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A Child Protection Watchdog Group

On	 October	 12,	 2010,	 the	 United	 States	 Su-
preme	 Court	 decided	 to	 hear	 Camreta/Alford 
v. Greene,	the	first	case	it	has	taken	in	over	two	
decades	 that	 directly	 relates	 to	 child	protection	
investigations.	 The	 Supreme	 Court	 granted	 the	
requests	 of	 the	 two	 defendants	 (Bob	 Camreta	
is	 a	 Bend,	 Oregon	 child	 protection	 investiga-
tor	 and	 James	Alford	 is	 a	 sheriff)	 to	 review	 the	
Ninth	 Circuit	 Court	 of	 Appeals’	 decision	 that	
went	partially	 against	 them.	The	Ninth	Circuit	

had	 held	 that	 the	 defendants’	 two-hour	 ques-
tioning	 of	 9-year-old	 plaintiff	 S.G.	 about	 pos-
sible	sexual	abuse	by	her	father	was	an	unlawful	
“seizure”	in	violation	of	the	Fourth	Amendment.	
But	because	the	law	was	not	“clearly	established,”	
the	 Ninth	 Circuit	 granted	 the	 two	 defendants	
“qualified	immunity,”	meaning	that	no	damages	
were	awarded	to	the	plaintiff	child	or	her	mother,	
whose	 consent	 regarding	S.G.’s	 in-school	 inter-

Dupuy v. McEwen	is	the	Family	Defense	Center’s	
ongoing	federal	class	action	suit	that	established	
the	due	process	 rights	of	 individuals	who	work	
with	 children	when	 they	 are	 targeted	 in	DCFS	
investigations.	Dupuy I (the	part	of	the	case	on	
behalf	of	these	child	care	employees)	was	finally	
resolved	 in	2007	after	 ten	years	of	active	 litiga-
tion,	 with	 commitments	 that	 DCFS’s	 perfor-
mance	would	be	 subject	 to	 two	years	of	moni-
toring.	In	2007,	the	Family	Defense	Center	also	
took	 over	 lead	 responsibility	 for	 insuring	 that	
DCFS	lived	up	to	its	commitments.	(Dupuy II,	
which	the	FDC	lost	in	the	Court	of	Appeals,	con-
cerned	safety	plans	issued	under	threat	of	having	
a	 child	 taken	 into	 foster	 care.)	After	 the	moni-
tor’s	 reports	were	filed	and	 individual	clients	of	
the	FDC	presented	information	that	called	into	
question	the	extent	of	compliance	with	DCFS’s	
commitments,	in	2009	the	FDC	filed	a	motion	
in	federal	court	complaining	as	follows:

•	 DCFS	 did	 not	 provide	 notice	 of	 the	 basis	
for	its	indicated	decisions	as	promised	in	the	
2007	agreement;

•	 DCFS	 denied	 special	 expedited	 processes	 to	
individuals	who	worked	with	children	if	they	
were	 union	 members,	 not	 the	 primary	 in-
come	earner	in	their	household	or	unlicensed	
caregivers	 (note:	 in	 Illinois,	many	 child	 care	
givers	are	license-exempt	and	can	work	with-
out	a	license).

•	 DCFS	treated	acceptance	of	hearing	dates	its	
judges	offered	as	a	“waiver”	of	the	right	to	a	
speedy	hearing	within	35	or	90	days.

•	 DCFS	continued	not	to	train	its	investigators	
adequately	 as	 to	 their	 duties	 to	 gather	 and	
consider	exculpatory	evidence.

Following	 the	filing	of	 this	motion	and	 the	fil-

End in Sight for 13-Year-Old Federal Case
Concerning Rights of Individuals Who Work 

with Children
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FAMILY DEFENSE CENTER STARTS PLANNING SECOND 
NATIONAL REUNIFICATION DAY CELEBRATION

In	2009,	 the	Family	Defense	Center	adopted	
the	 idea	 promoted	 by	 the	 American	 Bar	 As-
sociation’s	Parent	Representation	Project:	 cel-
ebrating	families	who	successfully	reunite	after	
child	 protection	 interven-
tion.	 Conceived	 as	 both	 a	
celebration	and	an	advocacy	
event	 to	 highlight	 the	 chal-
lenges	families	face	and	their	
needs	for	supportive	policies	
and	 practices	 to	 help	 them	
succeed,	the	Family	Defense	
Center’s	 first	 National	 Re-
unification	 Day	 event	 in-
cluded	 a	 keynote	 speech	by	
nationally-renowned	 child	
and	family	advocate	and	au-
thor	Karl	Dennis,	panels	of	
parents,	 social	 workers	 and	
lawyers,	 singing,	 entertain-
ment	for	children,	and	even	
a	 birthday	 party	 for	 Dono-
van	R.,	who	had	turned	two	
on	the	day	of	the	celebration.	
The	 FDC’s	 very	 successful	
June	 19	 event	 was	 the	 sole	
such	 event—of	 over	 dozen	
National	 Reunification	 Day	
events	 in	 other	 states—that	
was	 sponsored	 by	 a	 public	
interest	 advocacy	 organiza-
tion	rather	than	a	child	wel-
fare	agency	or	court	system.

This	 year,	 the	 ABA	 is	 sug-
gesting	that	National	Reuni-
fication	Day	should	be	held	
on	 any	 day	 between	 Moth-
er’s	Day	and	Father’s	Day.	Following	this	lead,	
the	FDC	plans	to	host	its	second	National	Re-
unification	Day	event	on	May	21	(location	to	
be	announced).	This	year,	we	hope	to	expand	
our	 sponsors	 and	 include	 even	 more	 families	
and	others	who	helped	them	to	achieve	reuni-
fication.	

Second Annual Event Exceeds Expectations: Massive 
Amounts of Fun Reported In Midst of Meaningful 
Program

On	September	27,	2010,	the	Family	Defense	
Center	 hosted	 its	 Second	 Annual	 Benefit	
Event.	Our	goal:	to	raise	$50,000	and,	at	the	
same	time,	to	educate	our	community	on	the	
importance	of	medical/legal	defense	of	wrong-
ly	accused	families	in	the	child	welfare	system.

We	succeeded	far	beyond	our	expectations	on	

both	counts.	The	stories	of	FDC	families	fight-
ing	 misguided	 medical	 claims	 of	 abuse	 and	
needing	medical	experts	as	well	as	legal	experts	
to	 restore	 their	 family	 lives	 were	 so	 powerful	
that	there	were	few	dry	eyes	in	our	audience—
or	on	the	podium—when	co-chairs	Laura	and	

Brian	Timmel	presented	Dr.	Christopher	Sul-
livan	with	 this	year’s	Family	Defender	Award	
for	his	courageous	defense	of	families	who	had	
been	 accused,	 wrongly,	 of	 causing	 their	 chil-
dren’s	 fractures.	 (See Dr. Christopher Sullivan’s 
biography, reprinted from our event program 
book at p. 8).

The	 event	 netted	 nearly	 $10,000	 more	 than	
our	 goal	 as	 well,	 thanks	 to	 the	 outstanding	
work	by	the	Timmels	and	co-chair	Julie	Bauer,	
silent	auction	coordinator	Mary	Broderick	and	
live	 auctioneer	 Sal	 Cicero.	 Artist	 Alejandro	
Romero	 and	 musicians	 Harmony	 Hope	 and	
Healing	 and	 Brass	 Friends	 made	 the	 evening	
beautiful	as	well	as	festive.	Who	would	believe	
that	a	program	so	serious	and	important	could	
also	be	so	much	fun?

The Family Defender 
is a publication of the Family Defense Center

Editor-in-Chief  Diane	L.	Redleaf
Contributors Melissa	Staas, Allegra	Cira	
Fischer, Mary	Kelly	Broderick,	Toni	Hoy,	
Kathy	Mandell	(design/layout	for	Dr.	
Sullivan	Biography)
Layout Complete	Communications,	Inc.

Also see us at www.familydefensecenter.net.

Samantha and two-year-old Donovan R. celebrate.
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It’s	 easy	 to	 support	 the	Family	Defense	Center!	 	You	 can	donate	online	 through	our	 “Click	 and	Pledge”	System,	 available	 at	www.
familydefensecenter.net.		We	can	now	accept	donations	of	appreciated	stock	too!	Please	call	Development	Coordinator	Sheree	Moratto	
at	312-356-3202x27	if	you	wish	to	arrange	for	such	a	donation	or	give	a	donation	by	credit	card	over	the	phone.	We	accept	good	old-
fashioned	checks	too	at	our	offices	at	725	S.	Wells	#	702,	Chicago,	IL,	60607.		All	contributions	are	gratefully	acknowledged,	and	con-
tributions	of	$100	or	more	are	listed	in	our	annual	report.

Please Give to the Family Defense Center

By Melissa Staas (with assistance of Valerie and Jim C.1)

Six	months	ago,	Valerie	and	Jim	C.	never	imagined	that	in	order	
to	fight	back	against	a	baseless	claim	of	child	abuse,	they	would	

need	to	fly	their	baby	girl,	Amelia,	to	a	children’s	hospital	half-way	
across	the	country,	obtain	a	slew	of	medical	opinions	from	at	least	
a	half-dozen	subspecialists,	and	hire	attorneys	 in	order	to	exercise	
their	 right	 to	 live	 together	 as	 a	 family.	 	One	 fateful	day	 this	past	
July,	however,	changed	forever	their	feelings	of	security	as	parents,	
forcing	 them	 into	 the	nearly	 impossible	position	of	proving	 their	
innocence	while	also	struggling	to	care	for	their	daughter	who	had	
complex	medical	needs.

Amelia	is	the	center	of	Valerie	and	Jim’s	home	and	family	life.	The	
couple	 traversed	a	 long	 journey	towards	parenthood—in	Novem-
ber,	 2009,	 Amelia’s	 arrival	 was	 enthusiastically	 celebrated	 by	 the	
supportive	 and	 large	 extended	 families	 on	 both	 sides.	 	 However,	
from	the	time	of	her	difficult	and	traumatic	delivery,	it	was	apparent	
that	Amelia	faced		many	medical	challenges.		

Amelia	was	born	six	weeks	prematurely	following	Valerie’s	30	hours	
of	labor,	an	emergency	cesarean	procedure	due	to	fetal	distress,	sig-
nificant	and	near-fatal	hemorrhaging	to	Valerie,	and	an	unusually	
long	stay	in	the	neonatal	intensive	care	unit	for	Amelia	(19	days),	
during	which	time	the	tiny	newborn	baby	was	intubated.		During	
the	weeks	and	months	following	Amelia’s	delivery,	her	parents	also	
learned	that	Amelia	had	a	small	hole	in	her	heart	(which,	the	spe-
cialists	hoped,	would	eventually	resolve	on	its	own),	hydronephrosis	
(structural	 abnormalities	 in	 the	 renal	 system,	 which	 would	 likely	
require	 eventual	 surgical	 intervention),	 and	 abnormal	 eye	 move-
ments.	 	 Throughout	 all	 of	 these	 developments,	 Amelia’s	 parents	
placed	her	medical	needs	as	priority	number	one	in	their	lives—dil-
igently	following-up	with	all	medical	providers,	attending	countless	
appointments,	and	educating	themselves	on	Amelia’s	conditions.

Oddly	enough,	 it	was	a	 series	of	decisions	 related	 to	Amelia’s	eye	
movements	 that	 brought	 the	 child	 protection	 system	 into	 Jim	
and	Valerie’s	family	life.	Amelia’s	eyes	were	still	crossing	at	age	six	
months,	a	red	flag	for	a	possible	need	for	an	eye	exam,	so	the	C.’s	
took	Amelia	 to	 an	ophthalmologist	who	prescribed	 eyeglasses	 for	
the	newborn.		Wanting	a	more	thorough	assessment	of	the	potential	
causes	for	Amelia’s	eye	movements,	however,	Valerie	and	Jim	sought	
a	 second	 opinion	 from	 a	 pediatric	 ophthalmologist	 at	 Children’s	
Memorial	 Hospital	 in	 Chicago.	 	 In	 order	 to	 rule-out	 a	 potential	
neurological	 explanation,	 including	 a	 possible	 tumor	 accounting	
for	 the	 eye	 movements,	 on	 July	 2,	 2010,	 this	 doctor	 ordered	 an	
MRI	of	Amelia’s	brain.	When	Valerie	and	Jim	had	not	heard	from	
the	ophthalmologist	with	the	results,	Valerie	contacted	the	doctor	

1  Names in this article have been changed to protect the confidentiality of the 
family.

on	July	6.	The	ophthalmologist	stated	that	he	had	just	received	the	
results	and	that	Amelia	had	a	small	bleed	on	her	brain—a	subdural	
hematoma—	and	that	Valerie	and	Jim	should	come	into	the	hospi-
tal	the	next	day	to	meet	with	him	in	person.	Even	though	the	fam-
ily	was	scheduled	to	have	Amelia	seen	the	following	Monday,		the	
ophthalmologist	 told	Valerie	 that	 “child	 abuse”	 was	 the	 “number	
one	reason	for	a	subdural	hematoma”	and	she	needed	to	come	in	
the	next	day	to	meet	with	a	social	worker	and	have	Amelia	get	a	full	
skeletal	survey.	Valerie	and	Jim	were	dumbfounded.

When	Valerie	and	Jim	arrived	at	Children’s	Memorial	the	next	day,	
July	7,	it	was	not	for	a		neurology	team	consultation.	(Thankfully,	
Valerie	and	Jim	later	 learned	that	a	neurological	cause	for	the	eye	
movements	 was	 ruled	 out.)	 	 They	 met	 with	 the	 child	 protection	
team	consisting	of	a	social	worker	and	Children’s	Memorial’s	 lead	
child	protection	pediatrician.	 	Entirely	 incidental	 to	 and	 separate	
from	the	review	of	the	MRI	for	purposes	of	ruling	out	a	neurologi-
cal	reason	for	the	eye	movements,	the	neuro-radiologist	detected	a	
small,	old	subdural	hemorrhage	on	the	right	side	of	Amelia’s	brain.	
Amelia	 had,	 however,	 never	 exhibited	 any	 signs	 of	 neurological	
distress	 that	 is	often	associated	with	a	bleed	 in	the	brain	(such	as	
seizures,	 breathing	 problems,	 or	 major	 mood	 changes),	 and	 they	
had	no	idea	as	to	how	the	hemorrhage	could	have	occurred.		How-
ever,	instead	of	providing	any	medical	information	about	potential	
causes	of	 these	 types	of	hemorrhages	 to	 the	very	worried	parents,	
the	 child	 protection	 team	 at	 Children’s	 Memorial	 proceeded	 to	
separately	interrogate	the	parents	in	an	increasingly	accusatory	and	
hostile	 atmosphere.	 The	 child	 protection	 team	 immediately	 pre-
sumed	that	Amelia	had	been	abused	and	demanded	that	the	parents	
prove	otherwise.	

During	their	interrogation	of	the	parents,	the	child	protection	doc-
tor	and	 the	hospital	 social	worker	questioned	both	parents	about	
whether	Amelia	had	sustained	any	accidental	falls	or	drops.	Valerie	
noted	 that	 there	 were	 a	 few	 occasions	 when	 Amelia	 bumped	 her	
head	while	 sitting	with	 someone	at	 the	 table.	Valerie	 also	offered	
that	 when	 Amelia	 rolled,	 she	 tended	 to	 move	 head-first	 so	 that	
sometimes	her	head	would	make	contact	with	the	floor	before	her	
body	could	complete	 the	 roll.	 	Both	parents	noted	 the	 traumatic	
labor	and	delivery.	When	the	child	protection	team	flatly	rejected	
any	 of	 these	 explanations	 as	 potential	 causes,	 the	 parents	 turned	
to	 these	medical	professionals	 for	 guidance	 and	 education.	 	They	
asked	the	doctor	what	could	have	caused	their	baby	girl	to	have	this	
hemorrhage.		

The	head	of	the	child	protection	team’s	response	was	immediate	and	
prosecutorial:	“Sometimes,	people	 just	 snap	and	shake	 the	baby!”		
Not	one	possible	medical	explanation	was	offered	to	them,	though	
the	C’s	later	learned	there	are	many	such	possibilities.

Family Vindicated After Medical and Legal Ordeal
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Valerie	and	Jim	could	not	believe	 the	 twilight	zone	 they	had	 just	
entered.		The	chief	child	abuse	doctor	had	never	before	met	their	
family,	knew	next	to	nothing	about	Amelia’s	extensive	medical	his-
tory,	and,		at	that	point,	had	never	even	examined	Amelia.		Never-
theless,	the	doctor	was	accusing	them	of	intentionally	harming	their	
own	daughter	and	had	the	power	and	authority	to	tear	their	family	
apart.		At		the	doctor’s	direction,	DCFS	immediately	was	contacted.		
And	as	Jim	and	Valerie	were	soon	to	learn,	her	under-informed	and	
seemingly	flippant	accusation	would	profoundly	impact	their	fun-
damental	rights	as	parents.	

Although	 Amelia	 was	 not	 in	 need	 of	 any	 medical	 attention,	 Jim	
and	Valerie	 readily	 agreed	 to	 admit	 her	 into	 the	 hospital	 so	 that	
various	tests	could	be	run,	including	a	skeletal	survey	(which	came	
back	negative	 for	 any	unexplained	 injury)	 and	other	 tests	 related	
to	Amelia’s	hydronephrosis	or	possible	neuroblastoma.	 	The	same	
day	as	Amelia’s	admission,	a	DCFS	investigator	showed	up	at	the	
hospital	and	told	Jim	and	Valerie	that	they	needed	to	sign	a	“safety	
plan”	prohibiting	them	from	any	unsupervised	contact	with	Amelia	
and	prohibiting	them	from	spending	the	night	in	the	same	location	
as	Amelia.	 	This	 investigator	told	Jim	and	Valerie	that	 if	 they	did	
not	sign	the	plan,	Amelia	would	be	taken	into	protective	custody.

On	 July	 8,	 Valerie	 asked	 to	 see	 the	 pediatric	 neurologist	 so	 that	
she	could	ask	him	directly	 about	his	 thoughts	 regarding	 the	 sub-
dural	hematoma,	but	her	requests	were	continuously	sidestepped.	
On	July	9,		though	Amelia	was	ready	for	discharge,	Valerie	refused	
to	 leave	 the	hospital	until	 she	was	given	an	opportunity	 to	 speak	
with	the	pediatric	neurologist.	Finally,	the	chief	pediatric	neurolo-
gist	at	Children’s	Memorial	did	meet	with	Valerie	and	gave	 some	
very	surprising	news:	the	MRI	also	revealed	that	Amelia	had	benign	
enlargements	of	her	subarachnoid	spaces.	It	is	a	well-accepted	medi-
cal	premise	that	children	with	these	benign	enlargements	are	more	
vulnerable	to	sustaining	subdural	hematomas,	and	sometimes	they	
can	 even	 occur	 spontaneously.	 The	 child	 abuse	 doctor	 had	 never	
mentioned	 these	 enlargements	 and	 it	 remains	 unknown	 whether	
she	 bothered	 to	 give	 this	 unusual	 neurological	 presentation	 any	
consideration	 when	 forming	 her	 opinion	 of	 abuse.	 The	 pediatric	
neurologist	 verified	 that	 there	 could	 be	 non-abusive	 explanations	
for	 the	 subdural	 hematoma	 (when	 DCFS	 finally	 spoke	 with	 this	
specialist	weeks	 later	 at	 the	 end	of	 July,	 the	 pediatric	 neurologist	
confirmed	that	the	possibility	for	abuse	was	“extremely	low”).

By	the	time	Amelia	was	discharged	on	July	9,	Valerie	and	Jim	had	
already	 realized	 that	 the	 deck	 was	 being	 stacked	 against	 them	 by	
a	child	abuse	specialist	doctor,	and	that,	sadly,	they	could	not	rely	
upon	the	medical	professionals	at	Children’s	Memorial	Hospital	to	
weigh	 in	 and	 diagnose	 the	 most	 likely	 cause	 of	 Amelia’s	 subdural	
hematoma.	

While	the	pediatric	neurologist	provided	them		critical	information	
that	seemed	to	be	directly	at	odds	with	the	cursory	and	premature	
opinion	 of	 the	 child	 abuse	 doctor,	 Amelia	 was	 not	 released	 from	
the	 hospital	 to	 her	 parents.	 	 Rather,	 pursuant	 to	 the	 direction	 of	
DCFS,	Amelia	would	spend	the	next	three	excruciating	weeks	living	
separately	 from	her	parents.	After	finding	 that	obtaining	 a	defini-
tive	second	opinion	in	Chicago	would	be	impossible	because	DCFS	
would	be	looking	to	the	head	of	the	child	abuse	team	at	Children’s	
Memorial	and	other	doctors	in	that	hospital	could	not	be	counted	
on	to	contradict	her	openly,	Valerie	and	Jim	decided	to	have	Amelia	

seen	 on	 the	 east	 coast	 at	 one	 of	 the	 country’s	 premiere	 children’s	
hospitals.	To	 get	 there,	 	 Valerie	 was	 not	 even	 allowed	 to	 go	 with	
her	own	daughter	herself;		a	cousin	had	to	fly	with	her	because	the	
DCFS	safety	plan	barred	her	from	being	alone	with	her	own	daugh-
ter.		Fortunately,	Valerie	and	Jim’s	family	had	personal	connections	
with	some	of	the	staff	at	the	hospital	that	facilitated	these	appoint-
ments—personal	connections	that	most	families	do	not	have.

Following	this	trip,	Valerie	and	Jim	received	written	reports	of	five	
sub-specialists	 (including	 a	 neuroradiologist,	 a	 pediatric	 neurolo-
gist,	two	child	protection	pediatricians,	and	an	experienced	attend-
ing	pediatrician	who	spent	over	one	hour	examining	Amelia)	who	
all	 concluded	 that	 abuse	 was	 not	 the	 most	 likely	 explanation	 for	
Amelia’s	 subdural	 hematoma.	 Rather,	 these	 specialists	 concluded	
that,	given	Amelia’s	full	medical	history	and	the	absence	of	any	other	
indicator	of	abuse,	it	was	more	likely	that	the	hematoma	was	caused	
by	either	her	traumatic	delivery	or	the	benign	enlargements	of	her	
subarachnoid	spaces.		The	child	protection	pediatricians—doctors	
with	the	same	specialization	and	equal	or	superior	experience	and	
credentials	 to	 those	 of	 the	 Children’s	 Memorial	 child	 abuse	 doc-
tor—were	clear	that	an	isolated,	small	subdural	hematoma	is	not,	
by	itself,	diagnostic	of	abuse.	

Despite	Valerie	and	Jim’s	attorneys	at	the	Family	Defense	Center	hav-
ing	provided	these	written	reports	(along	with	detailed	explanatory	
letters	and	supplementary	information	and	articles)	to	DCFS	on	July	
20	and	July	22,	DCFS	did	not	back	down	from	its	 insistence	that	
Amelia	continue	to	live	separately	from	her	parents.		And	despite	the	
FDC	attorneys	having	provided	these	reports	to	the	attorney	for	the	
Children’s	Memorial	child	abuse	doctor,	 it	 is	unclear	 if	 this	doctor	
ever	retracted	her	initial	opinion	of	abuse.	On	July	22—the	day	the	
initial	safety	plan	was	set	to	“expire”—the	investigative	team	began	
pressuring	Valerie	and	Jim	to	sign	another	safety	plan.	The	investiga-
tor’s	supervisor	told	FDC	attorneys	that	“until	 [the	Children’s	Me-
morial	abuse	doctor]	says	okay,	[Amelia]	stays	in	the	safety	plan”	and	
that	DCFS	was	still	waiting	for	her	final	report.		(To	the	knowledge	
of	Valerie,	Jim,	and	the	FDC	attorneys,	such	a	report	never	material-
ized.)	When	Valerie	and	Jim	suggested	a	less-intrusive	safety	plan	that	
would	allow	them	to	live	with	Amelia	but	still	prohibit	unsupervised	
contact,	the	supervisor	told	Valerie	that	such	a	plan	was	out	of	the	
question	“due	to	the	nature	of	the	injury.”		Again,	the	supervisor	told	
Valerie	that	if	she	and	Jim	did	not	sign	the	safety	plan	as	dictated	by	
DCFS,	Amelia	would	be	taken	into	protective	custody.

In	light	of	such	threats	and	DCFS’	flat	refusal	to	negotiate	any	terms,	
Jim	and	Valerie	decided	to	sign	the	safety	plan	but	they	wrote	on	the	
plan	that	their	signatures	were	given	“under	duress.”		The	investiga-
tor	told	them	that	the	safety	plan	was	“null	and	void”	if	signed	under	
duress—that	DCFS	required	their	unqualified	signatures	in	order	to	
avoid	protective	custody.	Moreover,	the	investigator	refused	to	give	
Valerie	and	Jim	a	copy	of	the	“under	duress”	safety	plan.		Left	with	
no	other	choice,	being	left	powerless	to	even	voice	an	objection	to	
their	coerced	living	arrangements,	and	based	upon	DCFS’	assuranc-
es	that	they	would	do	everything	possible	to	obtain	the	Children’s	
Memorial	doctor’s	final	report	the	next	day,	Jim	and	Valerie	signed	
the	safety	plan	as	drafted	by	DCFS,	with	the	understanding	that	it	
would	“expire”	at	4:00	p.m.	the	next	day,	a	Friday.

The	next	day	at	4:30	p.m.,	 the	 investigator	contacted	Valerie	and	
Jim	and	confessed	that	DCFS	still	did	not	have	the	final	report	(as	
it	would	turn	out,	DCFS	would	never	receive	any	final	report	de-
spite	the	supervisor’s		repeated	assertions	throughout	the	investiga-
tion	that	DCFS	would	defer	to	that	final	opinion).	The	investigator	

Family Vindicated
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reported	that	his	supervisor	felt	that	if	there	was	no	safety	plan	in	
place,	DCFS	would	have	to	take	protective	custody.		Therefore,	the	
investigator	wanted	to	extend	the	safety	plan	to	Tuesday	or	Wednes-
day	of	 the	 following	week.	 	Unwilling	 to	give	any	misconception	
that	 they	 in	 any	 way	 agreed	 to	 continue	 living	 apart	 from	 their	
daughter,	Valerie	and	Jim	sent	the	investigator	a	letter	stating	that	
although	they	would	abide	by	the	terms	DCFS	had	dictated,	they	
felt	that	there	was	no	legal	or	safety	reason	for	Amelia	to	live	outside	
of	her	own	home	and	they	did	not	sign	any	further	plan.

Over	the	following	weeks,	the	supervisor	and	the	investigator	con-
tinued	to	insist	that	Amelia	either	live	separately	from	Valerie	and	
Jim,	or	that	protective	custody	would	be	taken.		While	there	would	
be	intermittent	demands	of	a	new	safety	plan,	neither	the	investi-
gator	nor	the	supervisor	presented	a	new	plan	for	Valerie	and	Jim	
to	sign.	As	 the	weeks	went	by,	 it	was	clear	 that	 in	 the	absence	of	
a	 report	 from	Children’s	Memorial,	 the	 investigation	was	quickly	
losing	steam.	Upon	the	assessment	of	the	FDC	attorneys	that	the	
likelihood	of	protective	custody	was	actually	close	to	nil	(despite	the	
supervisor’s	making	such	threats	well	into	August),	Valerie	and	Jim	
finally	brought	their	daughter	Amelia	home	on	July	29.	

Ultimately,	 the	 investigation	 was	 brought	 to	 a	 close	 in	 fits	 and	
starts,	 evidencing	DCFS’	confusion	 in	 the	absence	of	clear	direc-
tion	from	the	Children’s	Memorial	abuse	doctor.	On	September	23,	
the	DCFS	supervisor	informed	the	FDC	that	DCFS	was	closing	the	
case	as	unfounded,	and	Valerie	and	Jim	received	written	confirma-
tion	of	the	unfounded	determination	in	notices	dated	October	12.

*	*	*

Valerie,	Jim,	and	Amelia’s	ordeal	illustrates	troubling	realities	at	play	
in	child	abuse	 investigations,	 especially	ones	 that	 involve	medical	
complications.		Throughout	their	ordeal,	DCFS	deferred	to	an	as-
tonishing	degree	to	a	single	Chicago-area	child	protection	doctor,		
ignoring	 the	 opinion	 of	 equal	 or	 superior	 doctors	 in	 the	 family’s	
favor.	DCFS	also	repeatedly		threatened	the	family	with	irreparable	
harm	on	the	say-so	of	this	single	doctor	when	DCFS	had	no	real	
intention	of	proceeding	in	court	against	them.	 	Moreover,	 in	this	
case,		DCFS	forced	the	family	to	separate	simply	because	it	hadn’t	
done	its	own	homework	and	when	evidence	came	in	that	supported	
the	 family,	 DCFS	 delayed	 in	 reviewing	 it.	 	 Also	 troubling	 about	
Amelia’s	case	is	the	difficulty	her	parents	had	in	accessing	medical	
opinion	from	Chicago’s	medical	community	once	DCFS	was	called	
against	them.		Indeed,	they	were	only	able	to	get	a	written	opinion	
in	their	favor	from	one	of	the	Chicago	neurologists	after	they	pro-
vided	him	and	DCFS	detailed	letters	from	the	east	coast	doctors.	
DCFS’	power	 to	 foreclose	 access	 to	 second	and	 third	opinions	 is	
precluding	families’	ability	to	provide	evidence	that	will	help	them	
stay	together	and	avoid	false	allegations.

Families	in	Chicago	are	in	grave	need	of	courageous	medical	profes-
sionals	who	are	in	a	position	to	stem	the	tide	against	the	premature	
and	damaging	opinions	of	doctors	such	as	the	one	at	Children’s	Me-
morial.	 (E.g., see article p. 8, “Meet Dr. Christopher Sullivan, 2010 
Family Defender.”) Whether	this	comes	in	the	form	of	child	protec-
tion	pediatricians	who	take	the	time	to	educate	themselves	regarding	
relevant	sub-specialties	(such	as	neurology	or	orthopedics)	or	from	
the	 sub-specialists	 themselves,	 either	 improvement	 would	 be	 wel-
come.	Unless	the	medical	community	steps	in	to	ensure	that	a	cau-
tious,	 informed,	 and	evidence-based	differential	diagnosis	 is	being	
made	in	each	and	every	case,	families	will	remain	at	the	mercy	of	the	
few	doctors	who	feel	free	to	form	and	share	abuse	conclusions	before	
all	the	facts	and	medical	circumstances	have	been	fully	considered.

Family Vindicated
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Our Son Has Been Abused and Neglected By the 
System That Ignores His Mental Health Needs

A Parent’s Story of A Fight for Justice for Her Child and for the Children of Illinois
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By Toni Hoy

“These	boys	have	been	severely	neglected.	Once	they	get	into	
a	permanent	home,	 they	will	be	 just	fine,”	 said	 the	DCFS	

caseworker	when	placing	two	and	four	year	old	foster	boys	 in	our	
home.	We	had	requested	children	who	did	not	have	mental	illness,	
as	I	did	not	feel	equipped	to	handle	such	needs.	Time	revealed	severe	
emotional	 disorders	 in	 both	 boys,	 however,	 who	 we	 adopted	 two	
years	later.

The	 elder,	 Chip,	 had	 three-hour-long	 violent	 rages.	 Psychotropic	
medicine	stabilized	his	bipolar	disorder.	He	has	been	stable	for	seven	
years	now	and	is	doing	well.	The	neglect	he	
had	experienced	as	an	 infant	manifested	 it-
self	differently	with	Dan.	He	threw	toys	and	
other	 objects.	He	 smashed	 things	 and	hurt	
people.	 Extra	 doses	 of	 time	 and	 attention	
didn’t	 make	 a	 difference,	 nor	 did	 talking	
to	him,	putting	him	in	 time-out,	or	 taking	
away	privileges.	And	medication	didn’t	work	
as	 it	did	for	Chip.	But	regardless	of	his	be-
havior,	we	count	him	as	a	blessing.

When	Dan	was	ten	years	old,	I	returned	to	
full-time	 work	 to	 support	 our	 family.	 We	
enrolled	the	children	in	public	school,	after	
home	schooling	them	for	eight	years.	The	older	three	kids	adapted	
fine.	 Dan	 fell	 apart.	Within	 six	 weeks,	 he	 entered	 the	 psychiatric	
ward	 for	 danger	 to	 himself	 and	 others.	 He	 continued	 to	 cycle	 in	
and	out	of	the	psychiatric	hospitals,	ten	more	times,	over	the	next	
two	years.	He	is	diagnosed	with	OCD,	bipolar,	ADHD,	CD,	and	
intermittent	explosive	disorder.	Collectively,	the	symptoms	manifest	
as	PTSD,	or	post	traumatic	stress	disorder.	His	aggression	increased.	
We	were	calling	911	on	a	regular	basis,	as	he	was	dangerous	towards	
his	siblings,	once	holding	a	knife	to	his	brother’s	throat	and	threaten-
ing	to	kill	him.	Sights	and	sounds	of	the	classroom	somehow	trig-
gered	his	 symptoms,	 taking	him	back	 to	 the	 time	of	 trauma.	His	
mind	couldn’t	remember,	but	his	body	was	reliving	a	time	where	he	
lay	in	a	baby	carrier,	soaked	in	urine,	cold,	lethargic,	starving,	and	
facing	death	as	an	infant.	

We	hit	a	crossroads	at	the	11th	hospitalization.	He	was	13	years	old.	
The	therapists	all	said	he	needed	to	be	in	a	residential	facility.	His	
behavior	could	not	be	safely	managed	in	a	family	setting.	They	didn’t	
tell	us	we’d	have	to	trade	our	custody	rights	to	get	Dan	the	help	he	
needed.	

Our	 insurance	 company	 said	 they	would	not	 cover	 the	 $150,000	
per	year	cost.	Our	county	mental	health	agency	told	us	to	apply	for	
the	Individualized	Care	Grant	(ICG).	They	turn	down	84%	of	ap-
plicants.	Medicaid	also	denied	coverage	and	DCFS	refused	to	help.

We	 carefully	 weighed	 every	 option.	 Could	 we	 borrow	 $150,000?	
No,	and	it	would	take	more	than	one	year	of	$150,000	bills	anyway;	
we’re	 not	 wealthy.	 Could	 we	 bring	 him	 home?	 No,	 he	 was	 going	

to	hurt	 or	 kill	 us	 or	 one	 of	 the	 other	 kids.	Could	we	 live	 in	 two	
separate	dwellings,	 as	 if	we	were	divorced?	DCFS	was	 in	 favor	of	
this	idea.	That	would	still	not	guarantee	safety.	We	could	have	Dan	
arrested.	Our	attorney	wisely	advised	us	that	juvenile	detention	was	
too	harsh	for	an	emotionally	compromised	child.	The	environment	
would	elevate	his	anxiety	and	trigger	his	PTSD.	There	was	only	one	
other	choice:	we	could	refuse	to	pick	him	up	from	the	hospital	on	
the	grounds	that	we	couldn’t	protect	ourselves.	DCFS	had	warned	
us	that	if	we	brought	him	home,	we’d	risk	being	charged	with	child	
endangerment	for	failure	to	protect	our	other	kids.	At	the	same	time,	
if	we	didn’t	pick	him	up,	they’d	charge	us	with	neglect.	By	choos-

ing	not	to	pick	him	up,	we’d	all	be	safe.	He’d	
get	psychiatric	treatment,	but	we’d	get	treated	
like	child	neglecters.	Of	all	the	possible	horri-
ble	choices,	getting	a	label	of	“child	neglecter”	
had	the	fewest	bad	effects.	So	that’s	what	we	
did—we	 decided	 not	 to	 pick	 Dan	 up	 from	
the	hospital.

Sure	enough,	we	were	charged	with	neglect.	
DCFS	 Procedure	 for	 Rule	 #84,	 Lockout,	
however,	 lists	 specific	 reasons	DCFS	cannot	
indicate	a	finding	against	a	parent,	including:	
if	 the	child	has	had	a	clinical	 staffing,	 if	 the	
child	 is	 dangerous	 towards	 the	 family,	 or	 if	

the	 child	 has	 a	 mental	 health	 history.	 While	 all	 of	 the	 above	 ap-
plied,	DCFS	indicated	the	allegation	anyway,	placing	our	names	on	
the	State	Central	Register	of	child	neglecters.	We	fought	in	juvenile	
court	 to	 get	 the	 neglect	 finding	 amended	 to	 “no-fault	 dependen-
cy”	and	succeeded.	We	appealed	the	indicated	finding	and	had	our	
names	expunged	as	child	neglecters.	

The	State’s	Attorney	told	us,	however,	that	no-fault	dependency	cases	
carry	the	same	“stigma”	as	abuse	cases.	That	is	true.	We	hoped	time	
would	alleviate	the	stigma,	but	it	hasn’t.	DCFS	continues	to	“pro-
cess”	us	through	the	system	in	exactly	the	same	manner	as	parents	
who	abuse	children.	For	the	last	30	months,	we’ve	been	inspected,	
interrogated,	and	treated	as	criminals.	Constant	threats	of	“comply	
with	 the	 terms	of	 the	 service	plan	or	 risk	 termination	of	parental	
rights”	loom	over	us	like	a	dark	cloud.	The	procedure	is	exactly	the	
same.	We	fell	victim	to	systematic	oppression.

During	 the	 spring	of	 2010,	 I	 found	out	 about	 a	Medicaid	provi-
sion	 called	 Early,	 Periodic,	 Screening,	 Diagnostic,	 and	 Treatment	
(EPSDT).	This	federal	 law	states	that	“if	a	 licensed	practitioner	of	
the	healing	arts	(LPHA)	deems	that	a	treatment	is	medically	neces-
sary	to	correct	or	ameliorate	a	condition,	the	state	must	provide	it,	
whether	or	not	it	is	covered	under	any	other	state	plan.”	In	June,	I	
attended	a	statewide	meeting	of	child	mental	health	stakeholders	in	
which	HFS,	 the	agency	 that	administers	Medicaid	 in	 Illinois,	was	
present,	 as	 well	 as	 DCFS,	 senatorial,	 and	 gubernatorial	 staff.	 The	
meeting	opened	with	my	video,	“He’s	My	Son,”	which	can	be	viewed	
at	 http://www.authorstream.com/Presentation/tonihoy-242910-
Son-he-s-my-Occasions-Family-ppt-powerpoint/	

Of all the possible 
horrible choices, get-
ting a label of “child 
neglecter” had the 
least bad effects. 
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A Parent’s Story
continued from page 6

Just	when	we	thought	we’d	seen	every	sort	of	misplaced	accusation,	
another	 family	 comes	 to	 our	 attention.	 We	 believe	 these	 stories,	
though	we	wish	they	weren’t	true.

•	Six-year	old	Adam	has	autism	and	resists	routine	dental	care.	But	
that	did	not	 stop	DCFS	 from	accusing	his	parents	 of	 “dental	ne-
glect.”	The	family	contacted	over	80	pediatric	dentists	to	seek	treat-

ment,	 all	 of	 whom	 were	 unwilling	
to	care	for	Adam	given	the	need	for	
extra	 precautions	 in	 order	 to	 work	
with	 a	 child	 with	 his	 disabilities;	
Adam	needed	to	be	sedated	in	order	
to	have	his	teeth	cleaned.	The	fam-
ily’s	difficulties	in	getting	dental	care	
did	not	stop	DCFS	from	indicating	
them	 for	 “dental	 neglect.”	 Fortu-
nately,	after	the	FDC	appealed	and	
recruited	 attorneys	 from	 McDer-
mott,	Will	&	Emery	to	help	Adam’s	
parents,	 DCFS	 saw	 the	 light	 and	
dropped	the	allegations.	Sometimes	
neglect	isn’t	due	to	parents’	failings,	
but	 to	 a	 system	 that	 provides	 little	

or	no	help	to	parents	 in	need	(see Toni Hoy’s story at p. 6).	But	we	
still	can’t	believe	that	families	are	getting	unfairly	targeted	as	child	

neglecters	instead	of	getting	the	help	they	need	to	care	for	their	kids!

•	T.	is	the	mother	of	a	17-year-old	son	N.	who	has	been	a	gang	mem-
ber	and	acts	out	of	control.	On	a	particularly	bad	day,	T.	asked	N.	
to	clean	up	after	a	dog	and	instead	he	threw	dog	feces	at	his	younger	
brother.	Then,	when	T.	tried	to	stop	him,	he	attacked	her,	using	a	piece	
of	a	broken	vase	which	could	have	killed	her.	In	the	tussle,	N.	stabbed	
himself.	 The	 result—you	 guessed	 it—T.	 got	 indicated	 for	 abuse	 of	
N.!	And	DCFS	affirmed	the	decision	despite	believing	she	acted	 in	
self-defense.	We	can’t	believe	 that	 it	will	 take	an	appellate	 ruling	 to	
vindicate	T.

•	Vickie	lost	custody	of	her	children	in	the	mid	1990’s,	due	to	her	
drug	addition,	but	she	turned	her	life	around	and	regained	custody	
of	her	children	from	the	juvenile	court.	Her	life	was	going	well,	with	
a	new	job	as	a	child	care	assistant,	all	until	her	employer	ran	a	man-
datory	background	check	and	discovered	an	overextended	indicated	
report	stemming	from	her	pre-rehab	days.	Vickie	was	laid	off,	and	
when	she	tried	to	appeal	the	indicated	finding	that	she	hadn’t	known	
was	still	on	her	record,	she	was	told	she	was	too	late.	She	took	the	
case	up	to	the	Circuit	Court.	Fortunately,	at	this	point,	she	found	
the	FDC.	The	FDC’s	intervention	convinced	the	DCFS	lawyers	to	
give	her	a	second	chance.	We	still	can’t	believe	that	a	model	rehabi-
lated	mother	like	Vickie	is	being	kept	out	of	a	job	she	loves	because	
DCFS’s	right	hand	(the	juvenile	court)	doesn’t	communicate	with	its	
left	hand	(the	administrative	indicated	report	system).

Can You Believe This?

During	 this	 meeting,	 everyone	 agreed	 that	 prescribed	 residential	
treatment	is	a	“service”	under	this	provision.	The	reason	this	service	
is	not	covered	is	because	the	behavioral	health	centers	are	licensed	as	
child	care	centers.	In	order	to	qualify	for	Med-
icaid	funding,	they	would	have	to	be	licensed	
as	psychiatric	residential	facilities	(PRTF).	The	
Department	of	Alcohol	and	Substance	Abuse	
(DASA)	confirmed	that	their	centers	had	been	
licensed	as	PRTFs	for	over	15	years.	I	voiced	
two	important	issues:

1.	 Children	with	mental	health	issues	concur-
rent	with	 substance	abuse	 issues	get	 treat-
ment	and	the	parents	keep	guardianship.

2.	 BUT	 children	 with	 mental	 health	 issues	
alone	get	treatment	only	if	the	parents	lose	
guardianship.

While	DHS	staff	agreed	this	was	true,	and	that	
by	not	providing	treatment	for	our	son,	we’d	
been	 forced	 to	 trade	custody	rights	 for	men-
tal	healthcare,	our	son	remained	a	ward	of	the	
state.	HFS	agreed	to	pursue	licensing	the	cen-
ters	as	PRTFs	so	they	could	accept	Medicaid,	
however,	they	admitted	publicly	that	they	had	
talked	about	it	for	over	a	decade	and	not	done	
it,	and	that	it	would	not	happen	expediently.

We	decided	our	final	 recourse	was	 to	 sue	HFS,	 forcing	 them	into	
compliance	with	federal	Medicaid	law.	On	November	3,	2010,	we	

filed	a	federal	lawsuit	against	the	State	of	Illinois	for	injunctive	relief	
for	 our	 son’s	 treatment	 under	 the	 EPSDT	 provision	 of	 Medicaid.	
Our	case,	Number,	1:2010cv07098,	D.H. by and through his parents, 
Toni Hoy and James Hoy vs. Grace Hong Duffin, Carol Adams, Julie 
Hamos, Barry Maram,	is	now	pending	in	federal	court	before	Judge	
John	Darrah.

Essentially,	my	husband	and	I	have	been	un-
necessarily	and	illegally	robbed	of	custody	of	
our	son	for	the	last	30	months	in	exchange	for	
his	getting	mental	health	treatment.	Dan	has	
been	robbed	of	the	family	that	DCFS	awarded	
him	 through	 adoption.	 In	April	 of	2008,	he	
became	a	ward	of	the	state	for	the	second	time,	
suffering	loss,	abandonment,	and	grief	because	
of	 failure	to	obtain	treatment	 for	 the	trauma	
that	brought	him	 into	 the	 foster	 care	 system	
the	first	 time.	The	 federal	 court	 in	Collins v. 
Hamilton,	in	Indiana,	determined	that	a	state	
may	not	exclude	psychiatric	 residential	 treat-
ment	programs	from	Medicaid.	But	even	if	we	
win	this	suit,	we	will	have	to	petition	the	juve-
nile	court	for	return	of	custody	rights	and	Dan	
will	continue	to	need	residential	treatment	for	
the	 foreseeable	 future—though	we	would	be	
able	to	access	that	treatment	for	him,	we	hope,	
without	relinquishing	custody.	

Dan	 resides	 at	Chaddock	Residential	Center	
in	 Quincy,	 Illinois.	 He	 is	 now	 16	 years	 old.		
We	 visit	 him	 often.	 He	 remains	 emotionally	

unstable—the	victim	of	child	abuse	at	a	very	early	age	before	he	was	
adopted,	and	systemic	abuse	by	a	system	that	has	since	then	failed	
him	and	us.

My husband and I 
have been unneces-
sarily and illegally 
robbed of custody 
of our son for the 
last 30 months in 
exchange for his get-
ting mental health 
treatment.
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Diane Redleaf celebrates Dr. Sullivan’s award as 2010 Family Defender 
with his parents, Kathleen and C. Jerome Sullivan.

By Diane Redleaf

Dr.	Christopher	Sullivan	never	set	out	to	become	an	expert	wit-
ness	in	child	abuse	cases	on	behalf	of	wrongly	accused	families.	

Nor	has	he	ever	viewed	himself	as	a	doctor	whose	mission	is	to	save	
his	patients’	lives,	though	many	of	the	Family	Defense	Center’s	cli-

ents	think	he	has	done	exactly	that.	
Dr.	Sullivan	picked	orthopedic	sur-
gery	as	his	specialty	area	because	he	
preferred	not	to	treat	“life	or	death”	
illnesses;	 rather,	 he	 wanted	 to	 pro-
vide	care	and	treatment	that	would	
enable	people	to	live	decent	lives	(by	
helping	 them	walk,	 sit,	 and	 gener-
ally	function	better).

While	 his	 practice	 is	 primarily	 in	
areas	of	traditional	pediatric	ortho-
pedics,	Dr.	Sullivan	has	seen	enough	
injustice	in	the	child	welfare	system	

to	have	stepped	 into	the	 fray	when	most	doctors	 shy	away.	When	
other	doctors	who	lack	his	knowledge	of	orthopedics	have	made	ac-
cusations	that	would,	if	credited,	have	irreparably	harmed	families,	
Dr.	Sullivan	has	provided	crucial	medical	 explanations	 supporting	
families	who	have	been	wrongly	accused	of	abuse.	Dr.	Sullivan	has	
been	willing	to	question	the	bad	science	behind	many	reflexive	“pro	
abuse”	accusations	that	have	arisen	in	numerous	bone	fracture	cases.	
His	 ability	 to	 provide	 cogent,	 common	 sense	 and	 medically	 sup-
ported	explanations	for	fractures	(as	accidental	or	whose	cause	can-
not	be	determined	to	be	due	to	abuse)	has	helped	many	innocent	
parents	avoid	the	trauma	of	separation	and/or	the	stigmatizing	label	
of	“child	abuser.”

“Bones	 by	 themselves	 can’t	 tell	 you	 the	 cause	 of	 their	 breaking,”	
notes	Dr.	Sullivan,	explaining	why	it	is	so	vital	to	have	expert	ortho-
pedic	opinions	in	considering	whether	a	specific	fracture	is	likely	to	
be	due	to	abuse	or	was	simply	an	accident.	Oftentimes,	parents	truly	
do	not	know	what	has	caused	a	child’s	fracture.	Dr.	Sullivan	notes	
that	orthopedists	themselves	consider	it	common	for	parents	“not	to	
know”	how	a	child	got	a	fracture	and	it	is	wrong	to	assume	that	only	
child	abuse	could	have	been	the	cause.	Unfortunately,	in	case	after	

case,	pediatricians	who	call	themselves	child	abuse	experts	jump	to	
conclusions	 that	 certain	 types	 of	 fractures	 (spiral,	 femur,	 or	 more	
than	one	fracture	at	different	times)	must	have	been	caused	by	abuse	
or	that	parents	who	cannot	explain	how	a	fracture	occurred	are	lying	
in	order	to	protect	themselves.	These	doctors	often	possess	nothing	
more	in	support	of	their	conclusion	that	abuse	occurred	than	an	x-
ray	of	a	broken	bone.	“There	is	no	such	thing	as	a	fracture	that	only	
can	be	caused	by	child	abuse,”	Sullivan	notes,	and	he	adds	that,	“in	
many	of	the	cases	in	which	abuse	is	allegedly	the	cause,	it	is	hard	to	
figure	out	how	abuse	could	have	produced	the	physical	findings	we	
see	 on	 x-rays.”	 Moreover,	 “an	 isolated	 long-bone	 fracture	 is	 not	 a	
good	indicator	that	a	child	has	been	abused.”

The	 challenge	of	 determining	 if	 the	 causes	 of	 a	 fracture	 are	 likely	
to	 be	 due	 to	 child	 abuse	 makes	 it	 especially	 important	 to	 under-
stand	the	physical	mechanics	of	bone	fractures,	including	the	sorts	
of	forces	that	produce	fractures.	Experience	with	thousands	of	cases	
of	accidental	fractures	and	bone	diseases	and	conditions	also	helps,	
for	what	looks	like	abuse	to	a	doctor	who	rarely	treats	bone	fractures	
may	actually	be	the	sort	of	accidental	injury	that	orthopedists	do	not	
consider	suspicious	at	all.

•	•	•	•	•	•	•	•	•	•	•	•	•

Dr.	 Sullivan—Chris	 to	 his	 friends	 and	 colleagues—	 grew	 up	 in	
the	northern	and	northwestern	suburbs	of	Chicago.	He	lived	with	
his	family	(he	is	the	oldest	of	six	children)	in	Mt.	Prospect.	When	
he	 started	 high	 school	 at	 Loyola	 Academy	 in	 Wilmette,	 his	 fam-
ily	moved	 to	Glenview	 to	be	 closer	 to	his	 school.	He	did	well	 in	
school	and	went	to	college	at	the	United	States	Air	Force	Academy	
in	Colorado	Springs,	Colorado.	There	he	majored	in	physics	and	life	
sciences—in	retrospect,	these	turned	out	to	be	natural	areas	of	con-
centration	for	an	orthopedic	surgeon.	He	graduated	in	the	top	1%	
of	his	class	and	entertained	the	plan	of	becoming	a	pilot.	Realizing	
that	flying	planes	would	only	be	exciting	in	the	event	of	combat,	and	
that	taking	part	in	combat	itself	would	not	be	desirable,	he	shifted	
gears	from	aviation	to	medicine	while	at	the	Academy.	(Now	he	has	
“about	30	seconds	of	regret”	that	he	didn’t	become	a	pilot.)

From	Colorado,	Dr.	Sullivan	moved	west	to	California.	He	remained	
on	active	duty	while	attending	UCLA,	where	he	received	his	medi-
cal	degree.	In	addition	to	his	medical	degree,	he	earned	a	Master’s	
Degree	in	public	health,	focusing	on	epidemiology.	This	background	
gives	him	an	added	understanding	of	the	complexity	of	making	per	
se	statements	about	child	abuse	when	the	true	incidence	of	abuse	is	
often	both	unknown	and	misunderstood.

Dr.	Sullivan	wasn’t	sure	what	kind	of	doctor	he	wanted	to	be,	but	
he	knew	he	didn’t	want	to	be	one	practicing	in	an	area	that	worked	
by	“giving	out	pills”	and	then	examining	the	chemical	reaction	this	
produced.	He	toyed	with	becoming	a	plastic/reconstructive	surgeon.	
In	order	to	become	a	plastic	surgeon,	he	first	had	to	train	 in	gen-
eral	surgery,	orthopedics	and	ear,	nose,	and	throat	surgery.	Through	
this	process	of	exploration,	which	included	the	unusual	added	back-
ground	 (for	 an	orthopedist)	of	 an	 internship	 in	 internal	medicine	
in	San	Antonio	Texas	in	1980-1981,	he	discovered	that	orthopedics	
interested	him	most.	He	especially	likes	the	fact	that	orthopedics	in-
corporates	his	interests	in	physics	and	mechanics	in	solving	concrete	
problems	and	helping	children.

Following	his	internship	in	Texas,	Dr.	Sullivan	moved	back	to	Chi-
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cago	in	1981	and	did	his	residency	in	orthopedics	at	Northwestern	
University.	He	spent	a	year	at	Children’s	Memorial	Hospital	for	his	
pediatric	orthopedic	rotation.	From	there	he	took	a	circuitous	route	
back	to	California	for	a	position	with	a	new	orthopedics	service	at	
George	Air	Force	base	(which	subsequently	closed)	and	at	Edwards	
Air	Force	Base.	This	position	was	followed	by	a	prestigious	fellow-
ship	in	pediatric	orthopedics	at	the	Children’s	Hospital	and	Health	
Center	(now	Rady	Children’s	Hospital)	in	San	Diego.	While	he	was	
in	 the	Air	Force,	 a	 friend	 from	medical	 school	 introduced	him	to	
a	 woman	 named	 Jannine	 who	 was	 the	 friend’s	 child’s	 pre-school	
teacher.	Dr.	Sullivan	first	got	to	know	his	future	wife,	who	was	from	
Gilroy,	California,	 strictly	by	phone	calls.	Eventually,	 the	two	met	
face-to-face	and	that	meeting	apparently	worked	out	well;	they	were	
married	in	December	1988.	Jannine	had	a	child,	Joseph,	whom	Dr.	
Sullivan	adopted	three	years	later.

Although	Dr.	Sullivan	moved	every	few	years	while	he	was	pursuing	
his	education,	his	wanderlust	ended	when	he	accepted	his	position	at	
the	University	of	Chicago	in	1989.	
He	moved	his	family	to	Hyde	Park	
and	 he	 became	 a	 faculty	 member	
in	the	Department	of	Surgery,	di-
vision	 of	 Orthopedics	 and	 Reha-
bilitative	Medicine.	He	has	stayed	
there	for	21	years	and	now	directs	
the	Pediatric	Orthopedics	and	Sco-
liosis	Program.

•	•	•	•	•	•	•	•	•	•	•	•	•

Protecting	families	comes	naturally	
to	Dr.	Sullivan,	for	his	own	family	
roots	are	strong.	The	father	of	four	
children,	 Clare,	 Sean,	 Carl,	 and	
Joseph,	who	range	in	age	from	13	
to	24,	he	takes	having	a	large	fam-
ily	in	stride.	He	notes	that	his	own	
family	is	“on	the	small	side,”	given	
that	 he	 has	 two	 sisters	 who	 have	
nine	children	each,	a	brother	who	has	adopted	six	children,	a	brother	
who	adopted	two	children,	and	another	brother	who	adopted	two	
children	and	has	a	biological	child.	All	told,	his	own	parents	are	the	
lucky	grandparents	of	33	grandchildren	 (and	five	great	 grandchil-
dren,	so	far)	so	there	are	plenty	of	cousins	at	all	ages.

On	the	evening	he	was	interviewed	for	this	biography,	Dr.	Sullivan	
had	been	at	work	since	7:00	a.m.	He	had	seen	52	patients	before	
his	work	day	ended	at	about	7:00	p.m.	This	is	a	typical	schedule	on	
his	clinical	days	and	he	is	in	surgery	three	days	a	week	as	well.	Long	
days	and	a	fairly	long	commute—from	Hinsdale	where	the	family	
moved	in	1996—typify	his	practice.	Yet	he	rarely	seems	tired	and	al-
most	never	says	he	is	too	busy	to	consider	another	pressing	case.	His	
loyal	staff,	administrator	Earnestine	Schell	and	nurse	Bobbie	Reyes,	
protect	his	time	as	best	they	can	to	keep	him	from	over-extending	
himself.	 They	 rarely	 succeed,	 especially	 when	 the	 Family	 Defense	
Center	calls	with	an	urgent	new	case	of	possible	mistaken	claims	of	
child	abuse.

Like	most	pediatric	orthopedists,	Dr.	Sullivan’s	day-to-day	practice	
involves	treating	everyday	childhood	accidents	(which	increase	dur-
ing	the	summer	months)	and	disabilities	like	scoliosis	and	cerebral	

palsy.	The	largest	share	of	his	practice	(40%	or	more)	involves	caring	
for	children	with	disabilities	because	they	often	develop	impairments	
of	their	joints	and	ambulatory	functions.	Other	significant	parts	of	
his	practice	involve	correcting	birth	defects	as	well	as	operating	on	
teenage	 girls	 who	 develop	 scoliosis	 and	 require	 corrective	 surgery.	
Working	directly	with	DCFS	caseworkers,	he	provides	care	for	chil-
dren	who	are	in	foster	homes	or	other	substitute	care.	Child	abuse	
cases	are	a	very	small	fraction	of	his	practice—he	estimates	that	these	
cases	are	no	more	than	5%	of	his	work.	Dr.	Sullivan	is	pleased	to	
note	that	injuries	he	considers	unlikely	to	be	the	result	of	child	abuse	
no	longer	are	as	commonly	the	subject	of	a	traumatic	investigation	
when	the	cases	first	present	themselves	at	the	University	of	Chicago	
Hospital.	“It	seems	to	me	that,	unlike	at	other	hospitals	where	some	
doctors	overstate	the	likelihood	that	isolated	leg	and	arm	fractures	
are	due	 to	 abuse,	our	own	child	protection	 team	has	 learned	 that	
the	 likelihood	 that	 these	cases	will	prove	 to	be	caused	by	abuse	 is	
very	low.”	The	cases	in	which	Dr.	Sullivan	testifies	are	almost	always	
ones	in	which	another	hospital’s	child	abuse	team	opines	that	there	
is	child	abuse	even	though	orthopedists	have	not	been	consulted	in	
reaching	that	conclusion.	[In	all	three	major	Family	Defense	Center	
cases	 in	which	Dr.	Sullivan	has	 testified,	 the	opposing	child	abuse	

doctors	were	 from	Children’s	Me-
morial	 Hospital.	 Children’s	 Me-
morial’s	 child	 abuse	 team	 doctors	
have	 also	 been	 on	 the	 opposing	
side	of	University	of	Chicago	neu-
rosurgeons	 and	 other	 experts	 in	
number	 of	 medically-complex	 al-
leged	abuse	cases.]

Over	 the	years	of	his	work	 at	 the	
University	 of	 Chicago	 Comer	
Children’s	 Hospital,	 he	 has	 been	
involved	 in	 an	 estimated	30	 cases	
in	which	the	State	has,	in	Dr.	Sul-
livan’s	estimation,	incorrectly	con-
cluded	 that	 a	 parent	 or	 guardian	
was	 a	 perpetrator	 of	 abuse	 or	 ne-
glect	 that	 caused	 a	 bone	 fracture.	
The	first	two	such	cases	Dr.	Sulli-
van	accepted	were	revealing.	In	the	
first	case,	the	Office	of	Public	De-

fender	simply	contacted	him	to	see	if	he	would	be	willing	to	review	
some	 medical	 records.	 In	 this	 case,	 there	 were	 two	 10-month-old	
twins,	 including	one	whom	the	 father	had	 removed	 from	a	 swing	
and	happened	to	have	jerked	his	leg	in	doing	so.	The	father	had	no-
ticed	that	the	infant	was	guarding	that	leg,	so	the	next	day	a	doctor	
sent	the	child	for	an	MRI	scan,	which,	indeed,	showed	a	displaced	
femur	 fracture.	 Children’s	 Memorial	 Hospital	 doctors	 reportedly	
also	saw	new	bone	formation	on	both	of	the	infant’s	humerus	bones	
on	a	skeletal	survey.	They	concluded	that	there	were	three	fractures	
and	 therefore	 the	 child	had	been	 abused.	Both	 children	were	 im-
mediately	removed	from	the	father.	A	day	later,	however,	the	scans	
were	re-read	and	it	turned	out	that	what	had	looked	like	additional	
fractures	was	normal	development	in	a	child	that	age.	Dr.	Sullivan	
testified	that	given	the	one	fracture	and	the	explanation	given,	the	fe-
mur	fracture	could	certainly	have	been	accidental,	not	due	to	abuse.	
Later	he	did	a	major	study	that	demonstrated	that	femur	fractures	
are	less	commonly	due	to	abuse	than	had	been	generally	believed.

The	second	case	was	more	shocking,	giving	Dr.	Sullivan	a	taste	of	
the	potential	injustices	and	traumas	unnecessarily	inflicted	on	chil-
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dren	and	families	when	the	State	first	makes	a	mistake	in	diagnosing	
an	 injury	and	then	 labeling	 it	as	child	abuse.	At	 issue	 in	 the	case,	
at	 least	when	 it	was	first	presented	to	Dr.	Sullivan,	was	whether	a	
boy’s	jaw	fracture	had	been	caused	by	his	hitting	his	chin	on	a	rock,	
as	he,	his	mother,	and	neighborhood	children	had	asserted.	A	well-
known	 child	 abuse	 expert	 opined	 that	 this	 explanation	 could	 not	
account	for	the	fracture,	so	after	this	expert	was	called	to	testify	in	
court,	DCFS	was	given	temporary	custody	of	the	five	children	in	the	
family.	Dr.	Sullivan	discovered,	to	his	surprise,	that	the	radiological	
report	that	the	child	abuse	expert	had	relied	upon	showed	no	frac-
ture	at	all.	The	child	abuse	expert	had	misread	the	x-ray	as	showing	
a	fracture	where	the	image	on	the	slide	was	just	air	between	the	soft	
palate	and	the	tongue.	A	panoramic	view	of	the	child’s	jaw	showed	
the	bone	was	normal.	By	the	time	Dr.	Sullivan	testified,	however,	13	
months	had	elapsed	and	the	children	had	been	removed	from	the	
mother	during	this	entire	time.

Unfortunately,	 it	 is	not	at	all	 shocking	that	 there	was	a	dispute	as	
to	 cause	 or	 that	 the	 family’s	 explanation	 was	 not	 credited	 against	
the	child	abuse	experts’.	These	sorts	of	problems—that	parents	are	
disbelieved	and	so-called	experts	are	credited--are	all	too	common-
place	 in	 the	 legal	 system.	Dr.	Sullivan	was	 to	 learn,	however,	 that	
even	after	he	pointed	out	this	fundamental	error	in	reading	x-rays,	
the	State	refused	to	drop	its	abuse	case	and	insisted	on	proceeding	
to	a	hearing.	The	judge	did	rely	on	Dr.	Sullivan’s	testimony	and	sent	
the	children	home.	However,	the	State’s	acceptance	of	an	egregious	
medical	 error	 by	 a	 so-called	 child	 abuse	 expert,	 and	 its	 failure	 to	
accept	new	information	from	a	highly-qualified	expert	pediatric	or-
thopedist,	caused	the	tragedy	of	a	prolonged	family	separation	for	a	
disadvantaged	African-American	mother	from	Chicago’s	South	Side	
from	her	five	children.

“I	would	not	have	believed	it	unless	I	saw	this	myself!	Why	would	
the	State	pursue	this	case	when	there	was	no	injury?	Here	this	moth-
er	had	lost	custody	and	her	children	were	put	into	foster	care	because	
of	a	fracture	that	turned	out	not	to	exist!”	Dr.	Sullivan—like	many	of	
the	pro	bono	lawyers,	professionals	and	the	clients	whom	the	Family	
Defense	Center	helps—reasonably	expected	that	there	would	have	
to	be	some	merit	in	the	initial	accusation	for	the	child	welfare	system	
to	have	taken	the	extreme	action	of	taking	children	from	their	par-
ent.	Like	the	clients	and	attorneys	the	Family	Defense	Center	works	
with	routinely,	Dr.	Sullivan	was	outraged	 to	discover	 that	 families	
could	be	needlessly	destroyed	when	the	basic	premise	that	there	is	an	
injury	turns	out	to	be	wrong.

Since	the	time	he	testified	in	this	case	and	exonerated	the	mother,	
Dr.	Sullivan	has	been	repeatedly	asked	by	the	Public	Defender’s	Of-
fice	and	a	number	of	private	attorneys	who	practice	in	juvenile	court	
to	evaluate	potential	wrongful	abuse	allegations.	He	has	not	sought	
out	the	role,	but	neither	has	he	refused	it.	He	has	also	been	asked	
to	 review	a	 few	cases	 for	 the	State’s	Attorney’s	Office	and	 is	often	
consulted	for	his	opinion	by	the	University	of	Chicago	Comer	Hos-
pital’s	Child	Protection	Team.

He	has	not	hesitated	to	get	involved	in	defending	wrongly	accused	
parents.	Not	only	is	Dr.	Sullivan	willing	to	come	forward	to	testify	in	
seemingly	unpopular	cases,	but	his	track	record	when	he	has	done	so	
is	outstanding:	in	over	90%	of	the	cases	in	which	he	has	testified,	the	
courts	have	adopted	his	analysis.	Indeed,	in	one	case	he	recalls	the	
judge	ruling	against	his	opinion,	but	the	appellate	court	reversed,	ex-

pressly	finding	that	Dr.	Sullivan’s	analysis	was	convincing	and	should	
have	been	adopted	by	the	trial	court.

Most	 recently,	Brian	and	Laura	Timmel’s	case	 involved	a	battle	of	
medical	experts	in	which	Dr.	Sullivan	led	the	medical	effort	for	ex-
oneration.	 Skilled	 in	 presenting	 both	 the	 affirmative	 case	 for	 the	
family	 and	 responding	 to	 cross-examination,	 Dr.	 Sullivan’s	 testi-
mony	was,	in	the	words	of	the	trial	court,	“more	credible”	than	the	
other	doctors’	and	“his	experience	on	the	bone	fracture	issue	before	
this	Court	was	superior	to	the	other	experts’.”	Dr.	Sullivan	testified	
at	great	length,	over	two	days,	and	“remained	calm,	logical	and	in-
structive	throughout.”

Not	everyone	appreciates	Dr.	Sullivan’s	willingness	to	testify	that	the	
State’s	case	for	child	abuse	is	weaker	than	it	appears.	The	Cook	Coun-
ty	State’s	Attorney’s	office,	for	example,	has	tried	mightily	to	portray	
Dr.	Sullivan	as	a	“defense	hired	gun.”	That	portrayal	is	particularly	
hard	to	credit,	however:	unlike	many	orthopedists	who	charge	well	
over	$500	per	hour	for	their	time,	Dr.	Sullivan	frequently	cuts	his	
bill	in	half	and	then	never	even	sends	it	out	to	the	clients	on	whose	
behalf	he	testifies.

Dr.	Sullivan	personally	hates	to	say	“no”	to	a	worthy	case,	but	is	con-
cerned	that	relatively	few	orthopedists	are	willing	to	stand	up	to	de-
fend	families	who	are	getting	railroaded.	He	has	become	something	
of	a	proselytizer	for	the	cause	of	involving	orthopedists	in	defending	
families	in	the	child	welfare	system.	He	knows	that	“most	orthopedic	
surgeons	don’t	want	to	get	anywhere	near	a	courthouse.”

In	an	invited	article	in	the	Journal of Clinical Orthopedics,	however,	
he	urges	his	peers	 to	 step	 into	 these	 important	cases	by	providing	
expert	orthopedic	opinion	in	cases	of	alleged	child	abuse	due	to	bone	
fractures.	He	recounts	the	harms	to	families	that	can	occur	if	medi-
cally	erroneous	child	abuse	allegations	are	 taken	as	 true.	He	notes	
that	the	resources	of	the	State	(which	has	child	abuse	doctors	on	the	
State’s	payroll	and	under	lucrative	contracts)	make	it	very	hard	for	
many	parents	 to	defend	 themselves	when	 the	State	 claims,	 falsely,	
that	the	injury	the	child	has	“could	only	be	caused	by	child	abuse.”	
In	these	cases,	he	understands	that	it	is	“hard	to	imagine	what	the	
parent	can	do	to	prove	their	innocence	unless	they	can	have	some-
one	who	can	interpret	the	facts	correctly	to	show	that	the	medical	
assumptions	 the	 State	 is	 making	 are	 wrong.”	 Dr.	 Sullivan	 has	 no	
difficulty	putting	himself	into	the	shoes	of	the	families	who	are	ac-
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cused	of	abuse,	noting	that	 if	he	were	 in	their	position	and	didn’t	
have	access	to	a	medical	opinion	to	explain	injuries	in	benign	terms,	
he	would	feel	“pretty	helpless.”	It	is	a	“public	service,”	he	believes,	to	
help	families	by	giving	all	the	information	that	is	scientifically	avail-
able.	 He	 knows	 that	 sometimes	 this	 information	 will	 prevent	 the	
wrongful	taking	of	children	from	the	parents.

“The	science	of	child	abuse	is	nowhere	near	as	certain	as	is	sometimes	
portrayed	by	the	supposed	child	abuse	experts,”	notes	Dr.	Sullivan.	
“My	goal	is	simply	to	make	all	the	information	available	so	the	judge	
can	make	the	best	decision	possible.”

Dr.	Sullivan	also	knows	that	mistakes	in	taking	children	from	their	
parents	due	to	innocuous	fractures	can	sometimes	have	tragic	conse-
quences.	In	one	case	he	reviewed,	the	child	had	been	placed	in	foster	
care	because	of	a	humerus	 fracture	which	was	probably	accidental	
and	certainly	wasn’t	serious.	That	same	child	had	multiple	chest	x-
rays	in	the	file.	When	Dr.	Sullivan	asked	why	he	was	getting	so	many	
chest	x-rays,	he	was	told	that	this	same	child,	removed	from	his	own	
home	due	to	a	minor	humerus	fracture,	had	been	dipped	in	scalding	
water	by	his	foster	parent	and	had	severe	burns	over	50%	of	his	body.

While	Dr.	Sullivan	has	taken	a	strong	stand	in	the	cause	of	justice	
for	families	in	the	child	welfare	system,	the	child	welfare	system	is	
far	from	the	sole	beneficiary	of	his	humanitarian	work.	He	recently	
heeded	the	call	for	medical	support	to	victims	of	the	earthquake	in	
Haiti.	There	he	treated	hundreds	of	children	and	adults	with	bone	
fractures	and	other	injuries.	Since	his	return,	he	has	spoken	about	his	
experiences	to	medical	students	and	other	groups.

At	 the	core	of	Dr.	Sullivan’s	work	are	a	very	keen	eye	and	a	great	
heart.	He	is	a	person	who	inspires	love	and	loyalty	in	his	patients	and	
their	families	and	more	than	a	small	dose	of	awe.

When	 Diane	 Redleaf	 called	 Dr.	 Sullivan	 to	 tell	 him	 he	 had	 been	
chosen	as	our	“Family	Defender”	for	2010,	his	response	was	typical:	
to	the	point	and	upbeat.	He	paused	for	a	second	and	with	the	hint	
of	a	chuckle,	he	said,	“Well,	I	guess	I	deserve	that!”	Indeed	he	does!
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By Mary Kelly Broderick1

To First Do No Harm?

Physicians	take	an	oath	to	first	do	no	harm.	For	doctors	who	practice	
as	child	abuse	experts,	 it	 seems	 to	me	 that	 the	“first	do	no	harm”	
principle	is	not	in	their	consideration.	While	they	may	not	be	acting	
out	of	malice	 towards	children	and	 families	when	 they	 ignore	 the	
oath,	 they	 instead	operate	under	 the	 assumption	 that	 they	 “know	
abuse	when	they	see	it”	(even	if	other	experts	with	specialized	knowl-
edge	disagree),	with	a	“child	saviors”	mentality	and	an	assumption	
that	their	advocacy	for	abuse	decisions	causes	families	no	harm.	

I	have	attended	seminars	where	“child	abuse	experts”	 teach	others	
what	to	say	during	a	DCFS	Hotline	call	to	ensure	children	are	re-
moved	from	their	homes	during	an	investigation	into	the	abuse.	In	
teaching	 how	 to	 have	 a	 child	 removed	 from	 the	 home	 during	 an	
investigation,	these	same	experts	do	not	mention	that	44%2	of	these	
families	are	later	found	innocent	by	the	very	same	“child	abuse	ex-
perts”	who	are	training	them	to	seek	child	removal	and	an	additional	
27%3	of	cases	are	found	indeterminate.	There	is	no	mention	of	the	
“child	abuse	experts”	own	error	rate.	There	is	certainly	no	mention	
of	the	harm	that	comes	to	the	child	and	the	family	due	to	unneces-
sary	removal	from	the	home.	In	my	opinion,	teaching	social	work-
ers,	nurses	and	other	mandated	reporters	what	to	say	to	have	a	child	
removed	from	a	home	(either	through	protective	custody	or	through	
safety	plans),	while	 ignoring	 the	 fact	 that	most	of	 the	 families	 af-
fected	by	the	actions	are	innocent,	is	 irresponsible	and	means	that	
they	do	not	consider	what	is	best	for	their	patients.	

Is MPEEC Helping Children or Ruining Families?

Multidisciplinary	Pediatric	Evaluation	and	Education	Consortium	
(MPEEC)	was	formed	at	the	initiative	of	Dr.	Jill	Glick	of	the	Univer-
sity	of	Chicago	Comer	Children’s	Hospital	in	2001.	It	is	funded	by	
the	State	of	Illinois,	primarily	through	DCFS,	to	compensate	doc-
tors	and	hospitals	for	making	a	medical	diagnosis	of	fractures,	head	
injuries	and	burns.	The	doctors’	job	in	this	case	is	not	to	determine	
the	medical	needs	of	the	child	or	provide	treatment	but	to	determine	
what	 caused	 the	 injury	 or	 suspected	 injury.	 DCFS	 contracts	 with	
these	doctors	from	Chicago-area	hospitals	to	make	abuse	determina-
tions.	Since	2001,	MPEEC	hospitals	and	doctors	have	received	more	
than	$9	million	in	state	grants.

As	of	2009,	the	MPEEC	doctors	are	able	to	be	certified	in	the	sub-
specialty	of	“child	abuse”.	This	status	should	impose	upon	them	a	
higher	 standard	of	 ethics	 in	 considering	 removal	of	 children	 from	
innocent	 parents.	 From	 my	 experiences	 with	 the	 Family	 Defense	
Center	and	the	seminars	I	have	attended	where	the	“child	abuse	ex-

1  Mary Kelly Broderick is the immediate past president of the Family Defense 
Center. In 2003, her family was targeted in a head trauma case similar to the 
one involving Valerie and Jim (see p. 3). While the case against her was un-
founded, as was Valerie and Jim’s case, her family was separated for over 43 days. 
As a result of her own experience and research, Mary Broderick has become a 
tireless advocate for the rights of families in medically complex cases. 

2  MPEEC reports 2006 and first three FY 2009 quarters.

3  MPEEC reports 2006 and first three FY 2009 quarters.

perts”	spoke,	however,	the	MPEEC	experts	do	not	view	their	role	as	
helping	children	to	remain	with	their	families	when	the	families	love	
them	and	have	not	harmed	them.	Instead,	these	“child	abuse	experts”	
generally	provide	the	opinion	and	write	in	their	reports	that	parents	
are	guilty	of	abuse	“unless	proven	otherwise.”	And	they	oftentimes	
go	out	of	their	way	to	ignore	information	that	comes	from	medical	
specialists	(orthopedists,	neurosurgeons)	that	should	be	considered	
in	“proving	otherwise.”

These	experts	rely	on	two	dangerous	assumptions	when	making	de-
cisions	 related	 to	 whether	 a	 child	 has	 been	 abused:	 first,	 they	 as-
sume	that	anyone	and	everyone	is	capable	of	horrendous	child	abuse.	
These	experts	use	 this	 theory	especially	when	considering	whether	
a	child	is	a	victim	of	inflicted	head	trauma	(more	popularly	called	
“shaken	baby	syndrome”).	Some	of	these	doctors	really	believe	that	
we	are	all	capable	of	“shaking	the	life	out	of	an	innocent	baby,”	no	
matter	how	unlikely	it	is	that	a	person	who	has	never	been	violent	
in	her	life	will	suddenly	“snap”	and	harm	her	own	precious	infant.	
These	doctors	may	be	jaded	by	their	own	bad	experiences	with	par-
ents.	They	make	a	very	harmful	and	biased	assumption	against	good	
parents	who	are	simply	seeking	answers	to	medical	questions	when	
those	questions	come	to	these	doctors’	attention	in	the	form	of	pos-
sible,	but	not	likely,	cases	of	abuse.	

The	second	dangerous	assumption	that	these	doctors	employ	is	that	
if	a	parent	doesn’t	know	how	an	injury	occurred,	the	parent	is	to	be	
suspected	of	causing	the	injury.	While	I	understand	that	people	who	
abuse	their	children	lie	and	withhold	information,	as	a	mother	with	
three	young	children	and	a	puppy,	I	am	also	aware	that	loving,	car-
ing,	even	overprotective,	parents	don’t	always	see	the	significance	of	
a	particular	action	in	possibly	causing	an	injury.	There	are	also	times	
specifically	with	 very	 young	 infants	 that	parents	don’t	 know	what	
happened	because	the	injury	came	from	birth	trauma.	A	neurosur-
geon	explained	to	me,	“for	most	of	us,	birth	is	the	most	traumatic	
event	in	our	lives.”

As	 professionals	 and	 “child	 abuse	 experts,”	 MPEEC	 doctors	 have	
an	obligation	to	first	identify	the	error	rates	of	their	diagnosis	and	
then	work	to	reduce	it.	Once,	I	asked	an	MPEEC	doctor	what	her	
own	error	rate	was,	and	her	response	was	astounding:	“How	would	
I	know	that?”	Any	doctor’s	results	can	be	studied	and	evaluated—
and	 judgments	about	child	abuse	are	obviously	no	exception.	But	
MPEEC	doctors	resist	oversight	and	evaluation.	It	seems	to	me	that	
if	 a	doctor	 is	breaking	up	 families—as	MPEEC	doctors’	decisions	
do—those	doctors	should	have	some	idea	of	how	often	they	are	get-
ting	it	right!	But	I	cannot	locate	any	studies	that	deal	with	error	rates	
and	medically-diagnosed	child	abuse.

Look at the Numbers.

I	have	made	multiple	Freedom	of	Information	Act	requests	for	in-
formation	about	MPEEC	and	DCFS	investigations.	Finally,	a	 few	
weeks	ago,	I	got	something	back,	though	of	course	what	I	got	was	
not	what	I	requested,	which	was,	among	other	things,	a	breakdown	
of	MPEEC	cases,	by	doctor,	evaluating,	by	injury	(and	specifics	of	
injury),	and	by	outcome	of	DCFS	cases.

What	I	did	get	is	some	statistics	that	make	me	want	to	remind	these	
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“child	abuse	experts”	to	“first	do	no	harm.”	A	stunning	71%	of	the	
medical	conclusions	do	not	find	abuse.	This	is	broken	down	to	44%	
with	a	conclusion	that	the	trauma	was	not	inflicted	and	27%	of	cases	
where	the	“child	abuse	expert”	concludes	that	they	cannot	make	a	
conclusion	(i.e.	“indeterminate”).

Interestingly	 the	MPEEC	doctors	 explain	 these	 cases	 as	 their	 suc-
cesses,	“MPEEC … ensures that accurate medical diagnoses are given 
in a timely fashion so that children who have not been abused are not 
needlessly subjected to prolonged investigations”.4	And	remember	that	
the	same	MPEEC	doctors	are	training	people	on	how	to	make	Hot-
line	calls	so	that	children	get	taken	from	their	parents!

What	is	a	timely	investigation?	In	considering	that	question,	it	is	im-
portant	to	consider	where	the	child	and	family	are	while	awaiting	an	
“accurate	medical	diagnosis.”	Since	these	same	doctors	have	success-
fully	trained	social	workers,	nurses	and	other	“mandated	reporters”	
to	report	in	a	way	that	ensures	that	the	child	is	removed	from	the	
home	(whether	under	a	safety	plan	or	protective	custody),	and	since	
the	MPEEC	cases	involve	severe	injuries,	most	of	the	MPEEC	fami-
lies	are	put	into	so-called	safety	plans.	That	means	that	the	parents	
and	children	are	separated	during	the	time	that	MPEEC	is	working	
on	its	evaluation	and	investigation.	In	my	opinion,	a	timely	investi-
gation	in	such	circumstances	would	be	one	that	is	completed	within	
24	hours.	

During	a	seminar	I	attended,	one	of	the	“child	abuse	experts”	from	
MPEEC	compared	a	baby	with	a	“subdural	hematoma”	to	a	fifty-
year-old	adult	with	chest	pain	and	tingling	down	the	arm.	She	stated	
that	you	would	never	send	the	fifty-year-old	man	home.	Her	point	
was	that	suspected	child	abuse	is	as	urgent	as	a	heart	attack.	But	she	
did	not	realize	that	the	removal	of	a	child	from	a	home	is	equally	
urgent	for	the	child	and	the	family.

A	2006	MPEEC	report5	did	not	use	days,	but	weeks,	to	report	on	
how	long	it	took	to	complete	their	medical	diagnosis.	45%	of	cases	
took	over	a	week	to	complete	a	medical	diagnosis,	with	22%	taking	
over	three	weeks	or	still	being	open	at	the	time	the	report	was	cre-
ated.	

If	the	same	sense	of	time	as	applies	to	cardiac	cases	applied	to	child	
abuse	diagnoses,	the	heart	patient	would	be	long	dead	and	buried	by	

4  CCAC 2nd quarter report FY 2006

5  FY2006 End of the Year MPEEC Statistical Summary

the	time	a	diagnosis	was	made.

The	diagnosis	of	child	abuse	affects	the	entire	family,	and	the	work-
ing	diagnosis	 that	a	child	 is	 “abused	unless	proven	otherwise”	 is	 a	
diagnosis	 that	 causes	 irreparable	 injury	 to	 families.	When	a	 safety	
plan	is	in	place	or	protective	custody	has	been	taken,	the	strain	on	
the	family	is	insurmountable.	The	“child	abuse	experts”	and	others	
in	this	field	minimize	or	ignore	the	short-term	and	long-term	effects	
on	not	only	each	member	of	the	family	but	also	on	the	family	as	a	
whole,	including	the	extended	family.	I	believe	the	longer	an	inves-
tigation	goes	on,	the	needlessly	worse	off	a	family	becomes.	Many	
innocent	 parents	 who	 were	 forced	 into	 safety	 plans	 for	 extended	

periods	report	 that	 they	have	been	diagnosed	with	Post	Traumatic	
Stress	Disorder,	Generalized	Anxiety	Disorder,	and	Panic	Disorders.	
Divorce	of	innocent	parents	following	a	long	and	heart	wrenching	
investigation,	 even	 if	 it	 clears	 them	of	wrongdoing,	 appears	 to	be	
commonplace	collateral	damage	from	Hotline	calls	that	lead	to	in-
correct	assessments	of	child	abuse.	

While	the	“child	abuse	experts”	move	on	to	the	next	case,	the	fam-
ily	 is	 left	 to	pick	up	 the	pieces.	These	 experts	 and	DCFS	provide	
no	 counseling	 or	 other	 services	 to	 deal	 with	 the	 extreme	 anxiety,	
depression,	anger	and	fear	that	are	common	when	innocent	families	
are	investigated	and	have	their	children	removed	from	the	home	for	
even	a	very	brief	period,	let	alone	an	extended	period	of	time.

Is MPEEC Unbiased?

Combined	with	the	dangerous	assumptions	and	the	harmful	train-
ing	 MPEEC	 doctors	 are	 giving	 to	 cause	 families	 to	 be	 separated,	
there	seems	to	be	an	unwillingness	among	the	MPEEC	doctors	to	
study	conditions	that	may	explain	an	alternative	to	the	diagnosis	of	
child	abuse.

During	 the	 last	 several	 years,	 I	 have	 requested	 that	 MPEEC	 doc-
tors	study	the	relationship	between	false	allegations	of	inflicted	head	
trauma	 (i.e.,	 shaken	 baby	 syndrome)	 and	 benign	 external	 hydro-
cephalous.	Benign	external	hydrocephalous	is	the	condition	that	two	
of	my	children	have,	and	it	is	well	known	to	cause	children	to	have	
subdural	hematomas	with	minor	impacts.	(See Valerie and Jim’s story 
at p. 3). While	MPEEC	doctors	have	the	data	to	conduct	a	serious	
study	of	how	often	children	with	BEH	have	been	wrongly	subject	
to	shaken	baby	allegations,	they	have	refused	to	investigate	this	data.	
If	MPEEC	doctors	were	unbiased,	they	would	readily	look	for	in-
formation	 that	 would	 show	 whether	 their	 own	 allegations	 against	
families	are	correct	and	scientific.	If	MPEEC	is	to	advance	medical	
science	and	professional	treatment	of	child	abuse,	I	wonder	why	the	
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MPEEC	doctors	are	unwilling	to	look	at	the	cases	of	erroneous	con-
clusions	within	their	own	files.	

In	 fact,	 the	bias	 against	 families	 in	MPEEC	 is	dramatically	docu-
mented	in	one	quarterly	report,	which	states:

	“Joan	Pernecke,	Chief	of	the	Child	Protection	Division	of	
the	Cook	County	State’s	Attorney’s	Office,	requested	that	
MPEEC	reports	make	one	of	the	following	statements	re-
garding	 the	 medical	 opinion.	 She	 indicated	 the	 stronger	
language	would	aid	the	prosecution	of	offenders.	
•	 Preponderance	of	the	evidence
•	 Preponderance	of	the	evidence	or	more	probably	than	

not
•	 Beyond	a	reasonable	doubt.

The	 physicians	 said	 they	 would	 use	 this	 language	 when	
possible.	However,	they	expressed	reservations	about	their	
ability	 to	 apply	 the	 language	 regularly	 given	 the	 compli-
cated	nature	of	 child	abuse	 trials	 and	concerns	 regarding	
liability.”6

In	short,	MPEEC	doctors	are	being	told	by	a	State’s	Attorney	to	use	
stronger	wording	 than	 they	would	ordinarily	use	 in	order	 to	have	
more	successful	prosecutions.	They	are	going	along	with	this	prose-
cutorial	program.	At	the	same	time	as	they	are	taking	their	cues	from	
prosecutors,	 MPEEC	 doctors	 are	 ignoring	 the	 information	 about	
the	71%	of	their	own	cases	that	involve	no	documented	abuse,	while	
continuing	to	train	child	abuse	reporters	to	more	strongly	stack	the	
deck	against	families.	They	resist	looking	at	their	own	data	and	their	
track	records.	

In	my	book,	this	is	hardly	an	“unbiased”	expert	assessment	system.

6  Chicago Children’s Advocacy Center 4th quarter report FY09
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rogation	was	never	sought.	Camreta	and	Alford,	with	the	support	of	
28	state	attorneys	general	and	several	prosecutor	groups,	asked	the	
Supreme	Court	to	review	the	decision	despite	the	fact	that	they	had	
not	been	ordered	to	pay	any	damages.	The	Supreme	Court—which	
requires	four	votes	to	grant	review	(and	five	votes	to	reverse	a	deci-
sion)—agreed	to	hear	the	case,	including	the	questions	of	whether	
the	traditional	requirements	of	the	Fourth	Amendment	apply	to	the	
questioning	of	S.G.,	and	whether	the	case	can	even	be	considered	as	
presenting	a	case	or	controversy.

The	 defendants	 Camreta	 and	 Alford	 argue	 that	 armed	 sheriffs	 or	
police	 and	 child	protection	 investigators	 need	 to	 be	 able	 to	 ques-
tion	children	in	public	schools	because	their	parents,	including	non-
offending	parents,	will	refuse	to	allow	children	to	be	questioned	at	
home.	 They	 argue	 that	 if	 an	 exception	 to	 the	 traditional	 require-
ments	of	the	Fourth	Amendment	(i.e.,	the	requirement	of	a	warrant	
supported	by	“probable	cause,”	a	court	order,	exigent	circumstances,	
or	parental	consent)	 is	not	recognized	by	the	Court,	children	who	
are	sexually	abused	will	go	unprotected.	Citing	two	Supreme	Court	
precedents	 that	do	not	speak	to	any	authority	of	 law	enforcement	
and	child	protection	authorities	to	come	into	schools	for	an	extend-
ed	period	of	 time	 to	question	 children	 about	 their	home	 life,	 the	
defendants	argue	for	a	sweeping	constitutional	exception	for	child	
abuse	 investigations.	 If	 these	 arguments	were	 accepted	by	 the	Su-
preme	Court,	 the	decision	would	make	 representation	of	children	
and	families	who	are	the	targets	of	Hotline	calls	significantly	more	
challenging.	

In	the	Alford/Camreta v. Greene	case,	the	interrogation	of	S.G.	was	
egregiously	poorly	conducted,	violating	many	 if	not	all	norms	 for	
reliable	professional	interviews	of	children.	Specific	issues	regarding	
interrogation	include:	

•	 the	sheriff	and	investigator	admittedly	“seized”	S.G.	without	con-
sent	of	her	parents	or	herself;	they	didn’t	bother	to	notify	Sarah	
Greene,	S.G.’s	mother,	because	they	assumed	she	wouldn’t	allow	
the	interrogation,	but	that	assumption	was	false;

•	 the	sheriff	and	investigator	had	no	probable	cause	to	believe	S.G.	
or	her	sister	had	been	sexually	abused;	they	had	only	a	bare	suspi-
cion	of	abuse	due	to	statements	the	father’s	former	employer	and	

his	wife	had	attributed	to	S.G.;

•	 in	the	course	of	questioning	S.G.,	the	officers	told	the	girl	informa-
tion	about	sex	that	she	did	not	know	before	they	questioned	her;

•	 S.G.	received	special	education	services	 for	communication	de-
lays—a	fact	that	the	officers	didn’t	know	and	wouldn’t	have	been	
able	to	learn	without	the	consent	of	S.G.’s	mother;

•	 initially	during	the	two-hour	interrogation,	S.G.	said	her	father	
only	gave	her	“good	touches.”	But	the	officers	didn’t	accept	her	
answers	 and	 instead	 repeatedly	 said	 “that’s	 not	 it.”	 Finally,	 she	
gave	 them	 the	 answers	 they	 apparently	wanted:	 that	her	 father	
had	touched	her	private	areas.	After	that,	they	let	her	go	back	to	
her	classroom	and	then	home;

•	 S.G.	was	seriously	traumatized	by	the	interrogation;	after	she	got	
home,	she	threw	up	five	times!

•	 S.G.	was	interviewed	and	examined	at	a	Child	Advocacy	Center	
later,	which	found	no	abuse,	and	so,	when	the	case	went	before	a	
judge	a	few	weeks	later,	the	case	concerning	S.G.	was	dismissed.	

Oregon’s	own	policies,	adopted	after	the	interrogation	in	this	case,	
forbid	a	number	of	the	practices	the	officers	used	in	questioning	S.G.

Within	 a	day	of	 the	Supreme	Court	decision	 to	grant	 review,	 the	
Family	Defense	Center	started	to	consider	the	case’s	potential	harm-
ful	impact	on	children	and	families	in	America	and	began	to	formu-
late	a	plan	for	taking	on	a	major	role	in	supporting	the	children	and	
families’	position	before	the	Supreme	Court.	

By	October	15,	2010,	a	plan	was	forming	to	provide	the	plaintiffs	ex-
cellent	legal	representation	and	support	from	a	wide	range	of	groups	
who	can	fully	brief	the	issues	before	the	Supreme	Court	and	address	
the	implications	of	a	ruling	in	the	defendants	favor.	Thanks	to	efforts	
by	two	California	lawyers,	Donnie	Cox	and	Dennis	Atchley,	our	own	
National	Honorary	Advisory	Board	member	Carolyn	Kubitschek—
one	of	the	nation’s	premier	child	protection	litigators—was	enlisted	
to	become	the	lead	counsel	for	the	plaintiff	mother	and	child.	The	
case	 had	 previously	 been	 handled	 through	 the	 proceedings	 in	 the	
federal	district	court	and	Ninth	Circuit	by	a	solo	criminal	defense	
lawyer	named	Mikel	Miller.	Miller	agreed	with	Cox	and	Atchley	that	
the	complex	issues	before	the	Supreme	Court	should	be	handled	by	
an	 attorney	 like	Ms.	Kubitschek,	who	has	 several	decades	of	high	
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level	precedent-setting	work	in	federal	civil	rights	cases	and	appeals	
in	the	child	protection	area.	Ms.	Kubitschek’s	credits	include	dozens	
of	major	federal	civil	rights	precedents,	including	Valmonte v. Bane,	
which	was	the	chief	 federal	precedent	to	the	FDC’s	case	Dupuy v. 
McEwen,	and	Nicholson v. Scoppetta	(see	Family Defender	Issue	#	3,	p.	
6),	on	behalf	of	domestic	violence	victims	who	were	losing	custody	
of	their	children	simply	because	they	were	victims	themselves.	She	
has	been	a	member	of	our	own	National	Honorary	Advisory	Board	
from	 its	 inception.	 And	 in	 1999,	 the	 Family	 Defense	 Center	 Ex-
ecutive	Director	had	drafted	 an	 amicus	
(friend	of	the	court)	brief	in	support	of	
Ms.	Kubitschek’s	clients	in	Tenenbaum v. 
Williams,	 a	Second	Circuit	 case	 involv-
ing	a	search	and	seizure	of	a	kindergarten	
child.

Simultaneously	with	recruiting	Ms.	Ku-
bitschek	to	represent	the	plaintiffs,	Cox	
and	Atchley	asked	Family	Defense	Cen-
ter	 Executive	 Director	 Diane	 Redleaf	
to	 assume	 responsibility	 for	 coordinat-
ing	 amicus	 briefing	 in	 support	 of	 the	
plaintiffs.	Amicus	briefs	typically	address	
policy	 implications	of	 the	positions	 the	
parties	 are	 taking	 and	 expand	 on	 con-
sequences	 of	 factual	 and	 legal	 issues	
that	 are	 brought	 into	 play	 by	 the	 case.	
For	 example,	 given	 that	 the	 interview	
of	 S.G.	 violated	 numerous	 professional	
standards	 for	 proper	 interviewing	 and	
impacts	 upon	 education	 of	 children,	
the	 argument	 about	 these	points	 are	 classic	 ones	 for	development	
in	an	amicus	brief.	Diane	didn’t	need	much	persuading	to	take	on	
this	 central	 role	 in	preparing	 the	case	 for	hearing	by	 the	Supreme	
Court,	 as	 she	 had	 already	 begun	 to	 think	 about	 what	 the	 amicus	
briefing	plan	for	the	case	should	be;	she	had	frequently	collaborated	
with	Carolyn	Kubitschek	in	the	past;	she	had	twice	before	coordi-
nated	major	amicus	briefing	efforts	in	Supreme	Court.	Thanks	to	the	
FDC’s	 excellent	pro	bono	 representation	program	with	major	 law	
firms,	it	was	relatively	easy	to	enlist	firms	to	help	with	the	briefing;	
and	while	very	small,	the	Family	Defense	Center	had	support	and	
connections	to	groups	all	across	the	country	who	could	be	enlisted	
in	 this	effort.	Given	the	urgent	 importance	of	 the	case	 to	 families	
across	America,	Diane	didn’t	hesitate	to	agree	to	this	challenging	role	
and	responsibility.	That	was	fortunate,	because	if	the	Family	Defense	

Center	hadn’t	been	willing	to	take	this	role	on,	it	is	not	clear	that	any	
other	organization	or	attorney	would	have	accepted	the	challenge	or	
started	to	work	so	quickly	to	get	amicus	briefs	together	that	could	
positively	affect	the	Court’s	deliberations.

Time	frames	for	briefing	the	issues	in	Greene	are	very	short,	however,	
and	unlike	the	defendants	(who	have	had	over	a	year	to	prepare	their	
pitch	to	the	Supreme	Court),	the	plaintiffs	will	have	less	than	three	
months	to	organize	and	submit	their	briefs.	But	already	over	a	dozen	
amicus	briefs,	written	by	major	law	firms	and	public	interest	organi-
zations,	are	being	prepared	to	support	the	plaintiffs.	

Advocates	 from	across	 the	country	are	quickly	becoming	aware	of	
the	importance	of	Alford/Camreta v. Greene	to	the	rights	of	children	

and	families	to	protect	their	privacy	and	
the	security	of	their	family	life.	Each	day,	
the	Family	Defense	Center	receives	new	
calls	and	emails	with	offers	of	significant	
help,	 including	 many	 offers	 from	 law	
professors,	 legal	 clinics,	 solo	 lawyers,	
and	 law	 students.	 Organizations	 that	
work	on	behalf	of	children	have	started	
to	 recognize	 that	 children’s	 interests	 are	
not	served	by	allowing	police	and	child	
protection	 investigators	unrestricted	 ac-
cess	to	them	in	school.	As	of	the	date	this	
issue	of	the	Family Defender	 is	going	to	
print,	over	12	briefs	for	amici	are	being	
drafted,	 thanks	 in	 large	 measure	 to	 the	
efforts	of	the	Family	Defense	Center	and	
the	many	attorneys,	firms,	 law	students	
and	other	volunteers	the	Center	has	en-
listed	in	very	short	order.

Financial	support	has	also	been	received	
from	the	Efroymson	Foundation	to	help	

defray	the	staff	and	administrative	costs	this	 large-scale	 legal	effort	
entails.	Additional	financial	support	for	these	efforts	remains	urgent-
ly	needed	so	that	the	Family	Defense	Center	can	continue	to	staff	the	
Supreme	Court	work	while	maintaining	its	high-quality	individual	
legal	services	caseload	and	pro	bono	program.

The	plaintiffs’	briefs	are	now	due	on	January	10	and	amicus	briefs	
are	due	January	18.	An	argument	date	has	not	yet	been	set,	but	it	is	
likely	argument	will	be	held	in	the	Supreme	Court	at	the	end	of	Feb-
ruary	or	in	March.	In	preparation,	the	Family	Defense	Center	hopes	
to	host	a	Chicago	“moot	court”	argument	and	cocktail	reception	for	
Ms.	Kubitschek	in	February	(please	contact	the	office	or	check	our	
web	site	for	details).	

Organizations that work 
on behalf of children 
have started to recognize 
that children’s interests 
are not served by allow-
ing police and child pro-
tection investigation un-
restricted access to them 
in school.

ing	of	the	final	monitoring	report,	the	FDC	began	intensive	nego-
tiations	with	DCFS	to	establish	policies	and	procedures	that	would	
bring	DCFS	into	compliance	with	the	federal	courts	orders.	By	the	
end	of	September	2010,	agreement	on	all	major	points	in	issue	had	
been	achieved.	Revised	notices	and	policies	will	be	 issued	early	 in	
2011,	 and	new	 training	 for	DCFS	 investigators—with	 substantial	
input	from	FDC	staff—will	be	required	of	all	investigators	effective	

2011	as	well.	In	addition	to	the	points	listed	above,	DCFS	agreed	
to	amend	 its	process	 for	deeming	employees	“unsuitable”	 to	work	
with	children	by	allowing	a	new	process	for	review	and	waiver	of	an	
“unsuitable”	determination.

As	this	newsletter	goes	to	print,	the	final	motion	to	resolve	Dupuy	
is	being	filed.	Only	if	DCFS	substantially	changes	its	rules	and	pro-
cedures	in	a	way	that	violates	the	Dupuy	court	orders	will	the	FDC	
have	the	right	to	return	to	federal	court	in	the	Dupuy	case.	After	13	
years	of	litigation,	it	is	wonderful	to	finally	reach	a	resolution	of	the	
claims	of	individuals	who	work	with	children	to	due	process.
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Alford/Camreta v. Greene	is	suddenly	the	Family	Defense	Cen-
ter’s	major	focus	of	attention.	(See front page story). That’s	be-

cause	it	isn’t	every	day	that	the	Supreme	Court	decides	to	hear	a	
case	that	directly	addresses	the	rights	of	children	and	families	in	
the	child	protection	system.

Not	only	isn’t	Camreta	every	case,	it’s	a	“once	in	a	lifetime”	case	for	
lawyers	who	have	worked	for	decades	on	child	protection	reform.	
The	 last	 case	 to	 touch	upon	 child	protection	policies	 related	 to	
investigations	 was	 DeShaney v. Winnebago County	 in	 1989.	 But	

Camreta	 reaches	much	more	directly	 to	our	
day-to-day	 practices	 of	 advising	 and	 repre-
senting	 families	 who	 suddenly	 find	 them-
selves	in	the	middle	of	a	child	abuse	investi-
gation	and	need	to	know	their	rights.

Why	the	Supreme	Court’s	interest	in	Greene?	
Unlike	 Dupuy II,	 in	 which	 the	 Family	 De-
fense	 Center	 in	 2008	 asked	 the	 Supreme	
Court	to	reverse	a	decision	that	denied	fami-
lies	 rights	 to	 remain	 together	 in	 the	 face	 of	

coercive	 policies	 and	 practices,	 the	 Court	 in	 Greene	 decided	 to	
review	a	case	when	asked	to	overturn	a	decision	that	extended	con-
stitutional	protections	to	children	and	families.	Why	did	the	Su-
preme	Court	turn	down	the	chance	to	review	Dupuy	but	accepted	
the	invitation	to	review	Camreta?

The	grant	of	review	may	be	a	bad	omen;	many	commentators	pre-
dict	that	the	Supreme	Court	will	eviscerate	constitutional	protec-
tions	rather	than	extend	them	here.	We	do	know	that	it	is	much	
easier	 for	 the	State	 to	get	Supreme	Court	 review	of	decisions	 it	
doesn’t	 like	than	for	children	and	families	to	get	review	of	deci-
sions	that	hurt	them.	That	doesn’t	automatically	mean,	however,	
that	the	justices	who	want	to	review	the	decisions	states	don’t	like	
will	side	with	them	after	hearing	the	issues	fully.	The	Greene	case	
is	one	in	which	traditional	left/right	antagonism	does	not	apply;	
conservative	and	libertarian	groups	are	among	the	strongest	sup-
porters	of	the	strict	application	of	the	Fourth	Amendment	when	
it	comes	to	children	and	family	rights.	Fear	of	a	bad	decision	from	
the	 Supreme	Court	 cannot	 stop	us	 from	fighting	 for	 the	 rights	
we	believe	need	to	be	recognized	to	protect	children	and	defend	
families.

Camreta	presents	us	with	many	opportunities,	and	more	 than	a	
little	anxiety	about	how	those	opportunities	will	play	out.	It	pres-
ents	 the	 opportunity	 to	 win	 constitutional	 protections	 for	 chil-
dren	who	face	intrusive	police	and	child	protection	questioning.	
It	 presents	 the	 opportunity	 to	 secure	 parents’	 rights	 to	 consent	
to	state	actions	involving	their	children.	It	affords	the	chance	for	
us	to	educate	the	Supreme	Court	and	the	public	about	the	issues	
we	work	on	 and	why	 they	matter	 so	much.	 It	 gives	us	 the	 op-
portunity	 to	organize	a	vast	coalition	of	 lawyers,	policy	makers,	
advocates,	child	and	family	professionals,	educators	and	groups	to	
support	the	cause	of	justice	for	children	and	families	who	are	be-

ing	harmed	by	misguided	child	protection	intervention.	

This	is	also	an	opportunity	for	the	Family	Defense	Center	to	stand	
as	a	leader	in	advocating	for	American	families.	No	longer	will	we	
have	to	explain	to	our	friends	in	California,	New	York,	Pennsyl-
vania,	Kentucky	and	Minnesota—among	 the	many	other	 states	
where	our	supporters	reside—why	the	work	of	a	tiny	law	office	in	
Chicago	makes	a	difference	to	families	in	their	state	too.	

It	is	an	opportunity	to	be	at	the	forefront	of	the	fight	for	justice.	
This	 case	 isn’t	 an	 easy	 one,	 nor	 is	 the	 outcome	 on	 our	 side	 as-
sured—or	even	necessarily	likely.	But	no	one	ever	said	that	fight-
ing	for	justice	is	easy.	We	have	to	work	our	hardest	for	every	pos-
sible	vote	 to	get	 to	 the	magic	number	of	votes	on	 the	Supreme	
Court—five.	Children	and	families	deserve	our	help	in	the	highest	
Court	 in	 the	 land.	And	I’m	especially	proud	 that	we	have	been	
able	to	say	“yes”	to	the	opportunity	of	a	lifetime	to	make	a	differ-
ence—and	proud	that,	because	of	the	work	of	a	group	of	support-
ers	and	staff	who	believed	in	the	Family	Defense	Center	when	we	
started	just	five	years	ago,	we	are	now	in	an	epic	fight	for	justice	
that	we	are	able	to	lead.

Yours	in	the	struggle	for	justice,

Diane

Message from the Executive Director

When Unprecedented Opportunities Come, Lawyers for Families Must be Ready


