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Senator Bartolomeo, Representative Urban, Distinguished Members of the Select Committee on 

Children: 

 

The mandate of the Office of the Child Advocate (OCA) includes evaluating the delivery of state 

funded services to children and advocating for policies and practices that promote their well 

being and protect their special rights.  Over 50% of the work we do—including responding to 

individual calls for assistance or information, and individual and systemic advocacy-- seeks to 

improve access to developmental health services for children and monitor the emotional, 

behavioral and overall health system supports for children and their families, across the lifespan.   

Most of the children, adolescents and young adults with whom we work directly are either placed 

in hospitals or residential treatment facilities, committed to psychiatric hospitals, or incarcerated 

within the juvenile justice or adult corrections systems.  The overwhelming majority were 

involved with the Department of Children and Families at some point in their lives, and many of 

them were involved when they were infants or toddlers.   

 

1.   SB 652 will ensure that children at higher risk for developmental delays—

children who are neglected or abused—will be referred to the appropriate agency 

for assessment  

 

National data indicate that children referred to the child welfare system have high developmental 

and behavioral health need, regardless of the level of child welfare system involvement.
1
  The 

National Survey of Child and Adolescent Well-Being reported that over 40% of three year olds 

involved with the child welfare system were in need of special education services due to 

developmental delay or an established medical condition.
2
  55% of children under the age of 
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three with substantiated cases of maltreatment are subject to at least five risk factors associated 

with poorer developmental outcomes.
3
 

 

For Connecticut’s most at-risk children in the state—children who are abused and neglected—

the Birth to Three program should be a robust part of a comprehensive developmental health 

system response.  According to DDS, in 2011 there were 8,603 referrals.  60% of the children 

evaluated each year are eligible.  Yet recent data from DCF and DDS indicates that abused and 

neglected babies and toddlers in Connecticut are significantly under referred to Birth to Three, 

with only 10% of the roughly 3000 abused and neglected children even being referred for 

evaluations annually, and only a little over 5% of children coming into the child welfare 

system each year actually receiving services.
4
    

 

2. Automatic referral to B-3 would help to decrease the incidence of very traumatized 

and emotionally ill children in the “deepest end” of state services 
 

While “early intervention services” in the Birth to Three program can include services to address 

the social and emotional developmental needs of an infant or toddler, current practice in 

Connecticut tends to concentrate Birth to Three services to a more restricted profile of 

developmental interventions, especially those by speech and language pathologists, special 

educators, and occupational and physical therapists.
5
  

 

Automatic referral of babies and toddlers who are abused or neglected is appropriate to help 

ensure earlier identification and treatment for all developmental delays, including 

emotional/behavioral health concerns, and begin the process of appropriate integrated health 

services across the lifespan.  The OCA has significant experience investigating the circumstances 

of children with the most severe needs in the service delivery system—in residential facilities 

and hospitals which provide the most intensive, restrictive and expensive care-- whose life 

course may well have been changed if their special needs had been identified early and 

appropriate services provided within their home, community and school, which are the natural 

environments for all children and essential for their health and well being. 

 

Wise public policy dictates supporting a child’s optimal social-emotional development from 

birth.  The most cost-effective approach to optimal mental health is to start in the earliest years to 

promote healthy brain development and strong and nurturing attachments. Connecticut has a 

foundation for this approach through many initiatives including the “public/private partnership” 

(State Department of Education, William Caspar Graustein Memorial Fund, Children’s Fund and 

local funders), and a number of strong outreach, screening, prevention, and clinical mental health 
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programs for our youngest children including Child FIRST, Early Childhood Consultation 

Partnership (ECCP), Early Head Start, Home Visitation programs and Help me Grow.  Yet 

abused and neglected children-- by virtue of their families’ challenges which contribute to abuse 

and neglect—have the least access to these programs, because they are voluntary and require a 

sufficiently connected and competent parent or guardian to engage them.  Therefore, automatic 

referral—taking the “optional” out of the equation for this particularly vulnerable population—is 

necessary.   

 

Through automatic referral, the state’s Birth to Three program could potentially reach many 

children and families at significant risk, and be an integral part of an overall developmentally-

focused health system meeting the needs of high risk babies and young children before they enter 

preschool and early learning programs. 

 

3. Early identification and treatment is the most cost effective—in terms of human 

potential and government resources 

 

Intervening in the very early years for babies and toddlers not only effectively addresses 

developmental and cognitive deficits, but can also save state and municipal systems thousands of 

service dollars for each child served.
6
  Data also show that starting services at birth for at risk 

children resulted in more significant savings than if the services began when the child was 

school-age.
7
  Many of the older children for whom the OCA advocates now live in the most 

intensive, restrictive and costly residential facilities, including the state’s psychiatric hospital for 

children which costs well over $800,000 per child per year.  But the costs in suffering, 

hopelessness and loss of potential for these children cannot even be measured.   

 

 

 

Thank you for the opportunity to provide testimony. 
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