall hold a BSW or MSW degree” from an approptiate
educational institiztion 5

" Require traning for all levels of agency staff, foster parents, cowt personnel, and biological
parcnts about the developmental needs of infants and toddlers and the impact of trawma or
maltreatinent on mfants and toddiers.6

¥ Maximize federal [funding for child welfare training to offset costs for professional

development.®

CHILD WEIFARE: Heightened Practice and Quality Assurance Protocols for Childeen

= Increase investment in services for young chidien and early mtervention programs and

increase engagement and referrals for families, “wen when no smmediate, actionable safety treats ars

present,” but where there may be repeat referrals 1o child welfare. %

Support and ensure quality implementation of DCEs recently 1ssued practice guide regarding

“safe sleep” practices for infants.

% Ensure child protection policies adequately appreciate the mortality risk for infants in homes
with substance abusing parents.

®  Insure safe sleeping and other safe parenting strategies are reinforced through frequent
monitoting, support from home visitors, and other home-based clinical or medical
providers.

#  Inteprate sleeping concerns into safety-assessment.

Consider heightered protocols segarding investipation of abuse/neglect cases where there

are nfants and toddlers in the home. For example, families that have cxperenced multiple

CPS investigations or where there are young parents may be flagged for heghtened review

61 Casey Family Services nates that while expertise may develop aver time, systems should also “consider the use of eadly
childhood . . . spedalists” 1o xid in case plansing.  CASEY FAMILY PROGRAMS, sypva note 53, at 12,

82 1d ut 46.

3714

6 NATT ASSM OF SOCIAL WORKERS, STANDARDS FOR SOCIAL WORK PRACTICE IN CHILD WELFARE 13 (2013), arailable af
http:/ /werw naswdc.org/ practice / standards/ childwelfarestandards 201 2. pdf

65 CHILD TRENDS & ZFRO To THaEE, CHANGING THE COURSE-OF INFANTS 4D TODDLERS: A SURVEY OF STATE CHILD
WELFARE POLICIES AND INITIATIVES 26 (2013); ZERO TO THIREE ET AL., fupra note 55, at 10 (recommendig the
“recruitment of frontdine workers and supervisory staff with training in child development”).

66 Fagt Sheet, Title ITV-E Child Welfare Training Prograw, NATL ASS™N OF SOQCLAL WORKERS (2004),

http:/ forarw.naswde.org/advocacy /updates/2003 /081 204a.25p.

7 Younger children “account for the majonty of children who die or are seriously injured due to maltreatment ™ CHILD
Wil FARE LEAGUE OF AMERICA, szpra note 1, at 31 {ciations omitted). Studies also show that “hoys are slightly moze bkely
than gids to die from maltreatmentrelated incidents.” 14 (citations omarted).

88 Tennifer Sheldon-Sherman et al., Faceny and Nature of Child Malireatmeni-Related Fataliner: Implications for Policy and Pragtice, 20

VA Soc. PoL’y & 1. 41, 51 (2013
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= Reform and widespread implementation of a DCF “High Risk Newbowm™ Policy should be
considered, with duration of the pclicy extending at least the first six ronths of baby’s life. ™

% FEnsure expedited schedule for case reviews, visits, and court heanngs for mfants and
toddlers.”

W  Support and expand opportunities for collaborative decision-making/child  welfare
“teamning” for children age birth to three that mchudes prowvaders and pediatricians.

= Consider DCF legal consultin all high risk newborn/infant cases.

= Develop a policy for incorporating the pediatric provider intc the family/child’s case
planning process.

¢ (Consider policy requirerent for a case plaoning conference that includes service providers
pricr to termination of DCF supervision.

= Fnsute child protection workers recognize the inportance of a fatnily’s DCE history dunng
the tisk assessment and case planning process.

CHILD WEILFARE AND COMMUNITY: How Good is Our Work?
m  The state must collect and report quantitative and qualitative information about casc practice

and outcomes for children birth to three.

®  DCF Qualty Assurance processes should include individuals and stakeholders from within
and outside the agency to review case practice, case outcomes, and develop operational
prionties.” Currently, much of the in-depth, quality-assurance case reviews are conducted by
the Juan F. Federal Court Monitor's Office.

#  Quality Assurance and operational plans should be publicly reported and publicly available.

= Child Trends and Zero To Three—two nationally-focused non-profit agencies working on
child wellbeing policies—recommend, and several states provide, increased data collection
that is disaggregated within the maltreated infant and toddler population in order to follow,

track trends, and review outcomes.’?

69 Massachusetts recently implemented a new protocol requiring DCF to “screen in” at the hotline any repost tegarding a
child five years of age or younger and where there are young parents ot a parent of any age with a history of substance
abuse, domestic viokence, or mental health challenges. CILD WELSARE LEAGUE OF AMERICA, supra pote 1, at 31.

70 “Sacial Worker shall provide or acrange for intensive in-home supervision of the infant and services ro begin within threc
days of discharge from the hospital. In-home visits shall occur at least twice a week for at least four weeks. In-home
supervision and services may be provided . . . as approprate.” DCEF Policy Manual 36-5 (2014).

7 7ERO TO 'IHRER & CHILD TRENDS, CHANGING THE COURSE FOR INFANTS AND TCDDIUERS (2013}, available ot

Lt/ fwerwr.childtrends.org/wp-content /uploads/2013/09/ changing-the-course-for-infants-and-toddlers- FINAL pdf.
DCF currently supports two pilot sites in New Haven snd Milford that house a Safe Babies Court Team/Zero to Three
Project to model best praciices in case planming for mnfants and toddlers.

72 See TEITA SUDOL, QUALITY ASSURANCE SYSTEMS IN CIRID WELEARE, NATIONAL RESGURCE CENTER FOR FAMITY-
CENTERED PRACTICE AND PERMANENCY PLANNING 2 (2009), available at

http:/ fwwewhunter.cuny.edu/socwork/ arcfopp/info_services/Sudol QASystemslnfoPack 5%205%2009.pdf (quality
assurance must include internal and external stakeholders); CTR. FOR THE STUDY OF 50CIAY POLICY, IMPROVING THHE
PERFORMANCE AND OUTCOMES OF CHILD WEILFARE THROUGH STATE PROGRAM IMPROVEMENT PLANS (PIPS) 18-19
(2003}, ayailable at hitp:/ / wrorw.cssp.org/ publicatons/ child-welfare /child-welfare-misc /improving-the-perfommance-and-
outcomes-of-child-welfare-through-state-program-improvement-plans-pips.pdf (quality assurance peograms must udlize
expesiise of stekcholders io the community); see generaly NATL CHILD WELFARE RES. CTR. POR ORGANIZATIONAL
JMPROVEMENT, A FRAMEWORE FOR QUALTTY ASSURANCE IN CHILD WELFARE (2002), available =f

hitrp:/ /muskie nsm maine edu/helpkids/ vepdfs/ QA pdf (detailing the need for internal and external individual and
stakehoider involvernent in quality assurance programs).

T ZERQ TO THREE & CHILD TREND, suprz note 71, at 27; ZERO TO THREE ET AL, spra note 55, at 7 (must respond to the
needs of infanis and toddlers dhrough “progeam administeation, research, data collection, and analysis, as well as the
provision of ongoing services”).
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Support and expand existing cfforts to ensure programs and strategics for malireated infants
and toddlers are continuously evaluated so the data can be used to measure outcomes of the
programs to Increase evidence-informed and evidence-based practces ™

Bew DCFH Inidatives to Reduce Maltreatiment

DCE provided information to the OCA regarding the agency’s recent mitlatves for maltreatinent
prevention.® These efforts include “{IDCEs] enhanced supervision model .. the [DCF] Safe Sleep
campaign. . [and the mtegration of that work] with [DCF] local nurses to assure social workers are
educated on safe sleep. Integrating clinical RRGs into [IDCFs] practice and case formulaton are all
examples of how {DCE has| learned from these tragedies to mmprove practice”™® DCEH is also
addressing barriers for mdividvals and ennties who are reporting suspected abuse. One of DCF’s
new mitatives mclades providing “cducation and ongoing support to assist mandated reporters in
recognizing possible abuse and reporting suspcc'ted abuse to DCF>7

DCE 15 alse working with Yale and Connecticut Children’s Medical Center to “offer expert education
and consultation” for the secogmuon of chidd abuse’ DCHs Region 3 1s putting together a
collaborative of stakeholders to “develop a bluepnnt of best practices to Improve the recognition and
reporting of suspected physical abuse” In May 2013, DCF began to work with Casey Farly
Programs and Prevent Child Abuse America to bring together multiple parmers and “develop
messaging for a public health campaign” regarding child maltreatment prevention,” DCFs Office
for Research and BEvaluation 1s now launchmg a study to analyze fatalitics of children birth to three
over a 9 year period. DCH will review and repeat this evaluation on a yearly basis.”#0

Conclusion

Reducing preventable child fatalities will require 2 coordinated, strategic parinership hetween state
and local agencies that prioriizes children’s safety and recognizes that childien’s “wellness” is
mextncably bound o the heelth and wellbeing of their families.

Conmect:cut lost over 3 dozen mfants and toddlers due to what are laggely considered preventable
causes. The majority of children lived i families with multiple siressors or risk factors, ncluding
poverty, repeated imvolvemnent with the child welfare systemn, substance abuse, mental health
challenges, and a history of famuly viclence. The preventable natuze of these twagedies requires us to
strengthen and expand our work to ensure that all of Connecticut’s chidren may swvive and thrive
This work will requite a reimagining of our state’s model for children’s wellness, and necessatly will
require expansion of maovalive programming that supports children’s health and well-being through
work with both the parent and child.

Finally, we voust subject our work with the state’s most vulnerable children to the highest level of
scrutiny and wansparency. DCE's recent endeavor to annually review its work with zbused and
ncglected children age bixth to theee 15 4 cotical step forward In this regasd. Work to review and
prevent child faralities must be public.

OCA looks forward (o partnenng with all stakeholders for a continuing discussion regarding child
fatality prevention.

7 CASEY FAMILY PROGRAMS, sapra note 53, at 13
73 Letter from Joette Katz, supra note 19,
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APPENDIX

{fice of the Child Advocate
Connecticut Child Fatality Review Panel i
Public Health Alert
Infant and Toddler Homicides

In 2013 Connecticut experienced an unprecedented number
of infant and toddler homicades. Ten infants and toddlers
were killed by people who knew them, and most of the
alleged perpetrators were in a caregiving role, Fatal child
abuse or neglect is the physical jury or negligent weatment
of a child by a person who is responsible for the child’s well-
being, More than 2,000 children die each year from child
abuse and aeglect in the Umited States. Most deaths resuit
from fatal head trauma such as when an infant’s bead is
violently shaken, slammed aganst 2 surface, or struck by a
caregiver, or from fatal abdominal injury, when a child’s
abdomen is struck, leading to internal bleeding. Connecticut, similar to the rest of the country, sees a
higher incidence of child maltreatment fatalities in boys. Biclogical parents account for up to 65% of
perpetrzators of fatal child abuse and neglect. Men (usually mother’s boyfends or fathers} are the most
common perpetrators of fatal abuse and, therefore, need to be especially targeted i prevention efforts.
Strangers are responsible only for a small fraction of child homicides.

Child Homicide in Connecticut

Between January 1, 2001 and December 31, 2013 there
o . were 57 homicides of children from birth through
three years of age. Thurty-eight (67%) were boys and
mineteen (33%) were gitls. Over 75% of these young
children sustained f{atal child abuse associated with
head and/or abdominal trauma. Forty-six (81%) of the
children were under two years old  Connecticut
cxperienced an  unprecedented sumber of child
homicides for young children in 2013, There were no

{Chart 1) Homicides per Year

# Homicides

2001‘ 2003 2005: l2057 2005 2011 2013 - . .
Year homicides of infants and young children three years

old and under m 2012,

Tn 2013, the suspecred perpetrators in all ten infant and children homicides were known to the children.
Four were fathers, four wete mothet’s boyfuends, and two brothers were killed by their grandmother.
Two of these homicides had an open case with the Department of Chaldren and Families (DCI) at the
time of death, and three other cases had a history with IDCF. DCEF has developed several imtiatives
with Pediatric Child Abuse Spedialists that focus on multidisciplinary education, traiming, case
consultation and real time assessment and intervention.

In the Usited States, deaths due to child abuse and neglect may be wvastly underreported due to
inadequate irvestigations, lack of mformation-shanng between medical personnel {first responders and
emergency department personnel), police investigators, child protective service agencies, the medical
examiner’s office, and reporting systems that fail to capture the contribution of maltreatment as a cause
of death. The use of statewide child fatality review teams that perform cluld fatality survedlance may
address this issue as Child Fatality Review Teams (CFRTs) may be able to more accurately determine the
cause and manner of deatl.
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To examine the global issues related to child abuse deaths, 2 federal commission has been charged with
mzkmg recommendations to the President and Congress. The Commission to Bliminate € hﬂd Abuse
and Neglect Fataltties (CECANL), is a federal advisory committee established by the Protect Our Kids
Act of 2012, Public Law 112-275. According to the enabling legishation, the commission’s work mchides
an examination of best practices in preventing child and youth fataliies that are cansed due to
neglicence, neglect, or a failure to exercise proper carc; the effectiveness of federal, state, and local
policies and systerns aimed at collecting accurate and vniform data on child fatalities; the current barrers
to preventing fatalities from cluld abuse and neglect, how to improve child welfare outcomes; trends in
demograpluc and other nisk factors that ate predicive of or correlated with child maktrearment, such as
age of the child, child behavior, family structure, parental stress, and poverty; methods of pricrdtizing
child abuse and neglect; and methods of improving data collection and utilization, such as increasing
interoperability among state and local and other data systems.

Perpetrators

Mele carcgivers are more lkely to be the pempetrators of fatal injuries to young children. Some of these
men repoﬁed that they fatally mjured the mfant or child because they lost patience when the child would
not stop crying. Male cazegivers ate less hkely to accompany mothers and their children to well-child
care appointments and therefore may be mussing important information about child development.
Fatherhood mitatives are key to ensusing that mele caregivers have crtical information about early
childhoed developmental milestones.

GUIDELINES FOR PARENTS AND CAREGIVERS

Talk to_your child’s pediatrician about ciying and things you might do to soothe your baby, Ensure that every
caregiver of your child understands that:

Infant crying is s normal part of development.

Crying can be a way tox zhe baby to communicate (they are hungry, need a diaper change, or want to be held),
Sometimes chuldren cry for no reason.

Babies can cry often and for Jong pedods of ame.

Sometimes 1t 1s hard to console 2 crylag a baby.

Crying is not a reflection of vour parenting sklls.

Crying will not huet the child.

Listening to a baby cry can be very challenging.

N N N NN

1f a caregiver gers frustrated, they should put the baby in 2 safe place (cub, bassinette, pack and play), take 2
break, and call someone for help.

&.

Shaking 2 baby can cause brain damage resulting in serious mental and physical disabilitics and even death.
NEVER SHARFE A BARY

<\

GUIDELINES FOR PEDIATRICIANS AND HOSPITALS, CASEWORKERS, IN-HOME
SERVICE PROVIDERS, AND CHILDCARE PROVIDERS

Medical providess, child care workers, case workers, and in-home service providers should provide guidance for
caregivess tegarding the role of crying in infants as part of normal development. These facts about normal infant
crying rclude infants can be difficult to console even in the absence of illness, that crying is not harmful 1o infants,
that shaldng an infant can cause brain damage resulting in sedons mental and physical disabiities or even death (5)
and a safety plan for when caregivers get frustrated with infant crying (tzke a break, put the baby down on his/her
back m a safe place, call svineone for help).

13
3
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Hospitals should mstitute practice policies that encourage guldance In planning for the child’s safety when
intractable ciying becomes an issue during encounters within the hospital or health care system (e.g. well infant
visits, sick visits, Emergency Department visits, subspecialty care visits).

This gindance should be provided 1o ALL CAREGIVERS of the mfant or child,

RECOMMENDATIONS FOR LAW ENFORCEMENTE

Request that the Governor’s Task Force on Justice for Abused Children establish dedicated funding for child death

review walning.

RECOMMENDATIONS FOR POLICYMAKERS

Devise legislation o encourage or require reimbursement to primary care providers for the time spent counseling
fawilics regarding infant and child crying and a safery plan for crying simular to what has been done successfully in
other states such as Washington for oral primasy care (s innovafions.abrg gov).

Devise legislation that mandates parent training on the dangers of shaking tnfants and alternatives for maintaining
their baby’s safety diring episodes of prolonged crying is delivered by health care providers at discharge {rom the
newbom hospital (similar te what is done in states ke New York about Shaken Daby Sysdrome
(. neslorg/ research/ buman-sermees/ shaken baly-syndronse-prevenion-fegislation. apxc)

Devise legislation that provides support for evidence based fatherhood programs that teach fathers and other male
cacegivers to become capable caregivers of infants and children.

Support efforts by the Office of the Child Advocate and the Child Fatality Review Panel o report annval to the
Connecticut General Assembly the number of mfant and toddler homicides.

Connect home visitation and clinical home-based services to pediatrics. Home visitation programs provide

essential supports and education to new pagents.
RESOIIRCES

National Center on Shaken Baby Syndreme (Enjoy Your Baby), (3 Things Every Dad Should Kaow),
s, donisherke.org

Fanjoy Your Baby: smm.parenting. conr

Prevent Child Ahuse: mwwprevenichildalnse.ory

Connecticut Parenting: www. cipareniing. corm
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