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Emily J. Settlement Agreement Provides
$8.5 Million for New Services for Children
in the Juvenile Justice System who have

Mental Health Needs

On June 5, 2005, the Center for Children’'s
Advocacy, with the assistance of the Center of
Public Representation, reached a ground-
breaking new Settlement Agreement in the civil
rightsclassaction Emily J. v. Rell. Beginning in
October 2005, children in the juvenile justice
system who have mental health needswill have
access to an array of new services aimed at
diverting them from placement in a residential
treatment facility.

Emily J. was originally brought in 1993 to
challenge the conditions of confinement in the
Hartford, New Haven and Bridgeport Juvenile
Detention Centers. These conditions often |eft
children with severe mental health needsuncared
for and untreated. According to the New England
Juvenile Defender Center, an estimated 60% of
childrenin detention are believed to have mentd
health problems. In 1997, a Consent Decree
resulted in significant improvementsto medical
and mental health care, educationa opportunities,
and general conditionsfor these children, aswell
asalternativesfor juvenilejustice youth.

Nonetheless, the Center for Children’sAdvaocacy
noted substantial noncompliance with the 1997
Consent Decree in several areas. Detention
centers continued to be overcrowded, children
were languishing waiting for Riverview
evaluations, and delays in placement were still
prevalent. The plaintiffs filed amotion for non-
complianceto modify the Consent Decree, which
resulted in a June 2002 Court Order requiring
the Judicial Department and DCF to develop and
implement acomprehensive system of screening,
assessment, planning, and servicesfor children
with mental health needswho werein detention.

Most recently, the plaintiffsfound continual non-
compliance in the area of delivery of mental
health services, and negotiated with defendants
a second court-ordered Settlement Agreement
that will remain in effect until October 1, 2007.

This Agreement generates $8.5 million in new
servicesand improved staff training for children
with mental health needs to divert them from
unnecessary confinement in detention. As a
result of the Agreement, children who don’t need
the level of services of aresidential placement
will receive mental health and educational
servicesin the community.

Thefollowing serviceswill beginin Hartford as
apilot for year one and be expanded statewide
by year two:

Planning

Defendantswill createaspecial pre-adjudication
casereview protocol for childreninvolved with
DCF. The purposeisto devel op treatment plans
and identify optionsfor servicesand placements,
with the goal of reducing the number of days
these children spend in detention. Prior to this
Settlement Agreement, delays in placement
contributed to significant overcrowding, with
some children deeping on detention center floors.
With a court ordered pre-adjudication case
review process, children will be directed to
home-based services more quickly.

Community-based services

For thefirst time, the Statewill implement wrap-
around services for juvenile justice children.
Wrap-around provides home-based, behavioral
health treatment services including
comprehensive assessment, a clinical support
team, mobile crisis, and intensive case
management. DCF will provide identified
community-based services/programs to
supplement servicesaready in existence. These
serviceswill include:

* QOutpatient substance abuse treatment
services

* Flexiblefunds

* Flexible fundsfor educational advocacy

(continued on page 2)
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* Post Multi-Systemic Therapy support and treatment for families who
have completed MST

* Therapeutic mentors

» Trauma-based services

Treatment options for those who can’t return home

For the first time, multidimensional treatment foster care, based on the
Oregon model, will beavailablefor juvenilejustice children asan aternative
to residential treatment facility placements. In addition, clinically staffed
group homeswill be created for children who would otherwise be placed in
residential treatment facilities.

Training

Prior to October, DCF workers, parole officers and probation officers will
receivetrainingin thewrap-around care coordination principlesand practices.
For children assigned a DCF child welfare social worker, that social worker
will berequired to work collaboratively with the child’s parole or probation
officer. For children not already assigned a DCF worker, the parole or
probation officer will act as the case manager and the DCF social worker
will be responsible for collaborating on the development of the probation
treatment plan, facilitating accessto appropriate DCF servicesand monitoring
the child’s progress in treatment.

Monitoring
Compliance with this Agreement will be monitored by a court appointed
monitor.

Outcome Measures

By September 1, 2005 the defendants will be required to devel op outcome
measures for use by the providers of services. The providers' contracts
will include the outcome measures. By January 1, 2006 the defendantswill
be required to prepare aquality assurance plan, utlizing outcome measures,
to assess the efficacy of the services provided. Defendants will then use
that quality assurance plan to create a report on the efficacy of the ser-
vicestoinform future funding decisions.

To see afull copy of the settlement agreement, go to
www.kidscounsel.org or email Attorney Martha Stone at
mstone@| aw.uconn.edu.

— Sarah Blanton, Law Student Intern
Center for Children’s Advocacy




Systems of Care Community Collaborative: Coordination of
Services for Children with Unmet Behavioral Health Needs

Unmet Behavioral Health Needs Put Children at
Risk for Failure

Children with unmet behavioral health needs are often at risk
for failure in school, family and community settings. They
strugglewith adapting their behaviorsto meet socially accepted
standards. Their inability to meet these standards often results
in suspensions from school, dismissal from recreational
programs, poor peer relationships, and strained family
relationships. As an attorney representing the legal needs of
children and families, circumstances or situations may arise
where there is a concern that a child or youth is in need of
mental health assessment and/or services. Some indicators
that a child may have mental health needs as described by
the National Mental Health Association * are:

In older children and pre-adolescents:

* substance abuse

e inability to copewith problemsand daily activities

* change in sleeping and/or eating habits

* excessive complaints of physical ailments

» defiance of authority, truancy, theft, and/or vandalism
* intense fear of weight gain

* prolonged negative mood, often accompanied by poor
appetite or thoughts of death

* frequent outbursts of anger

Inyounger children:

* changes in school performance

* poor grades despite strong efforts

* excessive worry or anxiety (i.e. refusing to go to bed or
schoal)

* hyperactivity

* persistent nightmares

* persistent disobedience or aggression

* frequent temper tantrums

Children who are actively suicidal or homicidal should be
referred to local Emergency Departments for assessment.
If the child is not posing arisk to themselves or others, it is
crucial to accesstimely and effective mental health services
for your client. Thisinvolves areferral to a mental health
professional for aclinical assessment. Giventime constraints
and the potential need for non-legal resources, it may also be
prudent to access mental health case management services
for your client. A major resource for these case management
services is your local System of Care, also known as a
Community Collaborative.

In October 2000, recognizing that this popul ation of children
were under-identified and often underserved, there was a
paradigm shift in how the State of Connecticut began
delivering, financing, and coordinating behavioral health
services for these children. The Department of Children and

Families and Department of Social Services partnered to
coordinatethese servicesfor Connecticut’s children. Thisnew
initiative was named Connecticut Community KidCare/
Systems of Care and later became known as Community
Collaboratives. There are 27 Community Collaborativesin
Connecticut. There is a listing of the various community
collaboratives available on the following link: http://
www.state.ct.us/dcf/KidCare_Directory/CT_Comm.pdf

The Systems of Care/Community Collaborative initiativeis
designed to improve the collaboration between state and
community organizations, with theintent that the servicesfor
children with mental health needs are better coordinated.
These services are provided to the child while maintaining
the child in their community. Rather than send the childto a
service provider whose location would be a barrier to
maintaining strong family and community ties, the service
providers are expected to deliver their services in the
communitieswhere the children live and attend school .

The Community Collaborative is itself a group of parents,
advocates, traditional providersand nontraditional providers
who meet on a monthly basis to assess the need for services
in aparticular community. Membership in the collaborative
is free and open to anyone or any organization interested in
improving the behavioral health status of children and youth.
The Community Collaborative meets monthly to share
resources, strategize about outreach methods so that under-
identified children and youth can be brought into the system,
and to identify gapsin needed servicesand to strategize around
barriers that create a bottleneck in the delivery of timely,
community based, culturally competent services.

The essential service components of each community
collaborative are Emergency Mobile Psychiatric Services,
Care Coordination Services and Family Advocacy. The
overarching principles guiding the planning, delivery, and
evaluation of all services are that children should receive
individualized servicesin their local community, that thevoices
of parents/guardians are vital to all planning and decision
making required, and that all services are delivered in a
culturally competent manner. Services are provided in the
child’shome, at the parent or guardian’s discretion.

Emergency Mobile Psychiatric Services

Often a child may be in immediate crisis, needing a timely
assessment.  The Emergency Mobile Psychiatric Program
(EMPS) provides community based psychiatric assessment
of children and youth in the child's home, at school, or at
other community siteswith the permission of the child'sparent/
guardian. This component of the Community Collaborative
servicedelivery issometimestheinitial point of entry into the
array of services provided through the collaborative. The
EMPS program is charged with providing assessment, brief

(continued on following page)



Systems of Care: Coordination of Services for Children with
Unmet Behavioral Health Needs

(continued from previous page)

intervention, and support until the child is connected with an
ongoing mental health provider. The EMPS program is
designed to work seamlessly with the Care Coordination
program by connecting the family with Care Coordination
services for the identification of supportive services, family
advocacy, systemic advocacy and other needed services.

Care Coordination Services

Care Coordinators are case managerstrained in the principles
of KidCare: servicesmust be child-specific, community-based,
family-driven, and culturally competent. The Care
Coordinators are also trained in children's mental health
issues, educational advocacy and other systemic advocacy.
Care Coordinators conduct a comprehensive assessment of
each child they work with, including the child’sfunctioningin
the following domains: Family, Safety/Crisis, Social/
Recreational, Psychological, Educational/Vocational, Legal,
Living Situation, Medical, Cultural/Spiritual, and any other
pertinent issues.

Thiscomprehensive assessment of the child uses nationwide
data of other children with behavioral health needs as a
baseline. Based on the assessment of the child’sfunctioning
as compared to other children with behavioral health needs,
the Care Coordinator and the parents/guardians, current and
potential service providers conduct a Child Specific Team
meeting where an individualized service plan is crafted to
meet the needs of the child. The services included are
traditional mental health services and non-traditional
community services. Traditional servicesmay included mental
health counseling, mentoring programs, respite services. Non-
traditional servicesinclude after school programs, recreational
programs, faith-based programs, and drumming circles, anong
others. Care Coordinators are primarily charged with
brokering servicesand helping to assurethat identified services
are delivered. With guidance from the family and other
members of the Child Specific Team, the Care Coordinator
also addresses the need to modify the array of services
delivered.

Family Advocacy Services

Families receiving services from their local community
collaborative havethe option of obtaining supportive advocacy
from parents of children with behavioral health needs. These
parentsare not only parents of children with behavioral health
needs; they are also trained advocates in the areas of case
management, children’s mental health, and educational
advocacy. Family Advocates also ensure that the direction
of the caseisfamily-driven.

Outcome Data

For Care Coordination services, functional improvement is
determined by re-administering assessment toolson aperiodic
basis. Changes in the child’s functioning are measured by
the changesinthe child’sscores. Thegoal isto seeapositive
progression in the child’s scores as the target case
management objectives are met.

Customer satisfaction surveys are also requested of each
parent/guardian at the conclusion of service. Thisinformation
is used to assess the ability of the Emergency Mobile
Psychiatric and Care Coordination staff to engage families
and children. Also, thereareitemsthat ask the parent/guardian
to indicate whether they believe their child’s functioning has
improved.

The Department of Children and Familiesal so makes quarterly
reports on the status of the Systems of Care/Community
Collaborativesto the State L egislature.

These reports are available on the Department of Children
and Families website: http://mww.state.ct.us/dcf/RFP/
Community_Based Updates.htm

Next Steps

If you are concerned about the unmet or complex behavioral
health needs of any of your child clients, please contact your
local Systems of Care/Community Collaborativefor guidance
on how to best access services for these children. Every
collaborative has a toll free phone number for Emergency
Mobile Psychiatric Services. Each collaborative aso has a
lead agency that provides access to Care Coordination
services. Every family that accepts Care Coordination
servicesis also offered the support of a Family Advocate.

The telephone access numbers for each Connecticut town
or community can be found at www.state.ct.us/dcf/
KidCare_Directory/CT_Comm.pdf

— Rossana L. Barnaby, LCSW, Social Work Consultant,
Center for Children’s Advocacy

(Footnotes)
1 www.nmha.org/inforcte/factsheets/11.cfm, accessed July 1, 2005

2 Connecticut Community KidCare: A Plan to Reform the Delivery and
Financing of Children’sBehavioral Health Services, January 2001



Managed Service System (MSS) to Coordinate
Array of Behavioral Health Services Available at
Local Level

In an effort to return children to their communities, and in
accordance with the Juan F. Exit Plan, the Department of
Children and Families is rolling out the Managed Service
System (MSS). MSSisaconsortium of DCF-funded provider
agencies convened under the authority of DCF to assure that
acomprehensiveand coordinated array of servicesisavailable
at thelocal level to meet the behavioral health and community
support needsof children and their families.By usingtheMSS
framework, DCF hopes to identify and meet the needs of
children with significant behavioral health needs. In addition,
by identifying the needs of specific children, and creating
servicesto meet those needs, DCF can build capacity to serve
other children. For example, if several children havethe same
identified need, such asintensivein-home psychiatric services,
and there is inadequate capacity to meet this need, the MSS
provider group will prioritize the need, develop alternative
service plans if necessary, and work to expand service
capacity to meet that need.

Enhanced Care Coordination Contractors

DCF Area Office Enhanced Care Coordination Contractor
Bridgeport Child Guidance Center of Bridgeport

Danbury Child Guidance Center of Waterbury

Hartford Wheeler Clinic

Manchester CHR

Meriden Child Guidance Clinic of Central Connecticut
Middletown Mid-State (Rushford)

New Britain Wheeler Clinic

New Haven Clifford Beers

Norwalk-Stamford Child Guidance Center of Southern CT
Norwich United Community Family Services

Torrington Child Guidance Clinic of Waterbury

Waterbury Child Guidance Clinic of Waterbury

Willimantic United Community Families

How does it work?

Representatives of all DCF-funded providersintheareaattend
weekly MSS meetings. At these weekly meetings, the team
reviewsthe casesof childrenwith significant behavioral health
needsto identify which providers can provide which services
to ensure that the children’s needs will be met in the
community. All provider representatives must have authority
to make decisionson behalf of their agencies, that is, to commit
their agency to provide particular services.

Children come to the attention of the MSS in one of two
ways. First, each area agency has contracted for Enhanced
Care Coordination. The Enhanced Care Coordinatorsreview
onaregular basisall children with significant behavioral health
needsin thefollowing settings:

e Children and youth in shelters;
e Children in SAFE homes;

e Childrenin DCFfacilities (Riverview, High Meadows,
and CCP);

* DCFinvolved childrenin community hospital emergency
rooms, or who have presented to emergency rooms with
behavioral health needs during the preceding week;

* Children and youth at imminent risk of residential
treatment or other out of home placement;

* Children and youth scheduled to be discharged from
residential treatment within 60 days;

e Children and youth at risk of disrupting from their current
placement; children and youth at risk of hospitalization for
psychiatric crisis; and

* Childrenin detention with significant mental health needs.

Second, DCF caseworkers can refer children to the MSS by
completing a short form. The Enhanced Care Coordination
Contractor or Area Resource Group (ARG) clinician then
completesclinica evaluationsfor childrenreferredtothe M SS.
A child-specific case conference, to include the enhanced
care coordinator, the DCF caseworker, family members,
caretakers, and otherswho know the child, isthen convened.
At the child-specific case conference, the team develops a
community-based behavioral health service plan. Theservice
plan is presented to the MSS at one of its weekly meetings,
with specific requests for services that are based on the
individual needs of the child. The membersof the M SS must
then determine who will meet the various needs of the child
in accordance with the service plan.

(continued on following page)
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(continued from previous page)

Do families participate?

Parents, guardians, providers, and other people who know
the child best are invited to participate in the child-specific
case conference, at which the behavioral health service plan
(or plan of care) is created. The enhanced care coordinator
then presents the plan to the MSS at the weekly MSS meet-
ings. Families do not participate in weekly M SS meetings.

Who can be referred to the MSS?

Thetarget population for the MSS is children with complex
behavioral health needswho areinvolved inthe child welfare
system, who either live at home under protective supervision
or are under the care of DCF. If a child with complex
behavioral health needsisnot receiving services sufficient to
meet his or her needs, the child can be referred to the MSS.
Thisincludes children living at home who are at high risk of
being placed outside of the home and children who are in
residential care and can be discharged with appropriate
Sservices.

What do | do if | believe a particular child’s case
should be presented to the MSS?

If you believe a particular child should be presented to the
MSS, you should ask the DCF caseworker to complete a
referral formto refer thechildtotheMSS. If you areuncertain
about whether the child isappropriatefor referral totheMSS,
you can contact the Area Resource Group Behavioral Health
Clinician to discussthe case.

Is Enhanced Care Coordination different from
System of Care Coordination?

While Enhanced Care Coordination under MSSissimilarin
concept, it providesaservicethat isdifferent fromthat provided
by the System of Care. In anutshell, MSS focuses on those
children, youth and families already involved with DCF and
who are in out-of-home care or at risk of out-of-home care,
while the System of Care focuses on children living in the
home who have significant mental health needs.

How does the CPT process fit in?

The Central Placement Team (CPT) and the MSS are two
different processes. The CPT is a mechanism for making a
referral to residential, group home, and transitional living
placements. Ordinarily, whenachildisready to bedischarged
from amental health facility or aresidential treatment center
to a less restrictive placement such as a group home, the
caseworker must complete a packet and send it to the CPT.
This is the appropriate process if the child's needs are not
complex, consultation has already taken place with an Area
Resource Group Clinician or Enhanced care Coordinator, other

community-based alternatives have been fully explored and
the child’s needs can be met in an existing placement setting.
If, however, a child has complex needs or there are barriers
to meeting the child’ s needs, the child’scase should bereferred
tothe MSS. When achild'scaseisreferred tothe MSS, itis
not necessary for the caseworker to complete a CPT packet.
The caseworker ssmply completes an MSS referral form. It
isimportant to note that there may be instancesin which the
M SS will make arecommendation that requires completion
of a CPT packet.

Is the process the same in every area office?

The process outlined above is the general process used
throughout the state but implementation in each area office
will vary. For moreinformation about how the M SSisworking
in a particular area, you can contact the Mental Health
Program Director in the DCF area office.

— Christina D. Ghio, Esg., Senior Attorney,
Child Abuse Project, Center for Children’s Advocacy

Thank You .. Robinson & Cole!

Through the help of some dedicated associates at
Robinson & Cole, the Center for Children’ sAdvocacy
has provided immigration assistance to dozens of low-
income children and youth in the Hartford area.
Attorney Megan Naughton, an associate at Robinson
& Cole, Hartford, CT, has been the lead attorney on
this pro bono effort. She partnered with the Center’s
Teen Legal Advocacy Clinicto assist youth at Hartford
Public High School with everything from requestsfor
an extension of their stays in the United States, to
complex abuse and neglect casesinvolving immigration
matters.

Attorney Naughton meets with students and parents
at Hartford Public High School severa timesthroughout
the school year, and also makes herself available for
emergency calls. Her help has been invaluable for a
population of youth who would not otherwise be able
to keep up with thefast-changing world of immigration
services.

Attorney Naughton is a member of the American
Immigration Lawyers Association and the Labor and
Employment Section of the Connecticut and American
Bar Associations.




Connecticut Update: Important New State Legislation

CCA'’s Legislative Efforts Result in Passage of Two Major Bills

Connecticut Legislature Creates Commission
on Child Protection to Improve the Quality of
Legal Representation

Public Act No. 05-3, Sec. 44-47

Effective October 1, 2005 (Sec. 44, 45, 47);
and July 1, 2006 (Sec. 46)

In an historic move in the waning hours of the legislature's
special session, thelegidature voted to create the Commission
on Child Protection to administer the attorney appointment
system in child protection cases. The creation of the
Commission is abold step in improving the quality of legal
representation provided to parentsand childrenin child abuse
and neglect cases.

By creating the Commission on Child Protection, the law
removes from the Judicial Department the responsibility for
administering the attorney appointment system, thereby
eliminating the conflict of interest inherent in the Judicial
Department administering contractsfor attorneyswho appear
beforeit.

The Commission will exist for administrative purposes under
the Office of the Chief Public Defender but will operate
independently. The Commissionwill appoint the Chief Child
Protection Attorney, who will be charged with establishing a
system for the appointment of attorneysin child protection
matters and ensuring that it is appropriately administered.

Most importantly, the Chief Child Protection Attorney must
provideinitial and in-servicetraining for attorneys providing
lega servicespursuant tothelaw and establish training, practice
and caseload standards. The standards will apply to any
attorney who represents children or indigent parents and must
be designed to ensure (1) ahigh quality of legal representation
and (2) proficiency inthe procedural and substantive law and
inrelevant subject areas, including, but not limited to, family
violence, child development, behavioral health, educational
disabilitiesand cultural competence.

For full text of this Act, go to: www.cga.ct.gov/2005/ACT/
PA/2005PA-00003-R0O0HB-07502SS1-PA.htm

Status Offenders Can No Longer be
Incarcerated

Public Act No. 05-250

Effective October 1, 2007

For the past three years, CCA has introduced legislation
regarding the incarceration of status offenders who have
violated court orders. Finally, legislation passed this year
prohibitsany statusoffender from being heldin asecurefacility
after October 1, 2007.

In Connecticut fiscal year 2003-2004, therewere 4,161 Family
With Service Needs (FWSN) referrals for 3,850 children.?
Many of these youth are often victims themselves, and have
significant behavioral health problems. Nevertheless, there
are currently few resourcesto addressthese children’s needs.
As aresult, many youth, particularly girls, would find
themselves incarcerated in the state’s detention centers only
because they had not strictly followed rules relating to their
behavior, and not because they had committed any juvenile
justice offense.

Under current federal law, status offenders (truants and those
beyond control of their parents) cannot be incarcerated
because status offenses are not considered delinquent in
nature.Connecticut and other states have been circumventing
this law, not by incarcerating status offenders in the first
instance, but charging them with adelinquent act whenthey
violate their curfew or other rules, and then incarcerating
them as a result.

Connecticut’s law in this regard, until the passage of this
legidation, wasout of stepwiththenational trend. For example,
Florida and New York have created mandatory diversionary
periods before FWSN youth can be processed through the
court system. (See Changing the Satus Quo for Satus
Offenders. New York Sate's Efforts to Support Troubled
Teens — from the Vera Institute: www.vera.org/
publication_pdf/253 496.pdf). Further, at |east 13 stateshave
placed a prohibition on incarcerating or placing FWSN youth
violators in secure detention facilities, including Delaware,
Maryland, Mississippi, New York, Pennsylvania,
Massachusetts, New Mexico, Minnesota, New Hampshire,
Oklahoma, Vermont, West Virginia, and Wyoming.

This Bill provides that no status offender can be processed
asadelinquent or held in detention as aresult of violating a
court order which regulates their future conduct that was
issued by the court following aFWSN adjudication. Therefore,
if achild doesrequire commitment or placement, it must bein

(continued on following page)
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(continued from previous page)

afacility that is not ajuvenile detention center and must be
after the court has determined that thereisno lessrestrictive
alternative appropriate to the needs of the child and the
community.

TheBill now places Connecticut in consonant with those states
around the country that havefinally realized that the behavior
of these youth is merely masking underlying academic
difficulties or mental health problems. Thisnew system also
addresses the economic efficacies aswell.. The average cost
of detention in Connecticut is $300 per day per child. In
contrast, community-based wraparound services (i.e.
Wraparound Milwaukee) which would be more effective
alternatives for this population are $158 per day. (See
www.wraparoundmilwaukee.org). (Seeaso, Unlocking the
Future: Detention Reform in the Juvenile Justice System,
Caoalition for Juvenile Justice, 2003 Annual Report, pp.22-
23, www.juvjustice.org/pul bi cations/2003ar.html

For the full text of the Act, go to: www.cga.ct.gov/2005/
act/Pa/2005PA-00250-RO0OHB-06978-PA.htm

(Footnotes)

A FWSN child is defined as one who “(A) has without just cause run
away from the parental home or other properly authorized and lawful
place of abode; (B) is beyond the control of parents, guardian or other
custodian; (C) hasengaged in indecent or immoral conduct; (D) isa
truant or habitually truant or who, while in school, has been
continuously and overtly defiant of school rules and regulation.” Conn.
Gen. Stat. § 46b-120(8).

Juvenile Justice

An Act Concerning Youthful Offender Proceedings
(Public Act No. 05-232): Effective January 1, 2006

TheAct broadens the eligibility for youthful offender status
by extending eligibility to youthswith prior youthful offender
convictionsand youths previously afforded pretrial programs
for accelerated rehabilitation. Under this Act, 16- and 17-
year-olds whose cases are heard by the adult criminal court
are presumed eligiblefor youthful offender status unlessthey
(1) are charged with one of the eight serious felonies or (2)
have been previously convicted of a felony in the regular
criminal docket or previously adjudged a serious juvenile
offender or serious juvenile repeat offender. Prosecuting
attorneys may challenge the youth’s eligibility for youthful
offender status or seek acourt order to transfer the defendant
to the adult criminal docket. The Act sets the maximum term
of imprisonment or commitment at four years regardless of
the crime charged.

For full text of the Act, go to: www.cga.ct.gov/2005/act/
Pa/2005PA-00232-R0O0HB-05215-PA.htm

Child Welfare

An Act Concerning Eligibility for Subsidized
Guardianship

(Public Act No. 05-254) Effective October 1, 2005

TheAct allows relative caregivers who have been caring for
childreninthe care or custody of DCF to request guardianship
subsidies within six months of placement, rather than the
current waiting period of 12 months.

For full text of the Act, go to: www.cga.ct.gov/2005/act/
Pa/2005PA-00254-R00SB-01038-PA.htm

An Act Concerning The Department of Children
and Families and Child Abuse or Neglect
Proceedings

(Public Act No. 05-207) Effective October 1, 2005

TheAct requiresDCF to mail anatice of recommended finding
of abuse or neglect within 5 days to the accused individual
and conduct an internal review within 30 days of receiving a
notice of appeal . Individual s wishing to challenge the results
of theinternal review must request an administrative hearing
within 30 days. The hearing officer must issue a written
decisionwithin 30 daysafter the hearing concludes. Individuals
whose nameswere listed on theregistry prior to May 5, 2000
are permitted to appeal if they have not already done so.
Further, the Act requires unsubstantiated case files to be
expunged five years after the completion of the DCF
investigation.

Effective December 1, 2005:

TheAct requires atwo-step determination prior to placing an
individual’s name on the DCF child abuse registry. When a
report of abuse or neglect has been substantiated, prior to
placing anindividual’sname on the registry, the Commissioner
must further determine that (1) an identifiable person is
responsible and (2) that this person poses arisk to the health,
safety, or well-being of the children. Except in cases of (1)
death, (2) sexual abuse, (3) risk of serious physical or emational
abuse, (4) seriousphysical injury, (5) thearrest of the accused,
or (6) termination of the abuser’s parental rights, actual
placement on the registry and disclosure of thisinformation
cannot occur until the accused individual has exhausted or
waived all available administrative appeals.

For full text of the Act, go to: www.cga.ct.gov/2005/act/Pa/
2005PA-00207-R0O0HB-05057-PA .htm

— Johanna Francis, Law Student Intern,
Center for Children’s Advocacy



Suspension, Expulsion and Arrest:
A Growing Nationwide Phenomenon

Many children who would previously have been sent to the
principa’sofficeor required to remain after school arenow being
suspended, expelled and arrested. These childrenand youth are
likely to be studentsin need of increased support, structure and
services in school; instead, they are receiving less structure, an
immediateresult of their exclusionfrom schoal. Thisphenomenon
is happening nationwide for avariety of reasons.

According to the US Department of Education, a“ zerotolerance
policy” is defined as a school or district policy that mandates
predetermined consequences or punishments for specific
offenses. Mogt districtshave policiesthat meet thisdefinition for
incidentsinvolving wesapons, violence perpetrated upon another
school community member, and drugs. Problemsariseinthefirst
two categoriesthrough policy implementation. In additiontoall
the stories about the children and youth who hunt and fish with
their parents on the weekend and forget that they till have a
skinning knifeintheir backpack, there are countlesschildren and
youth who are suspended and expelled for having adull knife,
less than two inches in length, including the handle. While
schools should be alowed to ensure that
students in both instances learn that
respons blebehavior incudesremembering
toremoved| prohibited materialsfromyour
backpack the night before you return to
school, neither scenario should warrant the
expulsion of the student. However,
students are expelled under these
circumstances.

Similarly, while students should not fight
withtheir peersor assault the adultsinthe
school building, thereisaleve of discretion
that must be exercised by school
administrators to determine when a
student is recommended for expulsion and/or arrested for this
offense. If thetermisnot clearly defined, “fighting” caninclude
a shoving match between two students, an incident where one
student isoverpowered by another sudent or studentsand sustains
serious injuries requiring atrip to the doctor and/or emergency
room, or an incident where a student assaults another with a
weapon. Clearly, the shoving matchisin acompletely different
category of offense from either of the latter two scenarios.
However, the students could all be expelled and/or arrested.

Expansion of Zero Tolerance

Whilethe principleof zerotolerancewasoriginally applied under
the limited circumstances described in the preceding section, it
has gradualy expanded to include minor offenses like cutting
class, wandering the halls, insubordination, being lateto schoal,
etc. Thereisno clearly articulated rationale for this expansion.

Theinclusion of minor offenses expandsthe negativeimpact on
students' ability to experience academic success.

Background and Research

TheFedera government first sanctioned theuse of zerotolerance
asadisciplinary measurein primary and secondary schoolswhen
the Guns Free Schools Act became law in 1994. This was
expanded to include students with specia needsthrough IDEA
in 1997. These laws mandated the exclusion of students who
committed certain offensesfor one school year, or permitted the
school digtrict to place students protected by IDEA indternative
settings, without the parent’s consent, for alimited time period.

A survey completed by the Education Law Center of Newark,
New Jersey, examined the positionsof national organizationsfor
key stakehol derswithin the education system. Thesurvey found
that theA merican Federation of Teachers, theNationa Education
Association, and national associ ationsfor school administrators,
school psychol ogistsand school socia workersall recognizethat
problemsexist intheimplementation of “ zerotolerance’ policies
inschools. They al also agreethat prevention and individualized
approachesto disciplinearemost appropriatefor lesser offences.

The survey also reported that
school disciplinary data at both
the district (Skiba et d., 1997)
and nationa (Heaviside et 4.,
1998) levels revea that those
offenses that are the primary
target of zero tolerance (e.g.,
drugs, weapons, gangs) occur
relatively infrequently. Themost
frequent disciplinary eventswith
which schoolswrestleare minor
disruptive behaviors such as
tardiness, class absence,
disrespect, and noncompliance.?

“There is as yet little evidence that the strategies typically
associated with zero tolerance contribute to improved student
behavior or overal school safety. Research on suspension and
expulsion raise serious concerns about both the equity and
effectivenessof school exclusion asan educationd intervention.”2
Theresearch that has been completed reveal sthat zero tolerance
policies have a disproportionately negative impact on youth of
color and youth who are poor. The punishment ismorefrequent
and more severe, particularly in the area of subjective offenses
like“insubordination”. Thedataa soindicatesthat studentswho
drop out of school are more likely to have experienced a
disciplinary exclusion from school. While the research
concerning the impact of suspension and expulsion on students
isclear, thereislittle datademonstrating that the use of suspension
and/or expulsionimproves school safety.

(continued on following page)
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(continued from previous page)
What Can You Do?

Bringing theissue of the exclusion of studentsfrom school with
thelong and short term consequencesthishasfor the community
to boards of education requires aconcerted and sustained effort
by parents, students, and other adultswho want school sto provide
safe learning environments without the unnecessary exclusion
of students.

Any actiontakento eliminate zero tolerance policiesinyour local
school district should highlight the following for school and
municipd officids

Such policies are not developmentally appropriate:
* They inhibit children from forming trusting bondswith adults,

* They providetroubled children with anincreased level of
unstructured time,

* Rather than fostering a positive attitude toward justice and

discipline, zero tolerance teaches students that adults do not

consider extenuating circumstances and, therefore, justiceis
arbitrary.

Such policies cause excluded students to suffer
academically:

* Studentsfall behind inwork
* Studentshave anincreased likelihood of dropping out

* Policiesincreasethelikelihood that studentswill be charged
withjuvenileor crimind offenses

* Students who are sixteen or older will be charged as adults
for incidents as minor asfighting with another student even if
no weaponsareinvolved in theincident.

* Policiesmay not be uniformly appliedto al students

* |[tispossibleto have safety, low levelsof disciplinary
referrals, and high achievement

If you arean Attorney representing achild whoisdisciplined
under azero tolerance policy, it isessential that you respond
quickly. If thechild isreceiving special education and related
services, amanifestation planning and placement team meeting
must occur prior to theimposition of discipline. The purpose
of this meeting is to examine whether the circumstance that
would otherwiselead to discipline arerelated to the student’s
disability and if so, what adjustments should be made to the
student’s | EP to address the issue.

If the student is aregular education student, the child should
be represented by an attorney at the expulsion. The attorney
should ask the parents and the student whether they know of

other students who were treated less severely for the same
violation. In preparation for this hearing, the attorney should
review the student’s entire academic and disciplinary file. A
review of the file should focus upon identifying issues
concerning the school’s failure to comply with its policies,
many of them mandated by statute, concerning the provision
of servicesto studentsand parental involvement. It isessential
to ensure that there are adults present who will testify about
the student’s good qualities. The attorney should also be
prepared to enter information concerning the ineffectiveness
of zero tolerance into the administrative record. This
preparation includes articulating why this information is
relevant to the hearing.

— Ann-Marie DeGraffenreidt, Director, TeamChild,
Center for Children’s Advocacy

(Footnotes)

1 Survey Of Key Education Stakeholders On Zero Tolerance Student
Discipline Policies, Ellen M. Boylan, Esq., and Jennifer Weiser, Esq.
(2002)

2Zero Tolerance Zero Evidence, Skiba, Russell J. (2000), p2.

National News: Wisconsin Requires Taping
of Juvenile Confessions

This is an extremely important juvenile law case.
There was some effort last legislative term regarding
this issue in Connecticut.

Inan opinionfiled on July 7, 2005, the Wisconsin
Supreme Court issued aruling requiring the recording
of all juvenile confessions (2002AP3423).Wisconsin,
Minnesota and Alaska are the only states with this
requirement.

The court held, “... we exercise our supervisory
power to requirethat all custodial interrogation of
juvenilesin future cases be el ectronically recorded
where feasible, and without exception at a place of
detention.”

The court clarified that audiotaping is sufficient to
meet this standard, but videotaping may provide a
better record of an interrogation. In her concurring
decision, Chief Justice Abrahamson referenced brain
research as support: “A per se rule should be adopted
because juveniles do not have the decision-making
capacity and understanding of adults. Emerging
studies demonstrate that the area of the brain
governing decision making and the weighing of risks
and rewards continues to develop into the late teens
and early twenties.”



Medical-Legal Partnership Project
Achieves Positive Results for
Children’s Health Outcomes

CCA’s Medical-Legal Partnership Project (MLPP)
is part of an important team of providers that
improves children’s health outcomes by ensuring
that families’ basic needs are met.

Mikela* isaninfant. Her family is here from Ghana, and is
undocumented, with no income. On arecent well-care visit
to her pediatrician, Mikela's mother, Mary, informed the
pediatrician that shelacked health insurance and wasreceiving
a humber of hospital-related bills stemming from her pre-
natal care, Mikela's birth, and well child visits. Despite
Mikela sneed for on-going medical care, Mary was concerned
about her mounting hospital bills. The pediatrician referred
the family to the Medical Legal Partnership Project.

The MLPP attorney did an immediate intake of the family
and assessed their eligibility for state cash assistance, food
stamps, and health insurance. The MLPP determined that
whileMikela's parentsdid not qualify for on-going assistance,
her parents could still apply for state assistance on Mikela's
behalf, since Mikelawas born in the United States and thus,
isaU.S. citizen. It wasalso determined that though Mary is
an undocumented alien, she still qualified for Emergency
Medicaid to cover her labor and delivery expenses.

The ML PP attorney helped the family obtain the appropriate
paperwork from the Department of Social Services (DSS)
and, within a couple of weeks, Mikela had cash assistance,
food stamps, and health insurancein place, retroactiveto her
birth date. Mary was approved for Emergency Medicaid that
covered her labor and delivery expenses, substantially
reducing her hospital-related debt.

Stephen*isa7 year old boy with spastic diplegiawith left
hip did ocation and right hip subluxation. Stephen lived at home
with hismother, Gina, and older brother. Ginacalledthe ML PP
because she had concerns regarding Stephen’s home nursing
care. Sheinformed the ML PP attorney that she had requested
30 hours/week of a private duty nurse and 20 hours/week of
ahome health aide, but the nursing agency wasonly providing
10 hours/week.

TheMLPP attorney did animmediate intake and investigation.
Upon review, it was determined that since Stephen was on
Medicaid herightfully qualified for 30 hours/week of aprivate
duty nurse, aswell as 20 hours/week of a home health aide.
The MLPP attorney spoke with the managed care company
responsible for Stephen’s health care, as well as with the
contracted nursing agency. The nursing agency initially
declared that they were unable to provide the full requested
hours due to a nursing shortage, After several phone-
conference negotiation sessionswith both the nursing agency
and the managed care company, a settlement was reached
that met Gina's request for additional hours, and Stephen’s
specia healthcare needs are being properly addressed.

* names have been changed to protect clients’ privacy

TIPS for Lawyers

My child client has been in an out-of-state residential
placement for over one year.

He wants to go to a less restrictive setting and to
come back to Connecticut, but he still has some very
challenging behaviors. The worker says he doesn’t
know of any placements that would be appropriate for
my client. What can | do?

You can contact the Area Resource Group (ARG) directly to
ask for their assistance in assessing the needs of the child
and identifying in-state resources that can meet the needs of
the child. Sometimes the ARG can develop an appropriate
plan and facilitate the child’s return to the community. This
may or may not require that the caseworker complete a CPT
packet.

If the child's needs are indeed complex, the case can be
referred to the Managed Service System (MSS). The ARG
or the Enhanced Care Coordinator for the M SS can complete
a comprehensive evaluation of the child and hold a child-
specific case conference. It isimportant that you, asthe child’'s
attorney, review the comprehensive eval uation and attend the
child-specific case conference to ensurethat the child'sneeds
are clearly and concretely identified. The discussion at the
child-specific case conference should focus on what services
the child would need to successfully return to the community,
rather than whether the child meetsthe criteriafor particular
placements or whether the needed servicesare available. The
purpose of the child-specific case conferenceisto develop a
written service plan that will be presented to the M SS.

Astheattorney for the child, you should attend the M SSwhen
your child-client’s caseis presented to advocate on behalf of
your client. The M SS meeting should include a discussion of
the services necessary for your child client to return to the
community. The service providerswould then be expected to
“step up to the plate” and identify which providerswill meet
which needs.

For more information on the M SS process, see the article on
page 4 of thispublication.

Center for Children’s Advocacy frequently receives calls
from attorneys seeking advice.

If you have a question, or atip for other attorneys who
represent children, please email cghio@kidscounsel.org.

In this column, we'll share questions and responses that
may affect other cases.
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CCA Training Seminar Addresses Connecticut’s Challenge to
Implementation of No Child Left Behind Act

Attorney General Richard Blumenthal and
Education Commissioner Betty Sternberg
Address CCA Seminar on NCLB

The Center for Children’sAdvocacy’s June 29training semi-
nar featured a critical analysis of the impact of the federal
No Child Left Behind Act
(NCLB) on educationin Con-
necticut. Attorney General
Richard Blumenthal addressed
the legal shortcomings of the
act —itsunfunded mandates—
as well as his office’s inten-
tion to bring suit against the
federal government. State
Department of Education
Commissioner Betty Sternberg
discussed the unreasonable-
ness of the act’s various
requirements, particularly its
directives on testing and
assessments. While both
speakers recognized the well-
intentioned principles behind
theact, they determined NCLB
ultimately fails in effectively
reaching its goals, and short-
changes the children it is
meant to serve. Thisfailurelies
in its “one size fits all” ap-
proach to education, which
provides no flexibility in addressing the educational needs of
childrenfromindividual states.

Attorney General Richard
Blumenthal discusses the
issues regarding Connecticut’s
implementation of NCLB

Unfunded Mandates - The Basis for State Claim
against Federal Government

Attorney General Blumenthal is currently reaching out to
local school boards and educators statewide to support his
office’s efforts to make the federal government
accountable for the act’s requirements. He
highlighted the following section of NCLB as
providing the gravaman of Connecticut’s
potential claimsagainst the federal government:

“(@) GENERAL PROVISION. Nothing in this
chapter shall be construed to authorize an officer
or employee of the Federal Government to
mandate, direct or control a State, local educational
agency, or school’s curriculum, program of
instruction, or allocation of Stateor local resources,
or mandate a State or any subdivision thereof to

Thelanguage of thisprovision requiresthat statesand localities
not direct their own funding to fulfill the act’s requirements.
Despitethis specific language, Connecticut’seffortsto comply
with NCLB remain grossly under-funded. In fact, according
to a recent report mandated by the Connecticut state
legislature, Connecticut’s efforts at compliance are under-
funded by more than $41 million.*

Asaresult, theAttorney Generd identified thefollowing claims
which he plans to bring in a lawsuit against the federal
government: (1) the federal government isin grossviolation
of 20 U.S.C. § 7907(a) for failing to provide Connecticut
with the funding necessary to ensure adequate compliance
with the act at state and local levels, and, (2) theNCLB inits
totality exceedsthe powers of Congressand violatesthebasic
principles of federalism by infringing upon traditional state
powers to direct matters of education.

Because of the courts' general preference to refrain from
considering constitutional questions when there are lesser
grounds upon which an issue may be decided, Blumenthal
cited the latter claim as secondary to the first. He surmised
that it will not be necessary to reach the second claim, since
the suit will likely focus on the allocation of funds between
federal government and the state. Because of extensive
research done by the state, he expressed confidence that
Connecticut will prevail on these “accounting disputes.”?
Blumenthal admitted that many of NCLB’s directives,
especialy the testing and assessment standards, require
modification. He conceded that the legislature, and not the
courts, however, would be the more appropriate forum to
facilitate such change

NCLB’s Testing/Assessment Requirements at
Odds with Connecticut’s Requirements

Commissioner Sternberg discussed the substantive aspects
of NCLB from the practical perspective of an educator
attempting to make the law areality in her state. The heart of
theproblemliesintheact’s"onesizefitsall approach” which
in effect prevents states from establishing testing standards

spend any funds or incur any costs not paid for
under this chapter.” 20 U.S.C. §7907(a).

Department of Education Commissioner Betty J. Sternberg discusses substantive
educational aspects of NCLB



CCA Training Seminar Addresses Connecticut’s Challenge to
Implementation of No Child Left Behind

that may be more advanced than the national requirement.
For example, per NCLB, Connecticut must add new
Connecticut Mastery Tests (CMTs) for grades three, five
and seven. Inthisway, NCLB effectively imposesvery specific
and expensive directives that provide no room for alternate
means of compliance and no tangible benefit to Connecticut’s
children.

Commissioner Sternberg expressed frustration at the US
Department of Education’s recent response to Connecticut’s
request to consider use of alternative assessment procedures.
Rather than require annual standardized testing, the
Commissioner argued that NCLB should provide the
opportunity for “formative assessments’ which analyze
students' progress by employing testing donein small pieces
throughout the school year. As another option, the US
Department of Education suggested a “dumbing down” of
Connecticut’s current testing procedures by replacing crucial
writing tests with multiple choice assessments.

Important Recommendations Not Addressed
by NCLB

The Commissioner outlined five specific recommendations
in areas on which NCLB is silent. Rather than require
inflexible testing procedures, Commissioner Sternberg
proposed that the federal government adopt lawsthat aim to
achievethefollowing:

1) Ensure that al three to four year-old children attend a
high quality pre-school or pre-kindergarten program;

2) Address the literacy needs of the state’s parents;

3) Ensure that the poorest of children are given access to
high quality medical and mental health services,

4) Ensure that every child receives a high quality education
taught by high quality teachers, incorporating technology as
alearning tool and formative assessments to gauge
academic progress; and,

5) Ensure the availability of alonger school day and school
year for every child who needs this additional time.

If these objectives were adequately provided for through
federal laws and were backed by federal funding, then states
might be one step closer to leaving no child behind.

For more information on No Child Left Behind and its
effect on Connecticut’s children, go to www.state.ct.us/
sde/nclb/

— Marisa Mascolo, Law Sudent Intern,
Center for Children’s Advocacy

(Footnotes)

!Connecticut State Department of Education,

Cost of Implementing the Federal No Child Behind Act in Connecticut,

Sate Level Costs, Part | and Local Level Costs, Part 11, (2005).
Go to www.state.ct.us/sde/NCLB_Sudy 2 28 05.pdf

2 The funds the state allegesiit is due are detailed extensively in the

Cost of Implementing the Federal No Child Behind Act in Connecticut,

State Level Costs, Part |, and Local Level Costs, Part |1, cited above.

For alist of reference siteson NCLB, please email
bber k@kidscounsel.org

Connecticut Supreme Court

Grants Absolute Immunity to Lawyers
Appointed to Represent Childrenin
Custody Disputes

Paul Carrubba Et. Al. v. Emily J. Moskowitz
(SC 17157) July 26, 2005

On July 18, 2005, the Connecticut Supreme Court
issued aruling granting absoluteimmunity to lawyers
who are appointed to represent children in custody
disputes. This decision expands last year'sAppellate
Court ruling that granted court-appointed lawyers
quaifiedimmunity.

The Court’s ruling adopts the U.S. Supreme Court’'s
standard in determining when a court-appointed
attorney qualifiesfor absoluteimmunity. This
standard includeswhether liability, intimidation and
harassment might deter the lawyer from performing
his or her court-ordered role; whether there are
sufficient procedural safeguards against misconduct
by the lawyer; and, whether the lawyer is performing
afunctionintegral to thejudicial process.
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Truancy Court Prevention Project:
First Year Update

TCPP Worked with Hartford Public Schools to
Improve Attendance and Highlight Systemic
Truancy Issues

The Truancy Court Prevention Project (TCPP), a joint
collaboration between Hartford Public Schools, the Center
for Children’sAdvocacy, the Connecticut Judicial Department,
and state and local community service providers to combat
truancy among Hartford's 9" grade students, hasbeen working
at Hartford Public High School (HPHS) over the past school
year. The project began with 20 studentsin September 2004
and added 7 additional studentsin January 2005, for atotal of
27. The project provided intense case management services
through Catholic Charitiesand Youth Opportunities Hartford,
aswell asweekly judicia review of each student’sattendance.
The Project wasfortunate to have acadre of dedicated judges,
including Judge Herbert Barrall, Justice Richard Palmer, and
Judge Herbert Gruendel, who volunteered their timeto come
to HPHS and help to monitor students’ attendance and
academic progress.

In addition, each student in the Project received a thorough
educational assessment. The TCPP partnered with Capital
Region Education Council (CREC) to secure a grant from
the Tow Foundation which funded a part-time educational
consultant for the Project. After securing educational rel eases
from each of the parents of TCPP youth, the educational
consultant reviewed each student’sentire cumul ative fileand
made individualized recommendations for academic
improvement. Although the academic deficiencies were
difficult to turn around in one year’ stime, the Project worked
collaboratively with Hartford Public Schools to not only
improveindividua student’s attendance, but also to highlight
systemic issues affecting entire groups of students. For
example, the evaluator determined that after review of
educational records in the Hartford school system, children
with truancy problems:

* Have received bilingual services (63%) that terminated or
transitioned to LTSS prior to Grade 7;

* Showed patterns of absenteeism as early as kindergarten
and first grade (37%);

* Wereretained or promoted by exception at |east once (93%);
and/or

* Demonstrated significant academic delays that were never
evaluated (30%).

These findings were presented to Superintendent of Schools
Raobert Henry in April, 2005. The Center continues to use
thesefindingsto advocatefor systemic reformwithin Hartford
Public Schools.

In looking forward to the next school year, the Center for
Children’s Advocacy is pleased to announce that the TCPP
has been granted an Equal Justice Works Fellow who will
begin in September, 2005. The Fellow will provide legal
advocacy for truant youth involved in the TCPP. The Project
iscurrently recruiting studentsfrom Quirk Middle School who
have aprevious history of truancy and will be entering the 9"
grade at HPHS in thefall. If you know of any students you
would liketo refer to the Project, please call Stacey Violante
Cote at (860)570-5327.

— Sacey Miolante Cote, Director, Teen Legal Advocacy Clinic,
Center for Children’s Advocacy

CCA Offers Brochure Series for Teen Clients

The Center for Children’s Advocacy has published a series
of brochures for teen clients. Topics include: Teen Dating
Violence, Child Support for Teen Mothers, Child Support for
Teen Fathers, TFA (Cash Assistance), Homelessness,
Financial Aid for College, Emancipation, DCF’s Independent
Living Program, Truancy, and Confidential Health Care.

For more information, or to order copies of the Center’s
brochures for teen clients, please call 860-570-5327,
or go to www.kidscounsel.org/publications.



Needed Responses to Increase in Teen Dating Violence

National Survey Finds One out of Eleven High
School Students Have Been Victims of Violence

What is Teen Dating Violence?

Dating violence is morethan just arguing or fighting. Dating
violenceisapattern of controlling behaviorsthat one partner
usesto get power over the other, including any kind of physical
violenceor thresat of physical violenceto get control; emotional
or mental abuse, such as playing mind games, making one
feel crazy, or constantly criticizing or putting one down; sexual
abuse, including making one do anything they don’t want to,
refusing to have safer sex, or making onefeel bad about their
sexuality.

Teen Dating Violence is on therise. In one study, as high as
96% of high school students reported emotional and
psychological abusein their dating relationships.t Moreover,
nearly 9% of American high school students report being
physically abused by a dating partner. In Connecticut, this
number jumps to 13%, higher than any other state in the
nation.2

What are the Legal Options for Victims of Teen
Dating Violence?

Most importantly, the teen should talk to his’her parent or
legal guardian. If aparent or legal guardian is not available,
theteen should get help from atrusted adult. Theteen’s parent
or atrusted adult may be able to provide temporary shelter
and/or arrange for shelter through local domestic violence
programs. They can also assist the teen in obtaining a
restraining order against their boyfriend/girlfriend.?

A restraining order is issued by the Family Division of the
Superior Court.* Thereisno chargeto filethe application for
arestraining order, however, most courtswill require aparent
to file on a teen’s behalf. If the parent is not available, the
teen is encouraged to work with atrusted adult who can file
ontheir behalf asa“next friend”. If they don’t have atrusted
adult, and they are 16 or older, the clerk’s office may likely let
the teen file on hig’her own. If they are under 16 years old,
the clerk’s office can consult with ajudge to determineif the
teen can apply on hig’her own. Itisimportant to notethat any
teen 18 or older can automatically apply on their own behalf,
asthey have reached the age of maturity and hence are adults.

Once a teen files an application for a restraining order, the
judge hasthree options. First, the judge can deny the request
and dismissthe case. Second, thejudge can grant the request,
issue an ex parte temporary restraining order, and schedule a
hearing (the hearing should be scheduled within 14 days).
The judge’s clerk will give the teen two certified copies of
thejudge’'sorder, one of which, along with the original, must
be provided to asheriff, who will give noticeto the defendant

of the hearing date. Thismust be done at | east five days before
the hearing date. If the judge issues an ex parte temporary
restraining order, there is no charge for service on the
defendant.

Third, thejudge can simply schedul e a hearing, without an ex
partetemporary restraining order. In this case, theteen would
be responsible for service charges, however, the teen can
always make a fee waiver request. Once at the hearing, the
judgewill make afinal determination asto whether or not to
grant a permanent restraining order. A restraining order can
last up to 6 months, or longer® if extended by the court, and
can provide many legal protections, including prohibiting the
defendant from threatening, harassing, assaulting and/or
mol esting theteen. Therestraining order can also prohibit the
plaintiff from entering the teen’shome and/or school.Violation
of arestraining order allows policeto do an immediate arrest
and isa Class A misdemeanor.

What is the Difference Between a Protective
Order and a Restraining Order?

It is important to note that when an abuser is arrested, the
victim can also benefit from a protective order. A protective
order, versusarestraining order, isissued solely by thecriminal
courts and thus, you must have an underlying criminal case.
A protective order terminates when the court disposes of the
underlying criminal case and violation of aprotective order is
a Class D felony. A protective order offers more protection
than arestraining order because violating a protective order
isafelony criminal charge.

For more information on Teen Dating Violence, please call
Stacey Violante Cote at 860-570-5327 or email
sviolant@kidscounsel.org.

— Gladys Nieves, Esq., Medical-Legal Partnership Project
Center for Children’s Advocacy

(Footnotes)

1 www.SafeYouth.org

2 Connecticut Children’s Medical Center, Violence Prevention Program.
Fact Sheet: Teen Dating Violence

3 Teens who are married, formerly married, a child of, have a child with, or
if 16 and older and have lived with their abuser, or if 18 or older and are
related by blood or marriage to their abuser may also file a restraining
order. C.GS.A § 46b-38a

4 Also known as Relief from Abuse

s Love Supposed to Hurt Me?

“Is Love Supposed to Hurt Me?” is CCA’s newly published
brochure on Teen Dating Violence. Please see box on page 14
to order copies of this and other brochures for teen clients.
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