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EXECUTIVE SUMMARY

On January 11, 2006, seven-year-old Nixzmary Brdied inside her Brooklyn apartment,
allegedly at the hands of her abusive stepfatNexzmary’s death was treated as an
unprecedented event. In its aftermath, task fonee formed, public hearings held, and
reforms announced. Unfortunately, however, the cddNixzmary was far from
unprecedented. Her death was not an isolatedantidor was it the result of new or
previously unknown problems within the child wedaystem. Rather, it was a brutal
reminder of ongoing systemic failings. Informatismow available about what was
happening within the Administration for Childrer8ervices (ACS) in the year leading up
to Nixzmary’'s death. The Office of the Public Adabe analyzed state reports on all child
fatalities investigated by ACS and uncovered ameagstruggling with serious, growing
problems.

The New York State Office of Children and Familyn8ees (OCFS), in accordance with
state law, reviews all child fatalities that ACSéstigates and produces individual reports
for each death. As part of this review processFS@lentifies mistakes that ACS made in
relation to cases involving these child fatalitids shed light on the practices and
procedures of the city’s child welfare system, @féce of the Public Advocate analyzed
all the mistakes made by ACS identified in theestaports.

Due to confidentiality rules that protect childr@md families involved with ACS, much of
the agency’s casework and decision-making is skiefcom public scrutiny. The OCFS
child fatality reports are one of the few glimpsesde New York City’s child welfare
system accessible to the public. The Public Adigsanalysis of these reports reveals an
overburdened system that has trouble consisteatfpiming basic child welfare functions.

In 2005, 75 childrehfrom New York City died under one or more of the following
circumstances: the child’s family had an open mtdte services case; the child’s family
had an open preventive services case; the childwaster care at the time of death; or
the child’s death was suspicious. An analysishey®@ffice of the Public Advocate of the
OCFS reports on these deaths found that while ih&ber of overall deaths increased
slightly from 2004 (3 percent) and the number aittie involving families previously
known to the child welfare system decreased, timelr@un of mistakes made by ACS
involving these cases increased by more than 4epe(see chart on pg. 3). Furthermore,
the number of child fatality cases in which theragemade at least one mistake increased
by 20 percent from 2004 to 2005. On average, A@8amore than two mistakes per
fatality in 2005.

The Office of the Public Advocate grouped mistakegle by ACS into eight categories:
mistakes related to 1) investigations, 2) supemisB) case documentation, 4) child
welfare assessments, 5) laws or procedures, 6\8sio@/coordination with contract

! Seventy-six reports, some involving multiple child, were issued by the New York State Office of
Children and Family Services (OCFS) for deaths oaug in 2005, but four reports involved childretov
died in previous years, and three reports invobhattiren who either did not exist or were foundtoalive.
Four reports included fatalities involving multigtaildren (10 children total).

2 Not all of the children died in New York City. @mhild died while in New Jersey, and two died et
Westchester County. The location of three adddfiaieaths could not be determined by information
provided in OFCS'’ fatality reports.
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agencies, 7) legal consultations, and 8) casew@ke pg. 6 for an explanation of these
categories.)

The Public Advocate’s analysis of these mistakesats that, in 2005, ACS was having
major difficulties conducting thorough and timelyild welfare investigations. In fact, in
58 of the 75 child fatality cases (77 percentgiiewed, OCFS found mistakes associated
with the way ACS conducted its investigations, sastielays in completing investigations
in violation of state law, and failure to interviel applicable parties involved in the case.
Of the 173 total mistakes made by ACS in 2005, (B#1percent) involved investigations,
resulting in an average of 1.5 investigative mistager fatality.

For instance, il€ase Number 95-05-006volving the death of a newborn infant by her
teenage mother due to abandonment, the OCFS resimaled that ACS made three
separate mistakes in its investigations. The site#d ACS for failing to: 1) make
necessary contacts with the accused mother’svetgtieachers, after-school programs, or
friends; 2) complete its investigation within thmeéframe required by law; and 3)
complete a thorough investigation into the fail(lrg the ACS caseworker) to address the
various inconsistencies in the information obtaifrech multiple sources.

ACS was also having difficulty supervising its $tafroviding proper case documentation,
and conducting accurate child welfare assessm@gs. Appendix Il for additional case
profiles.)

Additional Findings

New York City Child Fatalities
# of Cases
Requiring Average # of
Corrective Total # of Mistakes per
Year | Total Fatalities® Action(s)* Mistakes Fatality
2005 | 75 59 173 2.31
2004 | 73 49 120 1.64
2003 | 64 50 103 1.61

» 59 child fatality cases (79 percent) included asteone mistake by ACS;
* 90 of the 111 investigative mistakes identified (&tcent) were associated with
ACS investigations into the child fatality itself.

® Includes deaths of all children within the givezay for which the state OCFS, pursuant to state law
reviewed and issued a fatality report. This inekithe deaths of children who died in a suspicioasner,
of children in families that had open child proteetservice cases, and of children who were regitin
foster care at the time of their death.

* Corrective Actions are steps that OCFS requireb@New York City Administration for Childrens’
Services (ACS) or its contract agencies afteretgaw and assessment of an individual fatality a¢sve
mistakes by the agency. These Corrective Actioesiaxt steps OCFS has identified that ACS or eahtr
agencies must complete in order to better protatdren in the future.
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CASES REQUIRING ACS CORRECTIVE ACTIONS IN 2005
# of Cases
Requiring ACS |Percentage of
Corrective Total Fatality
Type of Corrective Action Actions Cases
All Corrective Actions 59 78.7%
Investigations 58 77.3%
Supervision 20 26.7%
Case Documentation 12 16.0%
Child Welfare Assessments 7 9.3%
Laws or Procedures 6 8.0%
Supervision/Coordination with Contract Agency|4 5.3%
Legal Consultation 2 2.7%
Casework 1 1.3%
No Corrective Actions 16 21.3%
Recommendations

The purpose of this report is not to blame ACSaioy particular death but to evaluate the
overall state of New York City’s child welfare sgat and its operations—and work to
strengthen it.

Public Advocate Gotbaum is calling for the followisteps to strengthen the child welfare
system:
= Create an Office of the Child Advocate to Improve @ersight: New York State
should create an Office of the Child Advocate tovidte permanent oversight of the
child welfare system, including ACS and contracrages.
= Improve ACS Investigations of Child Abuse and Negle Allegations: ACS
should hire and train additional child protectieeseworkers to reduce child
protective caseloads to 12 cases per worker, thxnmuan caseload recommended by
the Child Welfare League of America.

® According to the most recent statistics availasiehe ACS website, the average caseload per casewis
16.6, and there are 30 caseworkers with 30 case®ii. ACSMonthly Update January 2006.
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INTRODUCTION

On January 11, 2006, seven-year-old Nixzmary Brdied inside her Brooklyn apartment,
allegedly at the hands of her abusive stepfathirs high-profile death set off a movement
to reform New York City’s child welfare agency, tAdministration for Children’s

Services (ACS), after it was discovered that thenag had information of possible abuse
and neglect involving Nixzmary but failed to actiftly enough to protect her.

Nixzmary’s death was treated as an unprecedenttt.eln its aftermath, task forces were
formed, public hearings held, and reforms announdéafortunately, however, the case of
Nixzmary was far from unprecedented. Her deathmedsn isolated incident, nor was it
the result of new or previously unknown problemghwi the child welfare system. Rather,
it was a brutal reminder of ongoing systemic fgin Information is now available about
what was happening within ACS in the year leadipgauNixzmary's death, and it reveals
an agency struggling with serious, growing problems

This report focuses on the child fatalities thatureed in 2005, as well as the Corrective
Actions required of ACS by the state in responsthtdse fatalities. The purpose of this
report is not to lay blame on ACS for any particwlaath but to gauge the overall health of
New York City’s child welfare system and its op@vas in the year leading up to
Nixzmary’s death.

BACKGROUND

The New York State Office of Children and Familyn8ees (OCFS), in accordance with
state law, prepares an individual fatality reportéach child who dies while in the custody
or under the watch of ACS or ACS contract agenades/hose death was reported to have
been caused by suspected neglect or abuse.

Each state report examines the circumstances dathlgy by reviewing ACS and/or
contract agency case documentation, autopsy amepeports, medical records,
information on prior abuse and neglect cases, agd#ner pertinent information available.
Each state-issued fatality report contains secti@seribing the sources of information and
documentation used to review the death, the caueiecumstances of the death, the child
welfare service history of the child and/or faméwyd any child-welfare-related services or
actions taken involving the child and/or family.

OCFS child fatality reports also often include et called “Corrective Actions.”
Corrective Actions are steps that OCFS requires@$ or its contract agencies after its
review and assessment of an individual fatalityeeds mistakes by the agency. These
Corrective Actions are next steps OCFS has identifnat ACS or contract agencies must
complete in order to better protect children infilt@re. It is important to note that
Corrective Actions apply to mistakes made by AC8wcontract agencies both before (if
applicable) and after the fatality. This repoxtiegvs only Corrective Actions directed at
ACS and not those directed at contract agencies.

6 Social Services Law §422.



The Public Advocate’s Office reviewed and analyakdorrective Actions issued by
OCFS in 2005 and divided them into eight categoriBse categories include problems
associated with ACS:

1. Investigations— such as delayed investigations or failure tdactrparties with
information relevant to child welfare investigatin

2. Supervision of Caseworkers- such as failure of ACS supervisors to identify
and correct ACS caseworker mistakes;

Case Documentation- such as incomplete ACS documentation in cass;fil

Supervision or Coordination with Contract Agencie$ - such as failure to
monitor the well-being of children while they arethe care of contract foster
care agencies;

5. Child Welfare Assessments- such as failure to appropriately determine the
risk to children within households with allegatiarfsabuse and neglect;

6. Compliance with Laws or Procedures- such as failure of ACS caseworkers
to report additional allegations of abuse and retdleat are uncovered during
the course of child welfare investigations in vima of New York State’s
Mandated Reporter law;

7. Failure to Seek Legal Consultation- such as failure of ACS caseworkers to
consult with ACS attorneys to determine whetherapency has enough
evidence to remove children from potentially daogsrhouseholds;

8. Casework— such as failure to keep close contact with thodieated in
allegations of abuse and neglect.

(See Appendix Il for specific examples of Correetictions in each category).

Once ACS receives a Corrective Action from OCF8& fatality report, the agency is
required to submit a written Corrective Action PtarOCFS within 30 day%.The plan
outlines how ACS plans to correct the identifiedtakes and ensure they will not happen
again, as well as what ACS has done or will dsforim the workers involved in the case
of the correct procedures. The corrections oftetude proposed trainings for ACS
workers to strengthen best practices or changagedncy policy to address systemic
shortfalls.

Corrective Actions do not necessarily indicate #h@S can be faulted for failure to protect
a child who died. In fact, many of the CorrectAetions were imposed by OCFS in
response to problems that arager the death of a child, such as inadequate or delaye
investigations of the fatality (See Table 5).

Mistakes that occur during ACS investigations icldd fatalities can have serious
consequences, however, because families involvelilic fatalities often have multiple
children living in their households. It is impantgor ACS to complete a thorough and

" Includes foster care agencies and preventivecsdgencies.
8 Social Services Law §424.7 and 18 NYCRR 432.
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timely investigation following a child fatality tdetermine whether any other children in
the household may be in danger.

It is also important to analyze Corrective Actidiecause they represent one of the only
opportunities for those outside the child welfaystem to assess the quality of ACS
casework. Due to confidentiality rules that protguldren and families involved with
ACS, much of the agency’s casework and decisionimgak shielded from public
scrutiny. Unfortunately, mistakes only come tdtigvhen a child dies and OCFS
publishes a review of the case.

FINDINGS

Overview of Child Fatalities in 2005

In 2005, 75 children from New York City died undere or more of the following
circumstances: the child’s family had an open tdte services case; the child’s family
had an open preventive services case; the childwaster care at the time of death; or
the child’s death was suspicious. This is a smatkease over the 73 children who died
under such circumstances in the previous yearth@e 75 children, 45, or 60 percent,
came from families that had some sort of contatt WICS or the State Central Register
for Child Abuse and Maltreatment (SCR) prior to téd’s death (a 15 percent decrease
from 2004)°

Thirty-one, or 41 percent, of the 75 children wheddn 2005 came from families that

were known to ACS through previous substantiatsg@saf abuse or neglect or lived in
foster care at the time of their death (a 25 pdrdenrease from 2004). Seven of these
deaths involved medically frail children who diefdnatural causes in foster care. (See

Table 1).
Table 1
New York City Child Fatalities
Fatalities Involving

Fatalities Children of Families with
Involving Children | Previous Contact that led
of Families with to Substantiated
Previous Contact | Cases/Children in Foster

Year | Total Fatalities™ with ACS™ Care™?

2005 | 75 45 31

2004 | 73 53 41

2003 | 64 42 33

® Includes deaths of children in families that hagMpus child welfare cases with ACS (founded or
unfounded), previous reports to SCR or previousgmtive service cases, or who had parents who were
known to ACS as maltreated children. It also idelsichildren who were in foster care at the timtheir
death. This category is a subset of footnote 10.

1% ncludes all deaths of children for which the statursuant to state law, reviewed and issuedhditiat
report. This includes the deaths of children whealdn a suspicious manner, of children in famitieat had
open child protective or preventive service caard,of children who were residing in foster carthattime
of their death.

" Seen.

2 |ncludes the deaths of children in families witkeydous substantiated cases of abuse or neglesn, afild
protective cases that were not a result of thdifigtar open preventive service cases. It alstudes deaths
of children who were in foster care at the timéhafir death and children who died while in the aafre
teenagers in foster care. This category is a suh$eotnote 9 and footnote 10.
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Child Fatalities by Borough:
Of the 75 child fatalities reviewed by the sthte:
* 26, or 35 percent, occurred in Brooklyn;
e 13, or 17 percent, occurred in the Bronx;
e 13, or 17 percent, occurred in Manhattan;
e 13, or 17 percent, occurred in Queens;
* 4, or 5 percent, occurred on Staten Island.

Child Fatalities by Age and Gender:
The 75 child fatalities reviewed by the state imeal children and teenagers ranging in age
from newborn to 19 years old. Of these 75 chitdlites:

» 34, or 45 percent, involved children less than yess old;

» 57, or 76 percent, involved children five years ofd/ounger;

* 60 percent of the children were male, 40 percangfe.

Manner of Death:
Deaths from Natural Causes
Of the 75 child fatalities reviewed by the state:

* 22, or 29 percent, were due to natural causes;

* Respiratory infections/asthma was the most freqnaniral cause of death
(9 deaths total).

Deaths from Homicide
Of the 75 child fatalities reviewed by the state:

e 20, or 27 percent, were due to homicide (a 25 peicerease from the
previous year);

» Beating or fatal child abuse was the most frequanse of death in the
cases of homicide (7);

* Boyfriends of the mothers or babysitters were rasge for 7 of the 20
deaths from homicide.

Deaths of Undetermined Intent
Of the 75 child fatalities reviewed by the state:

e 17, or 23 percent, involved a child who died inanmer in which the intent
could not be determined;

» 16 of these children were infants age 6 month©olgbunger who were
suspected to have died from improper sleeping ipodtt(co-sleeping and
positional asphyxia).

Deaths from Accidents
Of the 75 child fatalities reviewed by the state:

* 16, or 21 percent, were due to accidental causes;

* House fires were the most frequent cause of actatidaath (7);

» 3 children died due to improper use of a childszat or baby carrier, 3
from improper sleeping positidn.

Y See2.

% This report uses the term “improper sleeping pmsitto describe deaths of infants from both ceeplag
and positional asphyxia.

15 Determination of the Manner of Death is based\ddemce from the fatality scene and the autopsyltes
Manner of Death (Natural, Accident, Undetermined)efor improper sleeping position deaths is deteeh
based on the facts of the individual fatality.
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ACS Mistakes in Cases Involving Child Fatalities Sar in 2005

In 2005, OCFS reviewed the deaths of 75 chiltfféom New York City'” While this
represents only a small increase (less than 3 p@roeer the total number of child deaths
OCFS reviewed in 2004 (73), the number of Correcfictions required of ACS increased
by more than 44 percetit. In all, OCFS found that ACS committed 173 mistglan

average of 2.31 mistakes per fatafityLikewise, the number of cases reviewed by OCFS
in which at least one mistake requiring Correcthation was made increased by more than
20 percent from 49 in 2004 to 59 in 2085(See Table 2).

Table 2

New York City Child Fatalities
# of Cases
Requiring Average #
Corrective Mistakes per

Year | Total Fatalities®* Action(s) Total # Mistakes | Fatality

2005 | 75 59 173 2.31

2004 | 73 49 120 1.64

2003 | 64 50 103 1.61

Findings of Corrective Action Analysis involving Chld Fatalities in 2005

The Office of the Public Advocate’s analysis reeelahat in cases requiring Corrective
Action, ACS most frequently failed to conduct adaiguand timely child welfare
investigations, provide adequate supervision of Afo#kers, provide proper
documentation for cases, and conduct accurate wielidre assessments (See Table 3).

1 Seel.

7 See2.

18 SeeTable 2.

19 Not all fatality reports included Corrective Aatis

2 seeTable 2, # of Cases Requiring Corrective Action(s)

2 Includes deaths of all children within the givezay for which the state OCFS, pursuant to state law
reviewed and issued a fatality report. This inekithe deaths of children who died in a suspicioasner,
of children in families that had open child protegtservice cases, and of children who were regitin
foster care at the time of their death.
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Table 3

CASES REQUIRING ACS CORRECTIVE ACTIONS IN 2005
# of Cases
Requiring ACS |Percentage of
Corrective Total Fatality
Type of Corrective Action Actions Cases
All Corrective Actions 59 78.7%
Investigations 58 77.3%
Supervision 20 26.7%
Case Documentation 12 16.0%
Child Welfare Assessments 7 9.3%
Laws or Procedures 6 8.0%
Supervision/Coordination with Contract Agency|4 5.3%
Legal Consultation 2 2.7%
Casework 1 1.3%
No Corrective Actions 16 21.3%

OCFS identified at least one mistake in need obadctive Action in 59 cases (79

percent) of the 75 fatalities that occurred in 2065 rthermore, OCFS’ review revealed
that ACS made multiple mistakes in 46, or more tB@mpercent, of the cases. In two cases
ACS made seven mistakes each, the maximum numimeistdkes made by ACS per
fatality case in 2005.

It is important to note that, in many cases, OGkhiified within an individual fatality
case multiple mistakes requiring Corrective Actionthe same category (i.e.,
investigations). In these cases, the Public Adies&ffice counted these as multiple
Corrective Actions. For instance,@ase Number 95-05-006volving the death of a
newborn infant by her teenage mother due to abandot) the OCFS review revealed that
ACS made three separate mistakes in its investiggti The state cited ACS for failing to:
(1) make necessary collateral contacts with theseat mother’s relatives, teachers,
afterschool programs, or friends; (2) completeitivestigation of the report of
DOA/Fatality, Lack of Medical Care, and Abandonmeithin the timeframe required by
law; and (3) complete a thorough investigation it failure (by the ACS caseworker) to
address the various inconsistencies in the infaomatbtained from multiple sources. The
Corrective Actions associated with these threeakes were, for the purposes of this
report, counted as three separate Corrective Axfiothe “investigation” category.

2005 Child Fatality Reports Show ACS Fails to Condet Timely and Thorough
Investigations

The agency’s inability to perform comprehensive anekly investigations in cases
involving fatalities was the most troubling probleevealed by OCFS child fatality reports.
In 2005, it was far more common for ACS to maketakiss in its investigation of child
welfare cases involving fatalities than not. Intf&7 percent of the child fatality cases
from 2005 (58 cases) involved at least one mistaseciated with the way ACS conducted
an investigation (See Table 3). Sixty-four peragrdll the mistakes cited by OCFS in
2005 (which resulted in 111 Corrective Actions)alwed ACS investigations, an average
of 1.5 mistakes involving investigations per faia(iSee Table 4).
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Table 4

TOTAL ACS MISTAKES BY TYPE IN 2005

Type Total # of Mistakes % of Total Mistakes
Investigations 111 64.2%
Supervision 22 12.7%
Case Documentation 13 7.5%
Supervision/Coordination

with Contract Agency 11 6.4%
Child Welfare

Assessments 7 4.0%
Laws or Procedures 6 3.5%
Legal Consultation 2 1.2%
Casework 1 0.6%
Total 173 100.0%

The problems identified by OCFS pertaining to A@&eistigations into allegations of
abuse and neglect focused on two periods of tirefare the fatality (if applicable) and
after the fatality. Each Corrective Action relatednvestigations could be further divided
into two types of problem: inadequate investigablgrACS or delayed investigation by
ACS.

“Inadequate investigation” is the designation gibgrthe Public Advocate’s Office to
Corrective Actions indicating a failure on the pairACS to follow proper investigative
procedure, such as failure to follow up on invesiige leads, failure to interview collateral
witnesses who may have pertinent information alaaefported incident (i.e., social
workers, doctors, the child’s relatives, EMS wogkeatc.), or failure to settle discrepancies
discovered during the investigation. “Delayed khgation” is the designation given by
the Public Advocate’s Office to Corrective Actianslicating ACS did not complete an
investigation within 60 days, the amount of timewakd by State la?

The Public Advocate’s Office analyzed the Correztctions related to investigations and
categorized them into one of four categories:

A. Delayed investigation prior to the fatality;

B. Inadequate investigation prior to the fatality;
C. Delayed investigation following the fatality;

D. Inadequate investigation following the fatality.

The Public Advocate’s Office found that mistakdated to investigations tended to occur
following the fatality. In fact, 90 of the 111 rtakes related to investigations (81 percent)
made by ACS involved investigations resulting frarfatality and corresponding
allegations (See Table 8).0f the 90 mistakes made during investigations fatalities in
2005, 51 (57 percent) were due to delays and 3p€4&nt) were due to inadequate
investigations.

2 gocial Services Law §424.7.
% DOA/Fatality reports often include other allegasmf abuse that must be investigated (i.e. Inaatequ
Guardianship, Lack of Medical Care, etc.).
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Table 5

ACS INVESTIGATIVE MISTAKES BY TIME AND TYPE

Prior to Fatality After Fatality Total
Delayed Investigation 11 51 62
Inadequate Investigation 10 39 49
Total 21 90 111

While the majority of the mistakes were made dud@sS investigations following
fatalities, the number of mistakes made during stigations prior to fatalities is also
noteworthy. Of the 75 child deaths reported in2015 involved families with some
previous contact with ACS. In six of these 45 sa®4€CS made a total of 21 investigative
mistakes prior to the fatalities — a far from imsfgcant number.

ACS’ Ability to Provide Supervision of Workers, Case Documentation, and Child
Welfare Assessments Also in Question

The Office of the Public Advocate’s analysis of tate-issued Corrective Actions

revealed that ACS also frequently has problemsrsigieg its workers, maintaining
proper case documentation, and making accurate wieilfare assessments.

Supervision problems were cited in more than oretgqu of the reports (20 cases) issued
by OCFS. These problems generally involved inappate decisions by ACS
caseworkers that should have been identified aneécted by a supervisor.

Likewise, problems with case documentation anddohiélfare assessments were
discovered in 16 percent (12 cases) and 9 percarases), respectively, of the reviewed
cases.

RECOMMENDATIONS

New York State should take the following action:
Improve Oversight of the Administration for Childig Services
* The state should create an independent OfficeeoCtild Advocate that would

provide permanent oversight of the child welfarstegn, including ACS and
contract agencies. The Legislature should passhen@overnor should sign bill
A.304, sponsored by Assemblywoman Barbara Clarkchwvyould create the
office. State Senator Martin Golden has also duoed a bill in the Senate that
would create an Office of the Child Advocate (S@R9

New York City should take the following actions:
Improve ACS Investigations of Child Abuse and Negi#egations
* Following the death of Nixzmary Brown, ACS hired |2y enforcement officials
to help improve the effectiveness of ACS child potitve investigations. This is a
step in the right direction, but ACS must work tsere thaall child welfare
investigations are completed in a timely and thglromanner; ACS should pay
particular attention to improving investigationsabild fatalities.
* ACS should hire and train additional child proteetcase workers to reduce child
protective caseloads to 12 cases per worker, tbxnmian caseload recommended
by the Child Welfare League of America.
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APPENDIX | — SELECTED CHILD FATALITY PROFILES

Case Number 95-05-048

Fact Pattern: On October 23, 2005, a two-month-old boy died wbdesleeping with his
mother in a Queens’ homeless shelter. While thiseand manner of the death could not
be determined through autopéyit is believed that the child died when his mottedied
over and suffocated him while sleeping. Priothe fatality, the mother was known to the
child welfare system as both a maltreated childadn abusive/neglectful pareBefore
the fatality, the infant was observed by ACS staf§leeping in unsafe conditions. ACS
staff had knowledge that the baby regularly sleptn unsafe conditions but failed to
inform the mother about safe sleeping practices.

On September 30, 2005 ACS received a report ofelqpaate Guardianship on the part of
the then six-week-old boy’s moth&r.This report, received just 24 days before thalitst
was called into ACS by hospital staff after the hestdisplayed erratic and irrational
behavior during a post-partum evaluation at Flugiospital Medical Center. The report
indicated that the mother endangered the childenddithe hospital and was diagnosed with
“clinical issues” and prescribed an undisclosedtchsyropic medicine.

As part of its investigation into the report, AGfarviewed the mother via telephone on
the day of the report and visited the infant atgadmother’s home the next day. During
the visit, the ACS Specialist observed the infée¢ging in an unsafe position and
arrangement (on a couch, face down, surroundedunyidrge pillows). The godmother
informed the case specialist that when the chitfimpther both slept ovéf the mother
would sleep on the couch, the infant in an adult, laed the godmother on the floor.

The Specialist failed to make face-to-face contdttt the mother, the subject of the report,
until 21 days after the initial report and justedrdays before the fatality. According to the
state’s review of the case, there was no casewmrkrdentation to indicate that when the
Specialist finally met with the mother, he/she sptkher about the dangers of improper
sleeping position.

After the fatality, OCFS reviewed the case purstiastate law and found that ACS
mishandled many aspects of the case, includingthetikchild protective case before the
fatality and the investigation of the fatality ifiseThe state’s findings are documented
below:

Mistakes:

1. Delayed Investigations— ACS failed to make a timely determination infbot
the child protective case dated 9/30/05 and thdifiadated 10/24/05’

2. Inadequate Safety Assessment Inadequate Safety Assessment of mother in
the Inadequate Guardianship Report of 9/30/05.0Ating to the state, ACS
“did not consider the seriousness of the 9/30/@dmeand did not assess the
infant’s need for protection.” Because the refiortolved a newborn infant
and the mother was reportedly behaving irrationaliglephone contact with

% The autopsy was conducted by New York City’s Gffaf the Chief Medical Examiner.
% The report was received by ACS via SCR.

% This was reported to occur at least two timeswesk.

%" The fatality occurred on 10/23/05 but was repotte8CR on 10/24/06.
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the mother cannot be considered a significant combeassess the safety of
the newborn child.”

3. Inadequate Fatality Investigation— According to the state’s review, ACS
“did not contact all relevant collateral sourcesowiad responded to the case
address at the time of the (fatality) incident.”

4. Inadequate Supervision of a Child Protective CaseAccording to the
state’s review, “ACS unsubstantiated the allegatibBOA/Fatality of the
infant by (the) mother based on the ME’s (Medicehainer’s) report that the
cause and manner of the death were Undeterminédubatantiated the
allegation of Inadequate Guardianship which covénedunderlying factors
that led to the child’s death. It was evident th&tS did not make the causal
connection between the Inadequate Guardianshipheni@ct that this led to
the death of the child.” The state concluded A&@$§ supervisors must
review pertinent information at case conferenceh staff and determine if
the facts are consistent with each allegation.

Case Number 95-05-049

Fact Pattern: On October 25, 2005, a seven-year-old femalebgaten to death by her
father in a Queens apartment. The child and famége previously known to the SCR and
ACS through past substantiated cases of negladiact, on the basis of the findings of the
previous reports (Inadequate Guardianship, ParBmtig/Alcohol Misuse), the child was
removed from her home and placed in foster cangpré@ximately four years before her
death, the child was reunified with her fathérappears that in the period of time
between this reunification and the child’s death, £S missed many warning signs that
the child was being physically abused by her father

ACS was first made aware of the child through aremade on January 5, 1998, alleging
Parent’s Drug/Alcohol Misuse and Inadequate Guastig after the then newborn tested
positive for cocaine at birth. The allegations eveubstantiated by ACS, and the child was
removed from the household. In November 2001 cttiel was reunified with her father.

In the summer of 2003, ACS received informatiomfrihe SCR indicating that the child
had a fractured spine as the result of an injusyasned in the fall of 2002. Over the
course of two months, ACS interviewed the fathiee, ¢hild’s former foster mother, her
pediatrician, social workers from two hospitalsg @asocial worker at the Tier 1 shelter
where the family was staying at the time.

During the course of the investigation into thddakiinjury, ACS discovered that the child
had also suffered a broken leg approximately sintm®after the fractured spine. After
the child’s death, the state review revealed tleapde several discrepancies in the father’s
explanation of how the child received such sevejgies, the ACS Specialist “did not
analyze and draw the appropriate conclusions flamrtformation gathered.” The child
died approximately 14 months after ACS concludednivestigation into her injuries.

After the fatality, the state reviewed the case fathd that ACS mishandled many
aspects, including both the child protective casfere the fatality and the investigation
after the fatality. The state’s findings are doemted below:
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Mistakes:

1. Failed to Report Abuse or Neglect to SCR ACS failed to file an additional
report of possible abuse or neglect following ligastigation into the
information received from SCR concerning the clsilaijuries prior to her
death. ACS failed to do so despite specific infation from a social worker
who indicated suspicions about the father’s intigwas with the child and his
accounts of the injuries and despite the discrapani the father’s story as
documented by ACS casework.

2. Poor Documentation —The ACS case file had significant lapses in case
activity documentation.

3. Inadequate Fatality Investigation — The state cited ACS for not conducting
a thorough investigation of the fatality, includifaglure to make pertinent
collateral contact with those with specific knowdedf the fatality scene
including EMS workers. Additionally, ACS never chutted a face-to-face
interview with the father or acquired statementsrfrpolice that could
reasonably replace an interview with the father.

4. Delayed Fatality Investigation— The state indicated that, as of the writing of
its fatality report on the case, released on Al8il2006, ACS had not made a
determination or even finished its fatality invgstion.

Case Number 95-05-019

Fact Pattern On March 15, 2005, a two-month-old female infamtddivhile co-sleeping
with her mother and two-year-old sister on a futoan apartment in the Bronx. The
Medical Examiner was unable to determine the cansemanner of death but it is believed
by ACS that the child suffocated after the mothesibling rolled over her while sleeping.
The mother was known to ACS and was the subjefduwfreports, two of which were
substantiated. The child became known to ACS %8 afore her death, in a report dated
January 18, 2005.

The January 18, 2005, report indicated that theboewbaby girl tested positive for
methadone and the mother tested positive for apiatecaine, and marijuana. Based on
the findings of ACS’ investigation and advice fralegal department, the child remained
under the care of the mother. The family was retéto preventive services and remained
under the watch of ACS. At the time of the childeath, the family had both an open
child protective case and an active preventiveisemase stemming from the January
report. In fact, the preventive service agenciyteasthe household the day before the
child’s death. The child’s father was incarceraéthe time of the child’s death.

After the fatality, the state reviewed the case famthd that ACS mishandled many
aspects, both before and after the fatality. Tate's findings are documented below:

Mistakes:
1. Failure to Properly Monitor an Open Preventive Senice Case —
According to the state’s review of this case, A@tefl to “closely follow up
with parents nor (or) maintain close casework’daling the January 18, 2005
report. The state attributes this failure to “jpewsel issues.”
2. Delayed Investigations -ACS failed to make a determination in regard to
either the January 18, 2005 report of drug usé®stibsequent fatality within

-15 -



60 days of the initial report, as required by laft.the time the state wrote its
child fatality report, ACS had yet to make a deti@ation in the case.
Inadequate Safety AssessmentFhe state found that ACS did not make “an
adequate safety assessment of the surviving silflaigwing the fatality.
Inadequate Fatality Investigation— Over the course of its fatality
investigation, ACS failed to interview collaterausces that could have
provided more information about the fatality scand the family. The state
specifically mentions that a doctor, the familysghbor who performed CPR
on the infant, and an EMS technician were not ui¢sved.

Inadequate Fatality Investigation Il — The state found that ACS was not
thorough in its investigation of the fatality oetbwo-month-old infant.
According to the state, ACS failed to properly éxplthe “condition of the
bedding...how the infant was placed to sleep aftedifeg...where and how
the child was discovered...whether the child’s airsvésic) was obscured by
covers or whether the mother or surviving sibliragl nolled over on the now
deceased child.”

Poor Documentation —The state found ACS’ documentation over the history
of the family’s child welfare case to be poor.
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Appendix Il — Examples of Corrective Actions

Below are examples of corrective actions as idiewtiby OCFS and categorized by the
Public Advocate’s Office:

1.

Investigations— Case Number 95-05-018In its review of the murder of an 18-
month-old male child on March 6, 2005 at the havfdfie family’s informal child
care provider, OCFS found that ACS had “not congalet thorough investigation
with regard to determining the number of childrenwhom the babysitter provided
care; the ages of these children; the hours ofaradevhether the children were at
risk in the babysitter's home.” According to OCAE;S must meet with staff
involved and discuss the case.

. Supervision—Case Number 95-05-002In its review of the death of a two-month-

old female infant due to improper sleeping positioo-sleeping with parents), the
state found that ACS “did not link the parents’tpat of co-sleeping with their
child and the substantiation of the Inadequate Gaaship allegation to the
DOA/Fatality. ACS supervisors must conference i staff during the course of
the investigation and review cases for informatiwat is relevant and consistent
with the determination being made regarding thegallions of the report.”

Case Documentation- Case Number 95-05-067In its review of the death of a
two-year-old male child due to an upper respiratofgction on December 31,
2005, OCFS found that ACS’ “narrative did not irdduthe investigative finding to
support the decision (of the allegation). ACS natkiress each allegation of the
report with respect to the determination of thaurgtextent and cause of any
condition enumerated in the report.”

Supervision/Coordination with Contract Agency— Case Number 95-05-022In

its review of the beating death of a one-year-oddenthild by the mother’s
boyfriend on April 9, 2005, OCFS found that ACSioé of Contract Agency Case
Management (OCACM) “did not fulfill its role as CRShild Protective Services)
monitor prior to the child’s death. There was wmewmentation that OCACM met
with the purchase preventive services agency, Bughers/Big Sisters, regarding
key issues such as the mother’s acceptance anidatjpi of positive parenting
behavior towards her children, including her apild assess the appropriateness of
childcare options. OCACM as CPS monitors must enthat open child protective
cases are appropriately monitored.”

Child Welfare Assessments- Case Number 95-05-003n its review of the death
of a four-year-old male child due to meningitistamuary 14, 2005, OCFS found
that “ACS completed three Safety Assessments diin@gnvestigation; however,
the assessments documented no safety factors plegekCS filed an Article Ten
Neglect Petition and sought alternative placementtfe surviving sibling. ACS
must assess and document the current safety &naf fisture abuse and
maltreatment to the children in the home.”

Laws or Procedures— Case Number 95-05-003n its review of the death of a
two-month-old male infant due to improper sleepmogition (co-sleeping with
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parent) in a domestic violence safe house on Jary&005, OCFS found that the
ACS Specialist involved with the family before ttheath failed to “register a report
with the SCR after learning of new allegations @fitneatment of the now deceased
infant by the mother” in violation of the state’santlated Reporter Laff.

According to OCFS, ACS must meet with staff invalve this fatality

investigation to discuss this mistake.

7. Legal Consultation—Case Number 95-05-0271In its review of the death of a
three-month-old female infant due to suspected apgr sleeping position while
residing with her teenage mother in the motherskip foster care home on April
27, 2005, OCFS found that ACS “had appropriatelyaged the children’s
placement with the maternal relative but did ntdameto court to alert the judge of
the 9/23/05 SCR report and the children’s accoahtse foster mother’s actions.
ACS should have sought legal advice and returnéaioily Court to express their
concerns regarding the safety of the survivingrsgsl.”

8. Casework—Case Number 95-05-029In its review of the death of a two-year-old
male child due to a car accident on June 5, 20@F®found that ACS “did not
closely follow up with (the) parents or maintaiost casework contact. There
were significant gaps in the contacts with the fgrand with collateral sources.
ACS must address with Specialists the need to riaiwingoing contact with the
family and document the scope of these contadfseiprogress notes.”

2 NYS Social Services Law §415.
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