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Oversight: Infant Fatalities in Homeless Shelters


The General Welfare Committee, chaired by Council Member Bill de Blasio, will meet on November 9, 2004, at 10 a.m. to conduct an oversight hearing regarding infant fatalities in homeless shelters.  Representatives from the Administration for Children’s Services (“ACS”) and the Department of Homeless Services (“DHS”) are expected to testify. 

Background

On June 30, 2004, the General Welfare Committee held an oversight hearing in response to the death of 3-month-old Colesvinton Florestal on May 20, 2004, from physical abuse allegedly inflicted by his parents.  According to an assessment at the emergency room, the infant showed signs of malnourishment, dehydration and multiple fractures to his arms and legs, which led the Medical Examiner to conclude that the infant had died from continued and sustained abuse and neglect.
  Both of his parents subsequently were charged with second-degree murder and endangering the welfare of a child.

At the time of the infant’s death, the Florestal family, including his parents and his 5-year-old half-brother, lived in the Hamilton Hotel, a private hotel that contracts with DHS to provide shelter for homeless families.  According to media reports, five DHS caseworkers work at the shelter, which houses approximately 150 families.
  Reports have indicated that DHS was not aware of the mother’s history of substantiated claims of child abuse.
  

According to published reports, the Florestal family had been involved with the City’s child welfare system since 1999, shortly after Jovannie Florestal gave birth to her first son, Christopher.
  During this time, ACS provided various services to Ms. Florestal, including parenting-skills classes and child-care counseling.
  Further, Christopher spent approximately one year in foster care.  Ms. Florestal herself also had spent time in foster care.  Colesvinton Florestal’s father, Colesvinton Florestal, Sr. reportedly has had involvement with the criminal justice system.
  At the time of Colesvinton Florestal’s death the family did not have an active case with ACS and therefore was not receiving services from the agency.
  Apparently, the agency was unaware of the family’s whereabouts at the time of the infant’s death.
  The deaths of Colesvinton Florestal and other young children in New York City’s shelter system raise questions about the level of communication and the degree to which DHS and ACS coordinate and share information with one another and about how effectively each agency ensures the safety of its clients.  

ACS investigates approximately 55,000 reports of child abuse and/or neglect involving over 88,000 children in New York City annually.
  According to ACS, there were 56 child fatalities with signs of abuse and neglect reported to the State Central Register (“SCR”) in 2003.
  Of the 56 child fatalities, 10 occurred in the shelter system.
  A preliminary review of fatalities of children reported to the SCR in 2004 indicates a disturbing increase in child fatalities in New York City.  As of September 2004, 58 child fatalities had been reported to the SCR citywide.
  Furthermore, 29 of the 58 reported child fatalities in the first 9 months of 2004 were among families with prior ACS involvement, as compared to16 in the first 9 months of 2003.
  The Committee seeks information regarding how many of these children were residing in shelter at the time of death.    

Between 1999 and 2003, the number of children in New York City’s foster care system fell from 31,105 to 23,571, a decrease of 7,534 children, or 24.2%.
  In 2003 alone, the foster care population dropped by 7.6%.
  During the same years, the number of children in New York City’s shelter system grew from 8,826 to 16,705, a difference of 7,879.
  As of November 4, 2004, DHS reported 15,486 children, in 8,955 families, in the shelter system.
  The expansion of families in shelter has lead to an influx of parents and children with an array of service needs.  This rapid increase highlights the importance of coordination between ACS and DHS to ensure the safety and well-being of children and families in shelter.  

Reports

A number of reports have expressed concern about a lack of communication between ACS and DHS and have recommended increased coordination.  In August 2004, ACS released its 2003 report by the ACS Accountability Review Panel (“the Panel”), an oversight body that annually reviews child fatalities in New York City of children whose families were known to the child welfare system.  Of the 56 child fatalities reported to the New York State Central Register, the Panel reviewed the 24 fatalities in families known to ACS.
  While the percent of fatalities that occurred among families with closed ACS histories decreased by 15% between 2002 and 2003, 
 nearly 40% of child fatalities were among families with prior child welfare histories.
 

Additional findings from the 2003 Accountability Review Panel Report are cause for concern.  For years, the Panel has cited homelessness as one of seven “risk factors” or conditions known to increase stress on families and place children at increased risk of maltreatment.
  Twelve of the families studied by the Panel – representing 52.2% of the fatalities investigated – had experienced homelessness within four years of the fatality.
  Seven of the fatalities involved children whose families were residing in the shelter system at the time of the child’s death.  The Panel explained:  “[a]lthough families received some shelter-based services in addition to ACS monitoring and other services, there was insufficient coordination of services and service plans for the families.  Young parents with few skills or social supports are at special risk and need social services.  ACS and the Department of Homeless Services (DHS) should continue to work together to ensure oversight of homeless families and improve linkages among ACS, DHS and other relevant entities.” 
  

One particularly important site requiring coordination between ACS and DHS is the entry point for the shelter system, the Emergency Assistance Unit (“EAU”) in the Bronx.  On June 23, 2004, The New York City Family Homelessness Special Master Panel released a comprehensive report (“Special Master Panel Report”) that described the current status of the EAU and made far-reaching recommendations for reform.
  The Special Master Panel Report described the current intake process at the EAU.  “Triage workers”-- DHS employees who are among the first to communicate with families applying for shelter -- are responsible for referring families to on site ACS caseworkers qualified to screen and assess families for child welfare issues.
  While it is unclear what training triage workers receive in identifying families for referral to ACS or how they interact with ACS workers located at the EAU, the Special Master Panel Report found that “DHS does not require front-line workers to receive initial or ongoing training regarding the social services needs that homeless families may present”
 and that “DHS personnel do not receive training regarding ACS and child welfare issues.”
  
ACS employees who work at the EAU reportedly serve a number of functions, including verifying the ACS status of children who are not present at the EAU with their parents; screening and assessing suspected cases of abuse and neglect; verifying referrals by ACS caseworkers; working with pregnant and parenting youth who have come from foster care; verifying family court referrals; and assessing suspected cases of educational neglect.
  The Special Master Panel Report’s findings indicate, however, that ACS caseworkers have inadequate space to interview families, do not speak Spanish,
 and do not cross train with DHS staff.
   The report does not make clear under what circumstances these ACS caseworkers assist families in accessing preventive services.  

The Special Master Panel Report made a number of recommendations regarding collaboration and coordination between ACS and DHS at the EAU.  Overall, it recommended a strengthening of linkages and coordination between DHS and ACS.  The report also recommended that DHS collect data regarding the number of families at the EAU with involvement in the child welfare system and improve training and meetings with DHS and ACS staff.
  Further, the Special Master Panel Report recommended “establish[ment of] protocols to clarify rules and standards related to the assessment and consideration of child welfare issues implicated in eligibility determinations.”
  The Special Master Panel Report also recommended development of a “universal prevention screen” which would, among other things, determine whether families “have had recent or have current involvement with the child welfare system.”

Committee Concerns

At the General Welfare Committee’s oversight hearing on June 30, the Committee raised concerns about interagency coordination between ACS and DHS.  Specifically, the Committee expressed concern about the lack of information shared between agencies with respect to both open and closed child welfare cases.  ACS testified that while it has legal authority to share information with DHS about the child welfare histories of families entering the shelter system, it has not done so in the past.  The Committee raised concerns about the coordination between ACS and DHS at the EAU including the presence of appropriate ACS staff.  In addition, the Committee discussed the importance of training for staff in Tier II shelters citywide on child welfare issues, including detecting abuse and neglect, proper sleeping positions for infants and the significance of quality crib mattresses.   

At the hearing, DHS and ACS indicated that an interagency task force had convened to increase coordination between agencies concerning child welfare issues and homelessness.  On July 30, 2004, ACS and DHS issued a joint press release announcing new initiatives recommended by the task force aimed at improving services provided to homeless families with child welfare involvement.
  These initiatives include introducing a screen for open, active child welfare cases for all family shelter applicants, conducting routine training of shelter staff on how to recognize and report abuse and neglect, updating instructions to child welfare staff on identifying families with active cases in the shelter system, transferring information gathered at the EAU to shelter staff, distributing child safety videos in six languages and brochures to DHS shelters, and conducting routine data checks to determine which families in the shelter system have current child welfare involvement.
  In addition, on October 7, 2004, ACS announced a “Child Safe” initiative in response to the increase in child fatalities as of September 2004 that includes the implementation of a public awareness campaign and community forums on how parents and communities can keep children safe.
  On October 12, 2004, ACS announced a collaborative effort with several non-profit organizations to better protect children by making safe equipment for children more accessible.

The Committee seeks more information about the current status of these initiatives as well as additional methods that ACS and DHS are currently exploring to increase communication and coordination between agencies.  Continuing efforts to improve communication and coordination could prevent child maltreatment and better assist families with histories of abuse, ensuring the maximum safety for all children and families citywide.  
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