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Introduction

A Child’s Death

On May 21, 2002 Makayla’s mother held her daughter in her arms and rocked her slowly until Makayla’s heart stopped beating and she was dead.  Three days before, the sixteen-year-old had been drinking alcohol at a party and later took the drug known as Ecstasy.  She suffered seizures that would not stop.  Before she died Makayla gained forty pounds of bloating fluids as her liver and kidneys ceased to function.  Makayla, at her death, was unrecognizable to her mother.   
Child Fatality Review

The Office of the Child Advocate (OCA) and the Child Fatality Review Panel commenced an investigation
 into the death of Makayla K. on June 19, 2002 upon receiving notice of her death from the state Office of the Chief Medical Examiner.  The notice indicated that the child’s death resulted from respiratory arrest due to seizures lasting five hours that were caused by ingesting Ecstasy.  

Although not a youth well known to state agencies, Makayla did require specific services and supports for education, mental health and substance abuse treatment, running away from home, and ultimately a drug overdose and death.  

Given the manner of her death, the rising and persistent use of Ecstasy among adolescents in Connecticut, and the special needs Makayla experienced, the OCA and the Child Fatality Review Panel agreed to conduct a full investigation.  The purpose was twofold.  First, to review Connecticut systems’ response to adolescent health needs.  And second to educate citizens about the risks associated with drug and alcohol use, particularly the drug Ecstasy, upon Connecticut youth.   

Methodology

Due to the limited number of state agencies involved directly with Makayla, the only interview conducted was with the child’s mother and maternal aunt.  Using the special authority of the Child Advocate to access information
 regarding children, official records and transcripts were relied upon for information from all professional providers and educators.  All records were obtained through written requests or issuance of subpoena to relevant agencies including:

· Health records

· Educational/school records

· Legal documents

· Police records

· Medical Examiner records

· DCF Case file and investigative report

Finally, a literature review was conducted on the topics of adolescent  health and development, substance abuse and treatment, depression, self-mutilation behaviors, rape, domestic violence, post-traumatic stress disorder, special education, the drug Ecstasy and related risk factors.  Current Connecticut State Statutes and state agency policies were also reviewed to determine relevance to Makayla’s circumstances.  

The Child Advocate is mandated to maintain confidentiality of all records received and generated regarding a child, unless disclosure is perceived to be in the general public interest.
  The Child Advocate determined it would be in the public’s interest to make information obtained from Makayla’s records available to help prevent similar tragedy.  Makayla’s mother was also in agreement with the release.  

makayla

During a brief period before her death Makayla presented as a troubled adolescent who argued with her mother, ran away from her home to an older boyfriend’s house, associated with negative peers and activities, abused substances and performed poorly at school.  

Makayla’s mother admitted to permissive parenting and frequent moving during Makayla’s younger years.  In the last months of Makayla’s life, beginning just before she turned 16, Makayla’s mother attempted to impose more supervision and limitations on her daughter.  Specific concerns were for curfew and Makayla’s relationship with a young man four years older than she was.  

On the surface, conflict between mother and teenage daughter appeared to be the greatest challenge to the family.  However, medical and educational records revealed deeper underlying conditions and events that impacted Makayla’s behaviors and well-being from a very young age.  Makayla likely had a genetic predisposition to substance abuse and depression.  She was exposed to domestic violence.  Her mother’s former boyfriend abused her.  She had learning difficulties.  At times she experienced an unstable, unstructured lifestyle.  She associated with negative peers.  She was raped.  All of these factors predisposed her to special needs and ultimately contributed to her death.

To best understand the factors that lead to Makayla’s death, her life history through available records was reviewed and is presented below.  

Early Years and General Health

Makayla was born on December 20, 1985.  She was the second of her mother’s three children.  Medical records indicated that Makayla’s early childhood development was unremarkable for any unusual illnesses or concerns.  In 1989 when Makayla was three years old, her father died in an automobile accident.  The details of her father’s death were not contained in the reviewed records.  Accounts of his death, as revealed in Makayla’s treatment assessment documents, indicated the accident was alcohol related.  Family members reported that her father was an alcoholic, as were several other family members.
 Mental illness was also reported present in both sides of the family.  Makayla’s records also suggested that her mother suffered from anxiety and depression.

After the death of her father, Makayla and her mother lived with a man who they both later described as physically violent.  Years later Makayla disclosed to therapists that he was violent to both her and her mother.  Makayla’s mother confirmed he was a violent man but did not recollect him being violent towards her daughter.  Around that time medical records reflected that Makayla developed a problem with bed wetting at the age of six.  She was wetting the bed consistently except when she slept over at friends’ houses.  The medical records indicated that her mother attributed the bedwetting to Makayla’s stress over beginning First Grade.  Grieving for her deceased parent was also thought to be a cause.  During that time Makayla was described as “obsessing over pictures of her late father.”  Makayla reportedly had no memory of her father’s death for the three years prior to the problem occurring.  Her physician noted there was “no history of physical abuse.”  Makayla was treated with approximately a six-month course of medication to help her stop wetting the bed.  About a year later the problem re-occurred.  The physician noted that Makayla’s neuropsychiatric testing that her mother had spoken about for school was reportedly negative.  Another course of medication was prescribed.
  There was a gap in available medical records after that episode as the family moved out of state.  

With a new sister, Makayla and her mother left the mother’s violent boyfriend and moved several times throughout Vermont, New York and Florida.  They had no contact with him for two years.  Eventually they returned to Connecticut and resumed a relationship around visitation for Makayla’s sibling, his daughter.   

Of her younger years, Makayla’s mother described her daughter as “quiet, silly, and truly nice.”  She said, “Makayla was silly and never could really focus.  She never appeared to have emotional problems.”
  Makayla’s mother described her relationship with her daughter as open, “We could talk about anything.”  She reported that Makayla always let her know where she was and would always call if she were going to be home late.

In the summer of 2001 the family moved back to Florida again.  Makayla’s mother had been offered a job.  Makayla had stayed in touch with friends there and resumed those relationships on her arrival.  At some point she attended a party with friends where she later reported that a male friend and his friend both raped Makayla.  Makayla’s mother’s boss committed suicide by a gunshot wound to the head in the garage next door.  Her mother recalled Makayla saying, “Mom, wouldn’t it be nice to just walk away and go home?”
  The family then moved back to Connecticut in time for Makayla to start the school year.  Shortly after, Makayla started seeing a young man who, at 19, was four years older than she.  Makayla’s mother reported that the new boyfriend had problems with the police and was known to use drugs.  She recalled hoping the relationship would pass but when Makayla’s behavior started changing, she started setting limits with her daughter that she had not set before.  This became a source of conflict between daughter, mother and mother’s current boyfriend.  Makayla’s mother reported a change in her daughter that included staying out, not calling home and being secretive about where she was, who she was with, and what she was doing.    

Medical records reflected that during a routine physical at the time Makayla assured her family physician that she was not interested in drugs or tobacco.  The physician did note that Makayla might have been overly concerned about her weight and body image.

Later in that same year, Makayla’s mother presented her daughter to the physician with complaints of stress and anger.  The physician offered to see Makayla frequently or to make a referral for counseling.  After Makayla began seeing a counselor, the physician also prescribed the antidepressant drug Effexor.

Early Educational History

School records reflected that in April 1991, during Makayla’s kindergarten year, she received testing in the areas of language, education, and cognitive development.  Makayla was described as developmentally young, shy and timid.  She had difficulty completing her activities; she would not consistently answer questions or sing along with the other children.  She was not recognizing numbers or letters consistently.  In the classroom her favorite activities were of a solitary nature, including coloring and playing in the Kitchen Corner.  Makayla’s teachers questioned whether she had a language disorder.  It was decided she would repeat Kindergarten and receive psychological testing, an educational assessment and a speech and language evaluation in the fall of her second Kindergarten year.  

The educational and speech and language testing revealed average to below average skills but not enough of an impairment to warrant special educational services.  The psychological testing suggested anxiety might be impeding Makayla’s performance.  The recommendation was to take a low-key approach to learning in order to reduce Makayla’s anxiety.  During the next two years, a similar pattern ensued.  Makayla produced annual test scores that were not reflected in the classroom where she was described consistently as lacking self confidence, being shy and timid, having poor reading and writing skills and mirror writing or reversing letters.  She had “severe difficulty retaining information.  Her skill acquisition is very poor-thus resulting in very poor reading and writing skills.  She is slow to process information.”
  Despite her poor performance, she never quite met eligibility criteria for special education services.  

In the Spring of 1994, Makayla, then in second grade, was again referred for psychological, speech and language, and educational testing.  School records reflected that at that time she had difficulty attending and following directions, her academic performance varied considerably from day to day, and she could not consistently apply learned information.  A Prereferral Checklist noted in the section for parent comments, “Mom said she is the same at home.  She said, ‘…She seems to be in neutral.’” An educational assessment pointed to difficulty processing information, while a speech and language evaluation indicted that Makayla was functioning within the low average to average range.  However, a psychological evaluation noted the presence of anxiety and depression in the second grader.  The report described the variability of Makayla’s school performance as 

“more related to affective than cognitive features of Makayla’s current functioning.  Anxiety is assessed as high and disruptive to concentration and task focus.  Physical restlessness presents as an aspect of anxiety.  An attentional deficit is not indicated by the results of this assessment.  Rather, anxiety and depressive elements deriving from the loss of a parent persist in disrupting Makayla’s ability to concentrate and her ability to regulate her mood.  As such, self-absorbed, inattention, physical restlessness and inconsistent academic performance should be conceptualized as psychogenic in nature and beyond Makayla’s overt control at least at this time.” 

In summary, the evaluator noted that, “Makayla’s current cognitive functioning falls within average parameters.  However, her ability to efficiently tap into her good cognitive resources is disrupted by anxiety and depressive features of her current psychological functioning.”   This was the fourth time Makayla was referred for testing and determined not to be eligible for special education services.  Instead Makayla would receive resource support, as well as interventions in the classroom to assist her in being more successful.

Minutes of the Planning and Placement Team (PPT) meeting held to discuss the results of Makayla’s testing indicated on page 2c, the Discussion Summary, that “Counseling services should be strongly considered.”  The psychologist was to provide the family with recommendations for community providers. Makayla’s mother was listed as a participant at the PPT.  A note in the additional discussion summary section indicated, “[Makayla’s mother] met with … prior to this meeting to review results of testing and recommendations.”  Makayla’s mother reported to OCA that she had no recollection of Makayla ever being described as depressed or anxious.  In fact, according to Makayla’s mother, the child was happy although very quiet and often by herself.  In her mother’s words, “She was just Makayla. She was silly.  You would never think of her as depressed.”    

Shortly thereafter, the family moved away from the mother’s violent boyfriend and there were no available Connecticut educational records for the third and fourth grades.  School records from Naples, Florida documented Makayla’s attendance for 5th and 6th Grades where she was a B student.  There was another gap and then Makayla’s educational record began again in Connecticut during the 2000-2001 academic year.  Makayla was by then in 9th Grade.  Her grade reports revealed a student whose academic performance was earning Cs and Ds rather than the Bs of elementary school years.  The records also showed Makayla was cited for truancy and had at least two detentions for disruptive behaviors in class.   

On November 30, 2001, Makayla’s mother wrote a letter to the school requesting evaluative testing for her 10th Grade daughter.   She also asked to schedule a meeting so “we can find a way to help her have better performance & grades at school.  She feels she is having a very hard time in school and I don’t want her to get discouraged”.  Subsequently the school scheduled a PPT on December 12, 2001 to discuss the concerns.  Makayla was having trouble concentrating and memorizing information.  Her grades were all in the C range, with the exception of an F in Algebra. Makayla's teachers described her strengths as cooperative, creative, friendly and social. The concern areas that many teachers expressed included incomplete homework, poor attention, trouble staying focused, and chronic appearance of fatigue.   

The recommendation of the PPT that year was to have “individualized academic and cognitive testing” conducted to once again assess for any special needs.  In the meantime the school district put strategies in place that included extra help during and after school, weekly progress reports to the guidance office, and use of the study halls for homework completion.  The prescribed evaluations were delayed by an ensuing crisis in Makayla’s life.

Mental Health and Substance Abuse Treatment

family therapy

In November of 2001, around the same time that Makayla’s educational program was being reviewed, Makayla began seeing a community-based family therapist.  According to therapy records, she was seeking assistance to deal with problem family relationships and sadness regarding the death of her father.  It was in her very first session that Makayla disclosed abuse she had experienced and witnessed from her mother’s former boyfriend, evidence she had been cutting her arms, and using alcohol and marijuana since the 8th Grade.   She claimed she had felt suicidal in the past but not since the 8th Grade and she agreed to contract for safety with the therapist.  

In a subsequent visit Makayla revealed for the first time that she was raped in Florida the summer before.  The therapist described Makayla’s mother as being very distraught and Makayla as being “flat” and disconnected.  Makayla was adamantly opposed to making a report to the police.  After a discussion with Makayla’s physician, the youth was referred to a rape crisis program and the physician prescribed the Effexor.  Makayla agreed to this.  However, before attending rape counseling and just two months after beginning family therapy, Makayla attempted suicide on December 22, 2001 by taking a large amount of her Effexor antidepressants.

suicide attempt - hospitalization

Makayla was taken to an emergency room and shortly after admitted to an acute unit of a psychiatric hospital for treatment of depression and suicidality.  An initial psychological screening administered on Makayla indicated that her levels of depression and suicidal thoughts should be monitored.  She was noted to suffer moderate despair but appeared to have adaptive strengths.  In a psychological assessment Makayla was described as, “unassertive, insecure and self-doubting.  Although she may be achievement oriented, she may be fearful of acting on or even expressing these goals since they may be unrealistic and may contribute to her sense of inferiority and depression.”  Makayla was described to commonly have somatic complaints, particularly weakness and fatigue, to avoid activities including faking illness to avoid school.  The Psychologist concluded, “sexual acting out and drug abuse do not appear to be high-frequency problem areas for adolescents with similar personality profiles.”  

Makayla’s mother informed the family therapist of her daughter’s hospitalization and told her she signed a consent form for the hospital to speak with her about Makayla’s recent treatment.  The family therapist contacted Makayla’s hospital to offer information and background. The notes of the exchange indicated that, initially, Makayla had not shared any of her history of rape, abuse, or the extent of her drug and alcohol use with the staff at the hospital.  At that point, the only identified concern the therapist was able to discern from a program manager at the hospital who read from nurses’ notes was that Makayla was manipulative.  The family therapist provided all of the information she had from her sessions with her young client.  

Throughout her ten-day hospital stay, Makayla was described as calm and cooperative on observation log sheets with the exception of one 30-minute period.  That period was following a family session when Makayla was described as angry.  There were several notes regarding the conflict between Makayla and her mother about Makayla’s boyfriend.  The mother restricted Makayla from calls or visits with him.  

Makayla was described in hospital Progress Notes as calm, constricted, “too comfortable in the setting,” having a flat affect, and being social with peers.  Sources of stress in Makayla’s life were listed as the death of her father, a breakdown of her mother’s, an abusive boyfriend of her mother’s, being raped in August of that year and substance use.  The psychiatrists’ Diagnostic Summary reflected Makayla’s report of being raped by two older boys in Florida.  It was noted, “However, the mother tends to doubt that this may have happened.  One of these boys have (sic) written to the child after the event and mother does not find in the letter any indication supporting the violence.”
Although records reflected that Makayla denied experiencing nightmares, she did reveal in a family session that, “she sees pictures of being raped in her sleep.”  In a psychological assessment the description “obsessive” was checked with a corresponding note reading, “ruminates on the sexual assault she suffered 4 months ago.”  She was also noted to have reported that a fight she had with her mother’s boyfriend, prior to her suicide attempt, “made her think of bad things like the rape.”  The treating psychiatrist noted that the diagnosis PTSD (Post Traumatic Stress Disorder) was ruled in or confirmed based upon those “flashbacks.”  

Makayla’s daily group therapy goals included: staying focused or on task, being positive and interacting with peers.   Her treatment goals or objectives as they were recorded are listed below.  

To address her problems of risk for self injury, unstable mood and drug and alcohol rehabilitation, Makayla’s long term goal was to:  “Be able to express feelings of anxiety verbally.”   The related objective was, “not to take drugs or drink.”  And the short term goal was to, “Discuss feelings of grief and loss.”  

To address her problems of family instability and lack of primary support, Makayla’s long term goal was not listed.  The related objective was, “express feelings of sadness.”  And the short term goal was “deal with painful emotions in a safe way.” 

There were no goals recorded to specifically address the trauma of rape. Upon admission a discharge plan was developed and the Patient/Family Goal for Discharge was recorded as, “Develop rules and roles to maintain family stability.”  

discharge planning 

A review of Makayla’s ten-day medical stay revealed only one note regarding discharge.  On December 27th a group therapy progress note read, “Discussed family meeting and D/C (sic) plans to PHP.  Quiet reserved during group.”

After less than ten days at the hospital, Makayla was discharged on 12/31/01 with only a referral to an adolescent substance abuse program.  She had an appointment scheduled for 1/3/02.  Her mother was referred to the same program for parenting classes.  Makayla’s discharge diagnoses were:  

Axis I- Depressive disorder



Alcohol abuse



Oppositional defiant disorder

R/O
 Alcohol induced mood disorder

R/O PTSD, Parent, child relationship problem, facing life problem


Axis II – Deferred. – Possible histrionic personality features

after discharge

On January 3, 2002, Makayla was evaluated for the substance abuse program.  Her diagnoses there were listed as:  

· Axis I - Alcohol dependency

· Cannabis abuse

· Bipolar disorder

Her treatment plan included group therapy twice per week, individual therapy twice per month and Alcohol or Narcotic Anonymous meetings once per week.  

The original family therapist’s records document phone conversations with Makayla’s mother about concerns for lack of supports.  After Makayla was discharged from the hospital her mother reported to the family therapist that Makayla was very argumentative.  She worried about her daughter running away.  She reportedly called the hospital back and asked for help, to which the hospital therapist responded by speaking to Makayla and “threatened to readmit her if Makayla continued to escalate.”
  

wrap around supports

The family therapist documented discussing a rehabilitative psychiatric program for adolescents with Makayla’s mother.  Makayla’s mother contacted the program herself.  The program could accommodate Makayla in a partial hospitalization program (PHP).  In addition, she then negotiated with the child’s school to have Makayla admitted to the program’s clinical day school on a diagnostic placement
.  She was eligible for such a program under Section 504 of the Rehabilitation Act
 due to her diagnosis of depression.  Her eligibility for special education would have to be determined through the evaluative testing ordered from the December PPT.  Makayla would also attend the substance abuse program she had been referred to by the acute care psychiatric hospital.  

Makayla’s weekly regimen included clinical day school five days per week with two afternoons at the substance abuse program, and three afternoons at the PHP.  The family therapist discharged Makayla because, as the record indicated, “client needs long-term intervention in intensive tx (sic) program.  There is a major impairment in the client’s formal relationship with mom an impulsive willingness to manipulate by physically harming herself”.
  

Records from the partial hospitalization program indicated Makayla disclosed that she was thirteen years old when she began using substances and considered attempting suicide.  She reported the use of alcohol, LSD and marijuana.  She reported that she began using cocaine at the age of sixteen.  When asked how much money she spent on drugs or alcohol per month, Makayla reported that she never spent any money, that her friends always supplied her with drugs and alcohol.  She described sources of stress at home with her mother and her mother’s boyfriend.  She also disclosed her rape experience.  Makayla apparently began cutting her arms with a razor in the summer of 2001 after she was raped. 

psycho-educational testing

Throughout mid and late January 2002, Makayla underwent psycho-educational testing for achievement, cognitive function, and psychological, personality, and psychiatric evaluations.  The psychiatric testing indicated that depressive feelings and returning to substance abuse would have the most impact on her educational program.  
The overall intelligence test results placed Makayla within the lower normal limits of the low average range of intellectual function.   The evaluator noted, “It is of importance that testing back in 1994 yielded much better result and it is more than likely that emotional factors have depressed scores to some extent”.  The psychological testing noted Makayla was characterized by a “pervasive sense of sadness and depression.” She appeared to blame herself for the sexual assault she experienced in August of 2001. 

The summary and recommendations for the psychological testing indicated that 

“This depressed, traumatized youngster is struggling to work through, and at the same time avoid working through, her emotional difficulties.  She is overwhelmed with intense affect at times, and suppresses strong feeling of anger so as not to rock the boat.  Self-esteem is low, and she carries a good deal of shame and guilt, which she has tried to self-medicate with her drug involvement and her recent abuse of the antidepressant Effexor.  Makayla values her interpersonal connections, and friendships are important to her.  Likewise is adult approval and parental love.  She wants to do well with her life, and her relative openness and verbal skills make her an excellent candidate for psychotherapy.  Family involvement in her treatment program will also be important in terms of her gaining reassurance that she matters and is respected and loved.  As she reported on an Incomplete Sentence, ‘the best…thing is know that I’m loved and cared for.’  Because her emotional problems are impacting her academic performance, any extra attention that Makayla can receive from her education program, in terms of individualized attention and direction, will be helpful in maximizing her achievement and potential.”  

The results from the educational evaluation suggested that Makayla’s overall cognitive ability was in the average range, but she had a significant weakness in her ability to retrieve long term information, which impacted on her reading comprehension and math calculation skills.  Her strengths were in her written language.  Evaluators and past teachers described Makayla as having a remarkable ability to express her thoughts in writing.   

diagnosis and progress

At the same time the clinical day school was assessing Makayla’s abilities and underlying difficulties, the PHP was also identifying Makayla’s specific diagnoses and determining how best to treat them.  Ultimately her diagnostic list included the following:

Axis I:  

· Depressive Disorder, NOS; 

· Post Traumatic Stress Disorder; 

· Polysubstance Abuse

While in treatment Makayla’s progress reports reflected she experienced mood swings and depression.  Makayla voiced a consistent concern of being “alone.”  She was prescribed medication to help alleviate the depressive symptoms.  Despite voiced frustrations with a schedule of three separate programs, Makayla slowly responded to the milieu and began to express pride in her sobriety.  Program records indicated she became a role model to her peers.  She offered them support, listened carefully and encouraged success.  Makayla’s performance at the clinical day school was satisfactory and grade reports revealed that she achieved a “B” average.  Overall she was assessed to have a successful course of treatment.   

“She was successful in her active participation and in addressing her issue related to her drug use, her drug dependence, her rape as well as changes in the relationship with her mother who was becoming more parental with her as she was also attending parenting classes. The patient attended family sessions at the clinical day school until her discharge on the [March] 8th at which point she was returning to her high school setting…The patient satisfied all the requirements of the programming and was discharged with the maximum benefit”
   

returning to public school

In preparation for Makayla’s transition back to the pubic high school, evaluators recommended an Individualized Educational Plan be developed to support her.  At a March 5, 2001 PPT the results of all evaluations were reviewed.  The conclusion of the team was that she still did not meet criteria for having a learning disability, although her emotional issues did impact Makayla’s learning.   Therefore, under Section 504 of the Rehabilitation Act, she qualified for support and services to accommodate her disability.  A plan to support her in math and provide her with a consultant to work on organizational and study skills was developed.  

Makayla returned to school on March 12, 2002.  She completed her PHP the week before but continued with the substance abuse program for another three weeks.  She was also referred to a community-based therapist with whom she first met on March 20th. She was referred to a physician for medication supervision, and she was encouraged to access community sober supports (i.e. Alcoholics Anonymous, Narcotics Anonymous).  


Trouble Brewing

On April 15th Makayla met with her new therapist for the second time.  She discussed having had an argument with her mother’s boyfriend and her desire to move out of the home.  Makayla’s mother cancelled her daughter’s next appointment and notified the therapist that Makayla had run away from home.  

According to case records from the PHP, Makayla’s mother contacted a therapist on May 1, 2002, almost a month after Makayla’s discharge.  She shared that she was concerned about Makayla drinking and using drugs again.  She described her daughter as “so sad and could not get out of bed that she was unable to go to school.”  Makayla’s mother reported that her daughter was no longer taking her medication and she was living at her boyfriend’s home.  The therapist documented suggesting Makayla required a residential treatment program.  They discussed insurance coverage and ultimately the therapist encouraged Makayla’s mother to be firm with her daughter and to tell her she could not live in their home without getting help from a residential program.  

Runaway

Makayla ran away from home in the early days of May 2002.  Makayla’s mother later reported that on May 6th Makayla went to her nineteen year-old boyfriend’s home and was expected to return at 6:00 p.m.  She did not return until 8:30 p.m.  Makayla’s mother grounded her daughter for the night and took away some privileges.  Makayla became upset and reportedly “trashed” her room.  The next day Makayla ran away to live with her boyfriend and did not return.  Makayla’s mother also reported that she had called the police and was told that since Makayla was sixteen years old the police could not force her to return home
.   Police reports indicated an officer informed her that 

“the law does not allow for police to force 16 years old [sic] and over to return home.  I informed her that Youth in Crisis petitions could be filed in Juvenile Court regarding the matter.  I asked [her] if she would like for me to follow up by going to the [boyfriend’s] house and speaking with Makayla about the matter.  [She] said that she did not think that was a good idea and that she would attempt to convince Makayla to come home herself.”  

During the course of OCA interviewing Makayla’s mother, she indicated that the police never informed her of the Youth in Crisis Law.  Makayla’s mother reported contacting the boyfriend’s home and speaking to his mother.  She stated to the investigator that she had told the mother that Makayla was on medications and would have bad reactions if she mixed them with alcohol or drugs.  She claimed that the boyfriend’s mother promised to keep an eye on the girl.
  

the party

According to police reports, Makayla went with her boyfriend and another man to a party on Friday May 17, 2002.  Witnesses reported the party was attended by a large number of underage individuals.  Alcoholic beverages, including a keg of beer, were available to everyone.  Makayla was seen drinking beer.  Details of what followed are unclear in terms of time and place.  At the time of this writing, Police were investigating the incident as a criminal matter and arrest warrants were issued.  

Ecstasy:  Medical Emergency

At some point in the night Makayla, her boyfriend, and possibly two other persons ingested “Molly,” a strong powdered form of the drug Ecstasy.   They took turns dipping their fingers into the powder and licking the “Molly” off their fingers. Makayla became sick during the night at her boyfriend’s house.  Several witnesses described her illness similarly. 

“She was out of control…her sentences were not making sense.  Then she went cross-eyed.  She started having convulsions after that.  She fell to the floor and started flailing and kicking.  She actually kicked [a] table over as she was having convulsions.  Some cups and plates broke when she kicked the table over.  Makayla also vomited on herself.  At times it seemed like she was coming out of it and getting better.  She was semi-coherent at times and then she would go back into convulsions.”
  

911

Makayla was placed in a bathtub.  There were several versions of the length of time between Makayla’s initial signs of a medical crisis and a call to 911 that was made at 10:55 AM on May 18th.  It has been estimated that at least five hours passed before emergency medical services were called.  Ultimately Makayla was taken to an area hospital and then transferred to another hospital via helicopter.  

At the hospital mechanical life support and massive cardiovascular and metabolic resuscitation could not compensate for her failing body.  On May 21, 2002, three days after drinking beer at a party with friends and using the drug Ecstasy, life support was disconnected and Makayla died a short time later in her mother’s arms.  Makayla was just 16 years old.  She was a sophomore in high school.  

Makayla died from an overdose of Ecstasy.  The final report of the Office of the Chief Medical Examiner described the circumstances of death as:

Cause of Death:  
Multiple Organ System Failure





Hypoxic/Ischemic Encephalopathy





History of Drug Ingestion

Manner of Death:  
Accident

department of children and families (DCF)

Makayla and her family were not known to the DCF until May 18th when the child’s overdose was reported to the DCF Child Abuse and Neglect Hotline.  Due to the circumstances of her emergency hospital admission, a mandated reporter was obligated to alert the state child protection agency of Makayla’s circumstances.  The agency was then obligated to investigate whether Makayla’s parent contributed to her daughter’s circumstance through neglectful or abusive care.  

A DCF investigative worker met with Makayla's mother at the hospital.  Allegations of abuse or neglect by Makayla’s mother upon her daughter were not substantiated and the case was closed on June 26, 2002.  The DCF case narrative indicated “mother was not neglect (sic) during the event leading up to this tragic incident.  Mother made attempt to have child return to family home.  Investigation did not reveal any further issues of abuse or neglect.  Case closed.”

What Happened to Makayla?

Discussion

The essence of fatality review does not focus on whether a child’s life could have been saved but rather identifying improvements to community and state systems that could possibly prevent the deaths of other children.  Makayla was using drugs and alcohol.  With the high incidence of alcohol and drug related deaths, it is possible that Makayla’s death might not have been preventable.  However, a review of Makayla’s life through the records of schools, doctors and therapists revealed opportunities to intervene earlier and perhaps prevent the extent of Makayla’s illness and ultimate death.  

The criminal courts will determine whether an individual or individuals were responsible for the pivotal event of Makayla’s death by providing the drug to her that night and then delaying her access to emergency medical care when she became ill.  Beyond that, this investigation identified factors that may have led her to be in those circumstances that night.  Factors including depression, anxiety, poor school performance, abuse, assault, domestic violence, familial substance abuse, post traumatic stress disorder, oppositional defiant disorder, inconsistent parenting and substance abuse were all factors of risk that placed Makayla in the circumstances of her death.   The challenge will be to acknowledge those factors and take them into consideration when educating, caring for and parenting children.

Several specific themes were identified in Makayla’s story that reflect a system’s perspective of fatality prevention:

Schools:  

· Makayla had identified mental health concerns early on that were not addressed.

· Makayla’s anxiety and depression identified at a young age were then not accommodated in an educational program in accordance with Section 504 of the Rehabilitation Act.   

· School drug prevention programs in Connecticut are outdated and ineffective.  

Health professionals: 

· Primary Care Providers

Makayla’s family physician was not aware that Makayla was abusing drugs and alcohol, that she was troubled by having been raped and exposed to domestic violence or that early school testing identified her patient as suffering anxiety and depression.  During the period that the physician treated Makayla for bed wetting, records indicated that there was an awareness of the neuropsychiatric testing administered by the school.  However, the records also indicated that testing was “negative.”  The findings were clearly not communicated accurately.  The source of the findings is not clear.  There was no evidence in medical records that a comprehensive approach to adolescent care was used, such as the Guidelines for Adolescent Preventive Services recommended by the American Medical Association.   

· Community-based Therapists

Makayla disclosed her most troubling problems to her therapist.  The community-based therapist communicated all concerns to other providers, the client and the client’s family. Through that communication a referral was made to better suited professionals to address rape crisis intervention.  However, the referral was not facilitated immediately, and ultimately never occurred.  Makayla’s mother responded to news of the rape by first being upset and then dismissing it.  She was not referred for her own counseling and support as the parent of a rape victim. 

· Acute Care Providers (Psychiatric hospital)

Despite Makayla’s condition being identified and/or diagnosed, her therapeutic goals did not fully address her needs, particularly in the area of trauma.  Once stable, she was discharged without a comprehensive discharge plan to address those needs.  The only referral Makayla was given was for a substance abuse program.  There were no referrals for treatment of post traumatic stress disorder, depression or any of Makayla’s other concerns.  All of those conditions may have been triggers to her substance use.  There was also no clarity of crisis management or emergency contacts for Makayla’s family should crisis occur

· Outpatient Treatment Programs

Makayla’s partial hospitalization program and clinical school chiefly addressed her substance abuse disorder and some of the dysfunction between Makayla and her mother.  Although Makayla discussed her rape in group sessions, there was no PTSD-specific treatment or intervention.  Despite her diagnosis, she was not offered or referred to any form of trauma therapy.  Also, at discharge, there were no referrals for trauma-specific treatment or crisis management.

Public Safety Officials:

· The police did not accurately inform Makayla’s mother of her rights under the Youth in Crisis Law
.  They did not make themselves available in accordance with their authority under that law that allowed them to pick up a runaway youth.

Policymakers:  

· The police may not have used their authority provided by the Youth in Crisis Law because the law offers no guidance for safe intervention.  Whether the police had an accurate understanding of the Youth in Crisis Law, the law did not carry effective weight for useful intervention when a 16-17 year-old youth is in crisis.

The task of the Office of the Child Advocate and the Child Fatality Review Panel is to identify state system weaknesses implicated in the death of a child. Makayla’s story also had several critical themes that went beyond state systems to a family and community perspective that also warrant attention.

· Although school testing indicated Makayla had depression and anxiety as early as Kindergarten and 2nd Grade, her family never recognized any signs or symptoms of those problems.  They described her as quiet and unable to focus but did not recognize those characteristics as possible symptoms of mental illness.   

· Makayla was exposed to domestic violence as a young child, both as an observer and a recipient. Although Makayla’s mother moved her children away from her violent partner, she did not appear to recognize the impact of the violence on her young daughter.  

· Makayla’s mother’s history of depressive illness and victimization of domestic violence may have also contributed to her decreased ability to deal with her daughter’s needs.  Makayla never received any kind of therapeutic care to address her childhood experience of violence at home.

· Makayla and her family moved often when she was very young.  The instability of living arrangements may have contributed to her vulnerability to substance abuse.

· A genetic predisposition to substance abuse, as evidenced by her father’s history of alcohol abuse and that of other family members existed.   

· Makayla reported using drugs and alcohol for 3-4 years before her death.  At the party the night she used Ecstasy, many underage persons were seen drinking alcoholic beverages and yet no one stopped them or called the police.  There was/is an absence of community responsibility to protect children from the danger of exposure to substance use.

· When Makayla became ill from using the drug Ecstasy she was with other people who were also allegedly under the influence of the illegal drug.  It is highly likely that people involved in illegal activities do not respond to emergency situations in an appropriate manner.  

risk factors for death
First and foremost, Makayla died from complications related to ingesting the drug Ecstasy. Ecstasy presents a dangerous problem for Connecticut youth today.  Makayla also used other substances, had done so for some time, and had recently received what appeared to be a great deal of treatment for substance abuse before she died.  But that treatment need was only identified after Makayla attempted suicide, mutilated her arms, disclosed having been raped and abused, and performed poorly in school.  No one recognized the risks for substance use and mental illness that Makayla lived with before she was in crisis.  

The issues of drug use, trauma, violence and mental illness must be well understood in order for systems and families to best respond to the needs of children suffering the consequences of those factors.  

An earlier report produced by the Office of the Child Advocate, An Investigation into the Death of Falan F. examined the effects of mental illness and poor school performance on adolescent girls.  It also reviewed the occurrence of suicidal behaviors among young girls.  The reader is referred to that report for more details
.  In summary, adolescent girls struggling with untreated mental illness, including depression, anxiety and post traumatic stress disorder, are often embroiled in debilitating cycles of poor school performance, chronic running away and self-injury.  The other factors that Makayla grappled with, drug use, exposure to domestic violence, rape and general adolescent health care are briefly reviewed below.  Discussion of their impact on Makayla’s short life follows.

Drug Use:  ecstasy

As we progress into the 21st Century, drug use among adolescents has declined.  In a national survey illicit drug use
 among Tenth Graders dropped from 25 percent in 2001 to 22 percent in 2002 and remained stable at 12 percent among eighth graders in those two years
.   One disturbing exception appears to be the use of the drug Methylenedioxymethamphetamine (MDMA) known as Ecstasy.  Although little scientific evidence supports this contention, studies are now being conducted to evaluate that trend.  National Institute on Drug Abuse statistics from as recently as 2000 indicated a rise in the use of the drug by all three grades studied:  Eighth, Tenth and Twelfth Grades.  Incidence of students reporting they used Ecstasy some time in the past year increased substantially.

	used ecstasy in past year

8th   Graders – 1.7% (1999) increased to 3.1% (2000)

10th Graders – 4.4% (1999) increased to 5.4% (2000)


12th Graders – 5.6% (1999) increased to 8.2% (2000)



The demand for Ecstasy has risen so substantially among adolescents between the ages of 12 and 18 years old, that 2.8 million American adolescents are estimated to have at least tried the drug. 
 

MDMA or Ecstasy is a synthetic, psychoactive drug with both stimulant (amphetamine-like) and hallucinogenic (LSD-like) properties. In addition to “Ecstasy”, other street names for MDMA include Adam, XTC, hug, beans, and love drug
.   “Experimentation with Ecstasy is now equal to or greater than adolescent consumption of cocaine, crack, heroin, LSD and methamphetamine.”
   

First used in the 1970s, Ecstasy started out as a legal drug prescribed in conjunction with psychotherapy.  Its use was not criminalized until 1986 and the serious potential side effects of the drug were not recognized until the late 1990s.
  Serious side effects or “adverse events” from the drug include:  dehydration, hyperthermia (overheating of the body), rhabdomyolysis (disintegration of muscles), disseminated intravascular coagulation (clotting of small blood vessels that ultimately causes massive bleeding), and as in Makayla’s case, seizures, cerebral edema (swelling of the brain) and multiple organ failure. 
   

The actual incidence of serious adverse events such as deaths from Ecstasy is low and therefore not a strong deterrent to its use.  But there is strong evidence that chronic use causes changes to the brain and possibly its functioning
.  Unfortunately, with moderate use these changes to the brain and its functioning are subtle over time and therefore not noticeable or worrisome to users.  While the number of deaths caused by Ecstasy is low, “It is the unpredictability of those adverse events and the risk of mortality and substantial morbidity that makes the health consequences of Ecstasy significant.”

Ecstasy is a particularly troubling drug because many young people do not perceive it as being harmful.  Ecstasy often masks feeling of fatigue, allowing the user to go without sleep.  The drug also produces a feeling of empathy and allows users to quickly achieve emotional closeness, and experience feelings of love for others. Ecstasy is especially attractive to young people because of its ability to produce a heightened sense of well being.
  The demand for the drug has increased dramatically, bringing about another serious risk to users.  Buyers of the drug cannot be certain of the drug’s content.  Tablets have been sold that do not even contain MDMA but rather other dangerous chemicals.
  

drug and alcohol use among adolescent girls

Alcohol use among young adolescents has historically been dominated by boys.  In recent years, that gender gap has narrowed as the use between girls and boys has nearly evened.  In the year 2000 use of alcohol in the past 30 days by boys and girls were similar.

percent children used alcohol in the last 30 days

                      boys


girls

  8th Grade  
22.5%


22%


10th Grade
38.6%


43.3%


12th Grade
46.1%


54%  
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There are a variety of factors that cause girls to use alcohol.  However, there is a significant risk for regular drinking when a girl has been abused or exposed to violence in her past, if she has symptoms of depression or experiences stressful events in her life.
 

A girl’s age when she starts using alcohol or drugs can predict long term problems with substance abuse.  The younger she is the more likely she will develop a serious abuse pattern and the less likely she will be able to recover from her addiction.
  In fact, girls in general are more susceptible to chronic use and adverse effects than are boys.  There have been several gender differences identified in abuse of alcohol and drugs.
  In a landmark three-year study, the National Center on Addiction and Substance Abuse at Columbia University found that certain factors will make it more likely for girls to abuse alcohol or drugs.  

“Girls are more likely than boys to be depressed, have eating disorders or be sexually or physically abused, all of which increase the chances for substance abuse…Girls experiencing early puberty are likelier to engage in substance use.  Among teens who move frequently from one home or neighborhood to another, girls are at greater risk than boys of substance use.”
  

Once using drugs and alcohol, adolescent girls are more likely than boys to experience adverse effects.  Girls are more likely to be hospitalized for misuse of medications such as acetaminophen (Tylenol) or, as in Makayla’s case, antidepressants (Effexor).  Unfortunately for Makayla, girls are also more likely to suffer brain damage from using Ecstasy than boys
.  In addition, girls who use drugs and alcohol are also more likely to engage in risky sexual behavior and be more vulnerable to sexual assault.
   These gender differences in the pattern of substance abuse and its consequences are not currently reflected in treatment programs.  Therefore, even girls who access treatment for substance abuse will have lower success rates due to the ineffectiveness of the programs.  

Makayla was at risk of using substances given family history, her early signs of depression, exposure to domestic violence and abuse, the multiple family relocations, and difficulties at school.  As it happens, Makayla’s experiences also illustrate the relationship between substance abuse and sexual victimization.  Her treatment program was not successful, possibly because it did not address her specific needs, such as her sexual victimization.  

the consequences of exposure to domestic violence on young children

Little information was provided about Makayla’s home life during the time her father was alive.   His death and history of alcoholism likely affected her growth and emotional development.  Children living in households with alcoholics are statistically more likely to be exposed to violence and abuse, and they are also more likely to become substance abusers and suffer from depression
.  

There was more information available about Makayla’s mother’s next partner.  When Makayla first started school, they were living together.  That man physically abused Makayla’s mother and, according to Makayla, abused her as well.  Two factors were present to negatively affect Makayla’s health and development: she both witnessed and experienced interpersonal violence.  

The emotional consequences of children witnessing violence, particularly violence between intimate partners, can be devastating.  Not only will a child suffer the pain of seeing a loved one hurt, injured or disrespected, they will also suffer the insecurity and mistrust associated with living in unpredictable and dangerous circumstances.  This scenario, often overlooked by health providers and child welfare workers, is a serious problem.  In 1995 an estimated 8.8 million children were victimized by witnessing violence.
  The most common form of violence witnessed was domestic, generally between intimate partners.    “The chaotic, unpredictable, or explosive environment in an abusive family…can negatively affect both the behavior and development of a school-aged child.”
  In a national survey of adolescents, 20.2 percent of girls and 11.2 percent of boys who witnessed violence met the diagnostic criteria for post traumatic stress disorder, nearly 18 percent of the girls who witnessed violence reported problems with substance abuse
. Other problems associated with child exposure to violence include anxiety, depression, distress, aggression, and externalizing behavior disturbances.
  Girls who report having been physically and/or sexually abused are more likely to have symptoms of high stress, depression, and low self-esteem.

Security is a key factor for health development of the school-aged child.  That security is dependent upon “a predictable and understandable world.  When the world is erratic and incomprehensible, and when painful things happen routinely and capriciously, the child often becomes chronically anxious or depressed.”
  Self-esteem is badly damaged and school performance is also effected, as the child is unable to stay focused or complete work due to the distraction of the stress at home and emotional distress.

School officials assessed Makayla to be of average intelligence in Kindergarten and 2nd gade, yet her school performance did not reflect that.  Psychological testing at the time identified anxiety and depressive symptoms.  Those symptoms most likely signified the abusive circumstances she was experiencing at home.

Whether Makayla witnessed or experienced violence at home was only part of her life and circumstances.  Other contributing factors of the time have to be taken into consideration, including familial history of mental illness and alcoholism, the family’s financial stability, and other forms of stress that may have been present.  Even the fact that Makayla’s mother herself was a victim of violence impacted her ability to keep Makayla safe and understand the negative effects of interpersonal violence on her daughter.  It had the potential to effect her judgment regarding traumatic events Makayla experienced later, such as the rape.

rape:  impact on adolescent girls and the role of the first responder

Rape is an act of power or dominance.  The legal term, ‘sexual assault’, is defined as “any genital, oral, or anal penetration by a part of the accused’s body or by an object, using force or without the victim’s consent.”
  Whether further described as ‘date rape’, ‘child sexual abuse,’ statutory rape’ or ‘acquaintance rape’, if it took place under the use of force or without the victim’s consent, it is rape.

The consequences victims of rape may suffer include headaches, fatigue, sleep disturbance, eating disorders, clinical depression, substance abuse and suicide attempts.
  With the exception of suicide, the most serious consequence is Post Traumatic Stress Disorder (PTSD).  While the disorder may be caused by a variety of traumatic events, rape is the most common cause of PTSD in American women.
  The Diagnostic and Statistical Manual of Mental Disorders-4th Edition relates that PTSD symptoms develop following exposure to an extreme traumatic stressor that include, persistent re-experiencing of the event or recurring dreams of the event, persistent avoidance of reminders or triggers of the event, and persistent symptoms of hyper-arousal (increased psychological and physical tension marked by insomnia, fatigue, and reduced pain tolerance).  

The rate of psychiatric comorbidity, or additional diagnoses, with PTSD is high, particularly for the presence of anxiety and depression.  Cognitive problems that interfere with memory, attention, and school performance are common.   Irritability and social avoidance may also be present.  Adolescents are particularly effected as they experience higher rates of sexual assaults than any other age group.

 “Rape can be particularly devastating for adolescents; the damage it inflicts on the victim’s sense of personal integrity interferes with the fragile personal identity and sense of self-esteem that are being forged during this period.  It also upsets the adolescent’s need to assert some control over her environment.”

Clinical guidelines for treatment developed by the American Academy of Child and Adolescent Psychiatry (AACAP) include three major recommendations or rather minimum requirements for treatment of children with PTSD:  

1. The use of clinical interviewing with specific focus on PTSD symptoms

2. Recognition of developmental influences

3. Implementation of trauma-focused interventions

Clinical interview of the parent or guardian is also recommended with attention to the parent’s account and perception of the trauma and its effects.  However, it should be recognized that parents frequently underestimate and underreport their child’s distress after trauma.
  Before treatment begins, however, the child must first disclose the event.  Makayla first disclosed being raped to her mother via an e-mail message and to her community-based family therapist in person on the same day.  The therapist’s response to Makayla’s disclosure appears to have been one of validation, information provision, and an appropriate but delayed referral to a rape crisis program.  In subsequent therapy sessions, Makayla’s mother was described as tearful and upset.  That response then seems to have changed to one of disbelief and minimizing.  Because Makayla’s mother read a letter her daughter received from the alleged assailant and found no mention of rape or violence, she assumed it did not occur.  She stated in interview, “I don’t think it was rape.  I think it was something Makayla started to go along with and then changed her mind….she wasn’t grabbed or thrown down or anything like that.” 

Disclosing traumatic experiences like rape has been found to be beneficial to victims’ psychological and physical health,
 but the reactions of persons who receive the information impacts on the helpfulness of the disclosure.    Negative reactions have strong negative effects on psychological symptoms and wellbeing.
  In a study of 155 women who had been raped, Ullman (1996) noted that the reactions of friends and family are particularly influential in the recovery of a victim of rape.  Like the help Makayla received from her therapist when she initially disclosed, the women in the study reported getting mostly informational help and some emotional support from providers, such as therapists.  The victims described the responses that were most helpful were being listened to, receiving emotional support, and having their experience validated or believed.  The most upsetting responses they described were being blamed or having their experience minimized or denied.
  

Secondary victims of rape, in this case Makayla’s mother, often have their own counseling and/or support needs as a result of the assault.  Support and/or counseling for secondary victims should include helping the secondary victim to process his/her feelings about the assault.  It should provide information about the symptoms and reactions to sexual assault such as cutting, self-medicating, depression, and PTSD.   Secondary victims may need assistance to process their own painful memories if they have experience being victimized.  They need to learn where to place the blame, on the perpetrator and they need to understand the damage done by not believing the victim and victim-blaming.
  

Makayla did not file a police report for the rape.  In fact she reportedly adamantly refused to.  While a report may have legitimized the complaint in the eyes of family and providers, it is unlikely it would have had any therapeutic effect on Makayla.  “Even in the ‘best’ cases, doubt and blame is repeatedly thrown on the victim”
 in criminal procedures involving sexual assault.  A police report could even have been devastating to Makayla.  Reporting to the authorities is another opportunity to experience a loss of power felt so intensely by victims of rape.   Rape is an act of power or dominance.  Rape victims tend to be hypersensitive to issues of control.
  It would be appropriate for a therapist to offer reporting an assault to the police as an option.  But the therapist would also be obligated to fully inform the client of the process and possible consequences of disclosure to the authorities.  Depending upon legal and evidentiary factors, the outcome of reporting may not be what was expected.  The legal process can be just as traumatizing as the assault.
  Underreporting of rapes is common for these reasons.  

Makayla did not appear to have a history of lying or making things up.  There was nothing for her to gain by disclosing the rape.  She exhibited several behaviors that are consistent with sexual assault behaviors.  The onus should not be on the victim to report a rape to the police at the task of further trauma, so that parents and providers can feel better about ‘believing’ him or her.  Victims should not have to prove their disclosures but rather be supported in their recovery.

Makayla’s mother admitted that although she had a good relationship with Makayla, she was not a strict parent and generally let Makayla do as she pleased.  Makayla’s mother and mother’s boyfriend then attempted to exert control over Makayla in response to their concerns about her new boyfriend.  It may have created yet another power struggle.  The timing of their sudden efforts to control her activity may have clashed with her sense of loss of control from the rape she had experienced.

Makayla had recently been traumatized by sexual assault.  She had a history of exposure to and experience of physical abuse as a child.  She was diagnosed with post traumatic stress disorder.  In the last months of her life, Makayla received treatment through acute care, a partial hospital program, a substance abuse program, and a clinical school.  She would also have received ongoing community-based individual treatment had she lived longer.  Yet nowhere in her treatment were goals and interventions specifically designed to address the trauma of the youth’s rape.  There is evidence in the records that Makayla at times spoke about her rape in group sessions but she did not receive any trauma-specific therapy.  

Instead, Makayla’s treatment focused on substance abuse, possibly a symptom of post traumatic stress disorder or chronic depression.  In a study of nearly 300 adolescents in residential treatment programs for alcohol and drug dependence, nearly 75 percent reported exposure to traumatic events and nearly 30 percent had been diagnosed with PTSD.  “Among girls, trauma was followed by substance dependence, suggesting that the latter may represent self-medication for PTSD or an example of high-risk behavior in response to trauma.”
  

Was Makayla self-medicating?  The answer to that question will never be known.  What is known, however, is that she believed herself to have been raped, and lived with violence as a young child, and the clinical response was to treat her for drinking alcohol and taking drugs.

adolescent health

“According to traditional medical markers, most adolescents are considered healthy.”
  Even annual health physicals cease to be reimbursed by many health insurers at the age of 12.  Yet as they reach this period of accelerated growth and development, an increasing number of children are engaging in unhealthy behaviors including tobacco use, alcohol and other drug use, unsafe sexual encounters, poor eating habits, and inadequate physical exercise.
  More and more adolescents are being diagnosed with mental health problems and injuries related to violence.
  The suicide rate among adolescents has steadily risen.  It is the third leading cause of death among adolescents nationally and in Connecticut.
  In the United States adolescents account for approximately one quarter of all new HIV infections, one quarter of all new sexually transmitted disease infections, and one million pregnancies annually.  A majority of adolescent morbidity and mortality is related to drug and alcohol use, unintentional and intentional injuries, and risky sexual behaviors.  Many of these behaviors are associated with social ills including failure to complete high school, unemployment and crime.  Negative, preventable behaviors learned during adolescents persist into adulthood, as does the associated incidence of morbidity and mortality.
  

Parents experience the challenges to the their adolescents’ health without much guidance for parenting health prevention.  Early intervention and parental guidance for infants and toddlers is now an established practice in American health care systems.  Well-child visits are clearly defined.  Physicians and nurses are well prepared to provide guidance and education in the care of young children.  But the support typically stops there.  There is no similarly established practice in the care of adolescents.   Adolescent medicine and public health knowledge is not disseminated to the parenting public.  Parents like Makayla’s mother may intend to meet their adolescent’s needs but they do not have the understanding of how to do so or how to recognize what the risks are.  

Ironically, at the same time that adolescents are at greatest risk to develop negative behaviors they are being seen frequently by health professionals.  School and sports health clearance requirements result in more than 70 percent of adolescents seeing a health care provider regularly.
 Yet those visits are not comprehensive assessments of the adolescents’ health. They are commonly just a cursory glance for contraindications to participating on a sports team.   Health professionals are not consistently addressing the unique health needs of adolescents in a comprehensive way. Primary care providers are the chief source of information for adolescents about their health.  

“In a large survey among youth in grades five through twelve, smoking, drinking and drugs appeared among the 10 most frequently cited health topics that girls felt their doctors should discuss with them; yet less than 30 percent of these girls identified smoking, drinking or drug use as topics their doctors did discuss with them.”
  

Recognizing the gaps in care and family guidance regarding adolescent health, the American Medical Association’s Child and Adolescent Health Programs developed an approach referred to as Guidelines for Adolescent Preventive Services (GAPS) in 1989.   The GAPS project “institutionalizes the delivery of clinical preventive services for adolescents just as well-child care for infants and young children has been institutionalized.”
  The guidelines include a set of 24 recommendations designed to address the rapid behavioral changes that occur during adolescence.  Screening for health risk behaviors and provision of health guidance is the focus of the recommendations (see Table A: GAPS Recommendations).   They address 14 health topics including:

1. Adjustment to puberty and adolescence

2. Safety and injury prevention

3. Physical fitness

4. Healthy dietary habits and preventing eating disorders and obesity

5. Psychosexual adjustment and preventing negative health consequences behaviors

6. Preventing hypertension

7. Preventing hyperlipidemia

8. Preventing the use of tobacco products

9. Preventing the use and abuse of alcohol and other drugs

10. Preventing severe or recurrent depression and suicide

11. Preventing physical, sexual and emotional abuse

12. Preventing learning problems

13. Preventing infectious disease

14. Promoting parents’ ability to respond to the health needs of their adolescents

In addition to general health concerns of adolescents, relationships and support systems are also critical to this age group.  Relationships are particularly important to the development of adolescent girls.  They rely on relationships and function in the context of relationships.  Therefore, connection with others is the central organizing feature of development in girls.
  “Relationships are the glue that hold girls’ lives together.  Fractures in those relationships, coupled with major transitions, can be extremely traumatic for girls.”
  Makayla appeared to lack any support system beyond her mother and her boyfriend.  It seemed as though her providers did not explore that with her.  Reviewing systems of support for adolescents is a critical piece of the assessment of youth’s coping mechanisms.

Findings and Recommendations

Findings and recommendations have been identified in five separate sections according to source of support and services for children including policy and practice in schools, health care, public safety, public policy and at the family and community level.  

I.  Schools

Makayla’s early school officials tested her extensively for persistent learning problems.  They were unable to identify any learning disability.  They did identify anxiety and depression at a very young age.  But identified mental health needs were not addressed.  Makayla’s mother reports having no memory of being told her child was depressed or anxious.  The child’s primary care physician was not alerted.  Furthermore, there was no evidence that the child’s circumstances were fully assessed to determine the underlying cause of her symptoms.  Although she was at the time living in a situation of domestic violence, that was never assessed.  Eventually, Makayla left the school system that had so thoroughly tested her.  There was no information about whether or not Makayla’s special needs or even the results of her testing had been forwarded to her new schools.  Confidentiality restrictions preclude schools from forwarding that information without the expressed consent of a child’s parents.  

In addition to opportunities to identify and address student’s emotional and learning needs, schools also have opportunities to address substance abuse.  In fact, Connecticut schools are obligated by state law to provide prevention education regarding drugs, alcohol, and tobacco
.  In 1997, however, the Connecticut Alcohol and Drug Policy Council (ADPC) found that the school programs were not effective.  They outlined their chief concerns as follows:

· “School drug prevention programs in Connecticut have not kept pace with new research and federal requirements under No Child Left Behind to use science-based programs

· State drug education statutes are outdated

· Use of marijuana, ecstasy and heroin are increasing in Connecticut students

· Student’s mental health issues are of increasing concern.  Effective prevention and early intervention strategies are not available in all schools, leading to increased special education costs.”

The ADPC recommended that the effectiveness of school-based drug prevention and intervention programs is improved through a thorough assessment of their current use and content, a refocusing of their efforts and linkages with community-based programs.  At the time of this writing, the ADPC had initiated discussions with the state Department of Education, the Connecticut Association of Schools and other education groups to implement the 1997 recommendations.  

Recommendation for Schools – 

· Children exhibiting and/or assessed with signs and symptoms of mental illness should be referred to their primary care physicians for follow-up.  

· Parents must be completely informed and assessed for level of comprehension of their children’s needs.  They must also be fully informed of the limitations schools have in forwarding confidential documents to other school systems in transfers.  

· Schools must collaborate with the Alcohol and Drug Policy Council and the State Department of Education to implement recommendations for increasing the effectiveness of school-based drug prevention and intervention programs.

II.  Health Care Providers
(a) Primary Care – There was not much evidence in medical records of any in-depth assessment of Makayla’s well being in her early years.  Although she moved in and out of the state, it appears she was under the care of the same physician whenever living in Connecticut.  That physician was not aware that Makayla was testing as anxious and depressed in school.  Communication from the school or mother could have triggered better assessment.  While the death of Makayla’s father may have impacted her mental health, there was no evidence she was assessed for that and the fact of physical abuse was not unearthed.  Makayla’s sudden problem with bedwetting at the age of six was attributed to her father’s death three years after he died.  The occurrence of bedwetting, or enuresis, after a child has established the ability to stay dry overnight is sometimes associated with sexual abuse
 domestic violence, trauma and other abuse, and should be assessed carefully as such.    

Makayla’s physician did question her about the use of alcohol or drugs, but not until she was in the 10th Grade.  At that point, Makayla had been using for 3-4 years and did not disclose her true history.  Physicians should be fully aware of specific risks adolescent girls face and attempt to identify those risks that exist in their patients’ circumstances.  It would also be helpful to educate parents about  signs of those risks.  In addition to substance use, the assessment of Makayla may not have thoroughly included assessment for sexual or physical abuse, poor school performance, conduct disorders, or other sources of stress. Making the connection between school performance, physical and emotional wellbeing and social functioning could have prompted a referral to psychological resources sooner.  

When she presented with anger and depression in the summer of 2001, the physician responded appropriately, offering more visits and making a referral for counseling.  She also noted a weight concern that might be symptomatic of an eating disorder but perhaps did not have the right questions to get trust and disclosure from Makayla regarding substance use and sexual activity.   When the family therapist shared findings of trauma and substance abuse, the physician responded immediately.  They collaborated and made appropriate referrals for their client.    

Recommendation for Primary Health Care Providers -  

· Pediatricians and nurse practitioners providing primary care to adolescents in Connecticut should abide by standards set forth by the American Medical Association’s Guidelines for Adolescent Preventive Services.  

· Standards for assessment of child wellbeing should routinely include screening adolescents for substance abuse, depression, sexual and physical abuse, exposure to violence, school performance (including any psycho-educational testing administered), eating disorders, conduct disorders, and stress.   

· Adolescents need to be seen on at least a yearly basis for these complete updates.  Insurance companies must recognize and value the need for a preventive approach to adolescent care as they do early childhood care.  

· Parents or caregivers should be provided with anticipatory guidance regarding the needs of adolescents just as they receive for infants and very young children.

(b) Community-based family therapy - Makayla’s family therapist acknowledged professional limitations for treating Makayla’s trauma by ensuring Makayla received a referral to appropriate supports.  The therapist did not, however, facilitate an immediate connection for Makayla and a rape crisis counselor and it never did take place.  Additionally, the way Makayla’s mother questioned whether the rape occurred and minimized the event was not addressed therapeutically either.  Family members and providers who may minimize the experience of rape should be educated about the effect of their response.  In fact family members may need to be treated as secondary victims of the assault.  The therapist did not refer Makayla’s mother to appropriate resources for her own treatment and support.   Without addressing her own issues, Makayla’s mother’s ability to support her daughter may not have been all it could be.  

The therapist made efforts to communicate with the primary care physician in order to problem solve. Once the child was hospitalized the therapist ensured the acute assessment of Makayla’s needs was complete by contacting the acute unit and providing background information.  When Makayla was released from acute care with an inadequate discharge plan, the therapist worked with Makayla’s mother to identify and access an appropriate therapeutic program and supported the negotiations throughout. 

Recommendations for Community-based therapists – 

· Appropriate referrals for a child’s special needs and open and comprehensive communication about those needs among providers (within the confines of confidentiality expectations) improve the care a child will receive.  

· Families and providers should be supported and educated to best support a victim of rape. 

· Referrals to rape crisis services should be immediate upon disclosure and facilitated aggressively. 

(c)  Acute Psychiatric Care - The purpose of the acute unit of a hospital is to stabilize, determine long term needs, and make appropriate referrals to ensure those needs are met.  Makayla was admitted to the unit because she was at risk of committing suicide.  The chief goal of her admission was to overcome the immediate desire to kill herself.   The rest of her stay at the hospital was focused on starting a new medication and diagnosing her condition.  Acute care is by nature limited in its function to stabilize and determine the next course of events.  Providers in acute settings are pressed to keep the flow of patients moving in order to accommodate incoming patients in crisis but also to facilitate the access of appropriate treatment that is not available on the acute unit.   Discharge planning, therefore, is critical to ensuring the flow is interrupted or delayed and the patient does not return in crisis again due to unmet needs.   

In Makayla’s case, her discharge plan was insufficient to address her needs identified by acute care providers.  Makayla was admitted for depression and suicidality.  Her community family therapist brought Makayla’s substance abuse and history of rape and physical abuse to the attention of the acute providers.  While on the unit, her therapeutic goals were vague rather than diagnostic-based.  She received no trauma-specific therapy.  Makayla was discharged with the diagnoses: depressive disorder, alcohol abuse, oppositional defiance disorder, rule-out alcohol-induced mood disorder, and rule out PTSD (even though a physician’s note indicated PTSD had been ruled in).  She was only referred to a substance abuse program.  She was not referred for any trauma-specific therapy according to national clinical guidelines and there was no crisis intervention plan devised.   In addition to underscoring the lack of treatment referrals for young people like Makayla, her experience also highlights the lack of service options available.  There is no evidence of why Makayla’s providers discharged her so poorly prepared.  But it is not uncommon for acute care providers to lament the lack of an adequate infrastructure of step-down and sub-acute services in Connecticut to refer their clients to.  

Recommendations for Acute Psychiatric Care Providers – 

· Inpatient treatment plans must address all identified needs of the child.  

· The diagnosis of post traumatic stress disorder is being ignored. It must be acknowledged and treated appropriately according to clinical guidelines.  

· Discharge planning must be based upon a child’s needs.  All community resources must be tapped and/or parent and clients made aware of them in case of crisis.  Each child should have a well-developed crisis plan and caregivers should be provided with contacts for emergency situations and support.

(d) Outpatient Treatment Programs-  The partial hospitalization program, clinical day school and substance abuse programs Makayla was eventually admitted to exemplified good collaborative effort to communicate and support both Makayla and her family.  Makayla appeared to make a great deal of progress in treatment, improved in her school abilities and appeared motivated to succeed in the community.  Even the transition plan back to public school and community services appeared to be well thought out.  However, Makayla never received treatment targeting the underlying conditions that manifested as substance abuse.   She never had the opportunity to face the violence of her past and develop skills to recognize and cope with the symptoms it caused.

Once out of the protective structure and routine of those therapeutic programs, Makayla may not have had the skills to develop her own structure and control.   The discord in their relationship precluded Makayla’s mother from being a source of support. Things fell apart quickly at home and in her life.   She resumed using substances and she ran away. 

There is a good deal known about treating substance abuse in adults.  Abstinence programs are commonly ascribed.  But children are in a growth process and may require a different approach that incorporates their levels of emotional and cognitive development.  Very little is known about the effectiveness of current substance abuse treatment models in regards to children.  Adults are more able to interpret consequences and are amenable to cognitive behavior models of therapy because they can understand cause and effect.  This is why underlying cause is not the focus of typical adult abstinence programs.  The primary problem is considered the substance abuse.  Children are at a disadvantage due to an undeveloped cognitive and conceptual ability.  Changing behaviors in children may be more successful if underlying cause is treated.  Once the distraction of the underlying cause (abuse, violence, mental illness) is treated, a child may not look to substance abuse for remedy.  

In regards to treatment, differences between adult and child characteristics must be acknowledged.  Follow-up and after care may require programmatic adjustment.  Adolescents have less control over their environments and stressors or triggers than adults do.  They may need more therapeutic application in their home environments where perhaps the stressors that led them to substance abuse originated.  Any addict is at risk when returning to the environment of his or her addictive lifestyle, but a child often has no choice and no way of changing those stressors.  Additionally, discharge planning should include planning to provide victims with as much control as is reasonable.  Ensuring that support systems are in place and that environments perceived by both child and parent as “safe” are available will allow healthy decisions when a child experiences difficulty in the home environment.  

An assessment of a child’s support system is a critical aspect of discharge planning.  No one asked if Makayla had anyone to call when she argued with her mother.   No one assured she had someone to talk with when she experienced a flashback.  Makayla’s support system consisted solely of her mother and her boyfriend. Since Makayla’s relationship with her mother was troubled at the time, it made sense that she turned to her boyfriend.  When her mother tried to sever the relationship with the boyfriend, Makayla was thrown deeper into crisis.  Concrete exploration of a support system/network for Makayla, before she was released from any of her therapeutic programs, would have been helpful.  Makayla may have benefited from another place to go, that both she and her mother agreed upon as “safe’ when they were experiencing conflict.    

Recommendations for Outpatient Providers –

· Substance abuse treatment for children must be developmentally sensitive and incorporate treatment of underlying mental illness.

· More research must be conducted to identify effective substance abuse treatment models for children.

· After care programs must be developed according to individual needs and developmental abilities. 

· “Safe” outlets and systems of supports must be identified for children with a history of conflict at home in order to assure healthy and supported decisions for coping with stress.  

III.  Public Safety Authorities

Makayla’s mother reported being told that the police could not do anything to help get her daughter home other than to go and talk with the girl.  Relevant police records indicated that when she called to ask for assistance with her run away daughter, Makayla’s mother was told that her daughter’s age precluded them from forcing her to go home.  She was referred to the juvenile court to file a Youth in Crisis petition.  Although Makayla’s mother reports having no recollection of being told about the Youth in Crisis petition, a police officer did document telling her they could not pick Makayla up and bring her home.  The police officer narrowly interpreted police authority under the law. Connecticut General Statute Section 46b-150g states, in relevant part, that the duties of a police officer regarding a youth in crisis, 

“…who receives a report from the parent or guardian of a youth in crisis…may attempt to locate the youth in crisis.  If the officer locates such youth in crisis, such officer may report the location of the youth to the parent or guardian in accordance with the provisions of federal and state law after such officer determines that such report does not place the youth in any physical or emotional harm.  In addition the police officer may:  (1) Transport the youth in crisis to the home of the child’s parent or guardian or any other person; (2) refer the youth in crisis to the superior court for juvenile matters in the district where the youth in crisis is located; (3) hold the youth in crisis in protective custody for a maximum period of twelve hours until the officer can determine a more suitable disposition of the matter, provided (A) the youth in crisis is not held in a cell designed or used for adults, and (B) the officer may release the youth in crisis at any time without taking further action; or (4) transport or refer a youth in crisis to any public or private agency serving children, with or without the agreement of the youth in crisis.  If a youth in crisis is transported or referred to an agency pursuant to this section, such agency shall provide temporary services to the youth in crisis unless or until the parent or guardian of the youth in crisis at any time refuses to agree to those services.”

Makayla could have been picked up from her boyfriend’s home and brought home or to the police station.  Also, Makayla’s mother was not the only individual who could have filed a petition with the court.  The police and a long list of other community providers and interested parties have the authority to file a Youth in Crisis petition.    

Once home again, however, and with petitions filed, the court would have had very little authority to enforce any mandates ordered upon Makayla as the law further states, “A youth in crisis found to be in violation of any order under this section shall not be considered to be delinquent and shall not be punished by the court by incarceration in any state-supported detention facility or correctional facility.”  Even with a court order, bringing Makayla home against her will might have exacerbated the discord in her family relationships.  There is no guarantee she would have stayed at home.  But that should have been a decision for her parent to make, had she been informed accurately of her rights and the authority of the police, when she asked for assistance.

Since Makayla’s death, the Youth in Crisis Law has been revised.  The authority of police officers has been clarified.  The original language of the statute indicated that police officers “may” respond to a youth in crisis in one of three ways (See language above).  New language mandates that they “shall” respond
.   Additionally, Section One of Public Act No. 03-257 established an implementation team to “review all matters, including funding, necessary to implement an increase, by not more than two years, in the age limit for purposes of jurisdiction in juvenile matters.”  An increase in the age of children under the jurisdiction of juvenile matters would make all of the resources, services, supports and authority of the juvenile system available to children 16 and 17 years old.  

On another matter of public responsibilities, the night Makayla overdosed on Ecstasy, she attended a party at a private home.  Reports from many sources indicate that both Makayla and other underage persons consumed alcoholic beverages at the party.  Adult persons facilitated the procurement and availability of alcohol to those minors.  Those adults must be held accountable for that risk of injury and violation of the law.  

Recommendations for Public Safety Authorities -   

· Police must be fully informed and cognizant of their obligation under the Youth in Crisis Law.  A review of the law should be mandated for all police officers.  

· Even with a clarified mandate for police to respond to youth in crisis, there is still no guidance for determining safe, appropriate action.  It may be beyond a police officer’s scope of expertise to determine whether returning a youth home at the request of a parent is a safe action.  More consideration should be given to the Youth In Crisis Law.  

· Hold adults accountable for the provision of illegal substances to minors.

IV.  Public Policy 

Death of any child is tragic.  However, it is not a complete loss if lessons are learned and systems improved.  Changes must be considered at the level of policy and legislation in order to ensure that Makayla’s experience will not be repeated or that children with similar circumstances will have more promising futures.  

Recommendations for Public Policymakers

· Evaluate mental health programs and services for children in Connecticut for effectiveness, outcomes, and follow-up of children served.

· Invest in appropriate, gender-sensitive, culturally competent treatment availability for all youth, with special attention to trauma-specific therapy.  

· Support development and implementation of effective, gender-sensitive prevention programs that recognize the impact of adverse childhood events as a primary factor in subsequent health and behavior conditions.

· Promote health insurance reimbursement for optimal health care screenings in order to facilitate early identification of substance abuse and other mental health problems among adolescents. 

· Revise drug and alcohol education law to ensure effective, science-based prevention education for Connecticut students. 

· Re-visit the YIC law to determine best effectiveness. 
· Implementation of the increased age limit under the jurisdiction of juvenile matters must include the promotion of a continuum of services that address mental and emotional illness.  Specifically,  
· Wrap around case management and services
· Expansion of shelter beds and emergency foster care
· Prioritized specialized residential placements
· Therapeutic and emergency foster care placements
· Supportive housing 
· School interventions, including truancy programs
· An infrastructure of a continuum of mental health services including acute, sub-acute and long term care facilities.   
V.  Parents and Communities
A great deal is known about child development and the impact of adverse events such as abuse, violence, and alcoholism in children’s lives.   Yet, so little is disseminated from the research community to parents and potential parents.  It is highly unlikely that a parent would allow negative influences upon a child if fully informed, or if fully able to appreciate the consequences.  Additionally, parents, as in the case of Makayla’s mother, are often victims themselves.  

No one circumstance causes a child to abuse substances or develop post traumatic stress disorder.  Clearly Makayla had every opportunity to do so.  Those circumstances need to be understood and communicated to those parenting children.  Communities also play a role in protecting children as they grow.  Tolerance of underage drinking and drug use and all the negative social ills associated with it is antisocial and undermines the health of a community.   

Recommendations for Parents and Communities -

· More educational programs should be devised and embraced to provide parents with basic information about child development from birth through adolescence and parenting skills.  

· Research should be conducted on healthy, well adjusted children to determine the positive factors that produce those children.  Then those factors should be incorporated into educational programs, social welfare programs, and perhaps most importantly, child welfare programs to better support families.

· Communities must take more responsibility in speaking out about and to the children among them when they see behaviors that place those children at risk. 

· Supporting more public service announcements educating teens about the danger of alcohol and drug consumption.  Limit advertising that glamorizes alcohol consumption. 

APPENDIX A
Guidelines for Adolescent Preventive Services

Recommendations for delivery of health services

Recommendation 1: From ages 11 to 21, all adolescents should have an annual preventive services visit.

Recommendation 2: Preventive services should be age and developmentally appropriate, and should be sensitive to individual and sociocultural differences.

Recommendation 3: Physicians should establish office policies regarding confidential care for adolescents and how patients will be involved in that care.  These policies should be made clear to adolescents and their parents.

Recommendations for health guidance

Recommendation 4: Parents or other adult caregivers should receive health guidance at least once during their child’s early adolescence, once during middle adolescence and, preferably, once during late adolescence.

Recommendation 5: All adolescents should receive health guidance annually to promote a better understanding of their physical growth, psychosocial and psychosexual development, and the importance of becoming actively involved in decisions regarding their health care.

Recommendation 6: All adolescents should receive health guidance annual to promote the reduction of injuries.

Recommendation 7: All adolescents should receive health guidance annually about dietary habits, including the benefits of a healthy diet and safe weight management.

Recommendation 8: All adolescents should receive health guidance annually about the benefits of physical activity and should be encouraged to engage in safe physical activities on a regular basis.

Recommendation 9: All adolescents should receive health guidance annually regarding responsible sexual behaviors, including abstinence.  Latex condoms to prevent sexually transmitted diseases, including HIV infection, and appropriate methods of birth control should be made available, as should instructions on how to use them effectively.

Recommendation 10: All adolescents should receive health guidance annually to promote avoidance of tobacco, alcohol and other abusable substances, and anabolic steroids.

Recommendations for screening

Recommendation 11: All adolescents should be screened annually for hypertension according to the protocol developed by the National Heart, Lung, and Blood Institute Second Task Force on Blood Pressure Control in Children.

Recommendation 12: Selected adolescents should be screened to determine their risk of developing hyperlipidemia and adult coronary heart disease, following the protocol developed by the Expert Panel on Blood Cholesterol Levels in Children and Adolescents.

Recommendation 13: All adolescents should be screened annually for eating disorders and obesity by determining weight and stature, and asking about body image and dieting patterns.

Recommendation 14: All adolescents should be asked annually about their use of tobacco products including cigarettes and smokeless tobacco.

Recommendation 15: All adolescents should be asked annually about their use of alcohol and other abusable substances, and about their use of over-the-counter or prescription drugs for nonmedical purposes, including anabolic steroids.

Recommendation 16: All adolescents should be asked annually about involvement in sexual behaviors that may result in unintended pregnancy and sexually transmitted diseases, including HIV infection.

Recommendation 17: Sexually active adolescents should be screened for sexually transmitted diseases.

Recommendation 18: Adolescents at risk for HIV infection should be offered confidential HIV screening with the ELISA and confirmatory test.

Recommendation 19: Female adolescents who are sexually active or any female 18 or older should be screened annually for cervical cancer by use of a Pap test.

Recommendation 20: All adolescents should be asked annually about behaviors or emotions that indicate recurrent or severe depression or risk of suicide.

Recommendation 21: All adolescents should be asked annually about a history of emotional, physical, and sexual abuse.

Recommendation 22: All adolescents should be asked annually about learning or school problems.

Recommendation 23: Adolescents should receive a tuberculin skin test if they have been exposed to active tuberculosis, have lived in a homeless shelter, have been incarcerated, have lived in or come from an area with a high prevalence of tuberculosis, or currently work in a health care setting.

Recommendations for immunizations

Recommendation 24: All adolescents should receive prophylactic immunizations according to the guidelines established by the federally convened Advisory Committee on Immunization Practices.

Appendix B

Ecstasy “Did you Know”

For Parents

DID YOU KNOW…

· …teen experimentation with Ecstasy has increased by 71 percent in the last thee years?

· …more teens in America have now experimented with Ecstasy than cocaine, crack or heroin?

· …Close to 3 million teenagers in American have tried Ecstasy

· …Ecstasy tablets come with as many as 150 different dye stamps designed to attract teenagers just like yours?

· …emergency room episodes involving Ecstasy tripled between 1998 and 2000?

· …research links Ecstasy use to long-term damage to parts of the brain critical to thought and memory?

· …some 80 percent of the Ecstasy in the U.S. is made in the Netherlands for as little as 50 cents a tablet, while a single hit of Ecstasy sells for $10-$40 in America?

· …Many teens view Ecstasy as less harmful than cocaine, crack, heroin or LSD?

· …Ecstasy use is particularly easy to hide from a parent because it requires no paraphernalia and emits no smell?

· …The demand for Ecstasy is escalating? In 1998, government officials seized 750,000 Ecstasy tablets.  Last year, that figure jumped to 9.3 million

· …Ecstasy use can cause confusion, depression, dizziness, headaches, muscle tension, panic attacks, paranoia, severe anxiety, and vomiting?

· …Child-like costumes such as angel wings, glow sticks, glowing jewelry, children’s backpacks, teddy bears/children toys and pacifiers are highly associated with teens who use Ecstasy?

Appendix C

Ecstasy “Did you Know”

For Teens

DID YOU KNOW…

· …Ecstasy use can cause confusion, depression, dizziness, headaches, muscle tension, panic attacks, paranoia, severe anxiety, and vomiting?

· …using Ecstasy can impair your judgment, allowing you to put yourself in embarrassing and potentially unsafe situations?

· …using Ecstasy can cause sever depression, brain damage, memory loss, seizures-and death?...partying with Ecstasy can produce a dramatic increase in your body temperature, serous dehydration and a multitude of problems (source: NIDA)

· …research shows Ecstasy is linked to long-term memory damage?

· …people can die form using the drug Ecstasy? 

· …Ecstasy can permanently damage the part of the brain that controls your mood and emotions?

· …Ecstasy messes with your judgment so you can wind up vulnerable to people who want to take advantage of you?

· …because some club drugs are colorless, odorless, and tasteless, they can be added without detection to beverages by individuals who want to intoxicate or sedate others in order to commit sexual acts.

· Ecstasy can take our strength, your motivation, your dreams, your fiends, your money, and your sanity?  It happened to Lynn Smith, age 23, who became addicted to Ecstasy. Read her story at www.drugfreeeamerica.org

� Pursuant to Connecticut General Statute 46a-13k et seq., the Office of the Child Advocate (OCA) and the Child Fatality Review Panel are mandated to “review the circumstances of the death of a child placed in-out of-home care or whose death was due to unexpected or unexplained causes, to facilitate development of prevention strategies to address identified trends and patterns of risk and to improve coordination of services for children and families in the state.”  “Upon the request of two-thirds of the members of the panel, the Governor, the General Assembly or at the Child Advocate’s discretion, the Child Advocate shall conduct an in-depth investigation and review and issue a report with recommendations on the death of a child.”





� Conn. Gen. Stat.§46a-13m. Access to information.  (a) Notwithstanding any provision of the general statutes concerning the confidentiality of records and information, The child Advocate shall have access to, including the right to inspect and copy, any records necessary to carry out the responsibilities of the child advocate …If the Child Advocate is denied access to any records necessary to carry out said responsibilities, he may issue a subpoena for the production of such records…


� Conn. Gen. Stat. § 46a-13n. Confidentiality of information.  (a)…all information obtained or generated by the office in the course of an investigation and all confidential records obtained by the Child Advocate or a designee shall be confidential and shall not be subject to disclosure under the Freedom of Information Act or otherwise, except that such information and records, other than confidential information concerning a pending law enforcement investigation or appending prosecution, may be disclosed if the Child Advocate determines that disclosure is (1) in the general public interest…
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