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The Maine Child Death and Serious Injury Review 
Panel is comprised of volunteers who give 

generously of their time and expertise. Members 
represent both public and private agencies, with an 

interest in the welfare of the children of Maine. 
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LETTER FROM THE CHAIR AND VICE CHAIR 

December 31, 2021 

To the Honorable Governor Janet Mills: 

The Maine Child Death and Serious Injury Review Panel is a multidisciplinary team established by state law in 
1992 to review chi ld deaths and serious inj ur ies with a focus on improving our systems of child safety and 

care. The Panel's current mission is to promote child healt h and well-being, improve chi ld protective systems, 
and educate the public and professionals who work with chi ldren to prevent child deaths and serious injuries. 
The Panel accomplishes this mission through collaborative, multid isciplinary, comprehensive case reviews, 

from which recommendations to state and local governments and public and private entities are developed. 

The Panel's current membersh ip is comprised of approximately 30 professionals, representing both public and 

private agencies with an interest in the welfare of Maine's children, who generously volunteer their time and 
expertise. Th is group meets monthly to conduct its reviews and is supported by staff from the Office of Chi ld 
and Family Services. Additionally, the Panel meets annually with the other Child Fata lity Review Teams from 
New England and nearby Canada to share experience and information and review cases that involve systems 

from multiple states or that represent cha llenges faced by multiple states. Finally, the Panel also partners with 
Maine' s Domestic Abuse Homicide Review Panel when appropriate, to cooperatively review cases in which 
children are killed in the context of adu lt domestic abuse dynamics. 

During the per iod of 2017 through 2020, the Panel has encountered themes similar to those highlighted in 
prior reports, as well as some additiona l themes. These themes include suicide prevention, domestic violence, 

managing defense experts, the selection and implementation of best practices, chi ldren traumatized or re
traumatized during court ordered visitation, ingestions, internal sentinel event reviews conducted by OCFS in 
high profi le chi ld fata lities, practice issues, and the availability and use of empirically supported assessment 
and treatment methods. While there have been improvements in the broad ly defined chi ld welfare system in 

Maine in recent years, there remains much work to be done. The Panel w ill continue to examine the 
intricacies of individual cases and conduct thematic analyses identified in those cases, with the ultimate goal 
of identifying opportunities for systemic change that wi ll reduce the likelihood and frequency of child deaths 
and serious injuries. 

In recognition of the commitment and dedication of the members of the Panel and in the hope that our 
recommendations continue to support and improve the welfare of Maine's chi ldren, we wou ld like to present 

the 2017-2020 Child Death and Serious Injury Review Panel Report to the Honorable Janet Mi lls, Governor of 

the State of Maine. 

Sincerely, 
~2--:--~ 

Mark Moran, LCSW 
Chair 

Amanda Brownell, MD 
Vice Chair 
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ENABLING LEGISLATION 

General, Title 22 § 4004(1) 

E. Establishing a chi ld death and serious injury review panel for reviewing deaths and serious injuries to 

children. The panel consists of the following members: the Chief Medical Examiner, a pediatrician, a public 

health nurse, forensic and community mental health clinicians, law enforcement officers, departmental child 

welfare staff, district attorneys and crimina l or civi l assistant attorneys general. 

The purpose of the panel is to recommend to state and loca l agencies met hods of improving the child 

protection system, including modifications of statutes, rules, policies and procedures; 

F. Investigating suspicious chi ld deaths. An investigation under this paragraph is subject to and may not 

interfered with the authority and responsibility of the Attorney General to investigate and prosecute 

homicides pursuant to Title 5, section 200-A. 

Optional disclosure of records, Title 22 § 4008(2) 

E. A person having the legal responsibility or authorization to evaluate, treat, educate, care for or supervise a 

child, parent or custody who is the subject of a record, or a member of a panel appointed by the department 

to review chi ld deaths and serious injury, or a member of the Domestic Abuse Homicide Review Panel 

established under Title 19-A, section 4013, subsection 4. This includes a member of a treatment team or group 

convened to plan for or treat a child or family that is the subj ect of a record. This may also include a member 

of a support team for foster parents if that team has been reviewed and approved by the department. 

Confidentiality, Title 22 § 4008(3-A) 

The proceedings and records of the chi ld death and serious injury review panel created in accordance with 

section 4004, subsection 1, paragraph E are confidentia l and are not subject to subpoena, discovery or 

introduction into evidence in a civil or criminal action. The commissioner sha ll disclose conclusions of the 

review panel upon request, but may not disclose data that is otherwise classified as confidentia l. 

Subpoenas and obtaining criminal history, Title 22 § 4021(1) 

The commissioner, his delegate or the legal counsel for the department may: 

A. Issue subpoenas requiring persons to disclose or provide to the department information or records in their 

possession that are necessary and relevant to an investigation of a report of suspected abuse or neglect or 

suspicious child death, to a subsequent child protection proceeding or to a panel appointed by the 

department to review chi ld deaths and serious injuries. [ ... ] 

B. Obtain confidentia l crimina l history record information and other criminal history record information under 

the Title 16, chapter 7 that the commissioner, the commissioner' s delegate or the legal counsel for the 

department considers relevant to an abuse or neglect case or the investigation of a suspicious chi ld death. 
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STATUTORY DEFINITIONS 

Abuse or neglect, Title 22 § 4002(1) 

"Abuse or neglect" means a threat to a child' s health or welfare by physical, mental or emotional injury or 

impairment, sexua l abuse or exploitation including under Title 17-A, sections 282, 852, 853 and 855 or 

deprivation of essential needs, or lack of protection from these, by a person responsible for the child. "Abuse 

or neglect" also means truancy under Title 20-A, section 3272, subsection 2, paragraph C or section 5051-A, 

subsection 1, paragraph C or D when truancy is the resu lt of neglect by a person responsible for the child. 

"Abuse or neglect" also means a th reat to a child' s health or we lfare caused by chi ld sex trafficking by any 

person, regard less of whether or not the person is responsible for the chi ld. 

Jeopardy to health or welfare or jeopardy, Title 22 § 4002(6) 

"Jeopardy to health or welfare" or "jeopardy" means serious abuse or neglect, as evidenced by: 

A. Serious harm or threat of serious harm; 

B. Deprivation of adequate food, clothing, shelter, supervision or care; 

B-1. Deprivation of necessary health care when the deprivation places the chi ld in danger of serious 

harm; 

B-2. Truancy under Title 20-A, section 3272, subsection 2, paragraph C or section 5051-A, subsection 1, 

paragraph C or D; 

C. Abandonment of the child or absence of any person responsible for the child, which creates a th reat 

of serious harm; or 

D. The end of voluntary placement, when the imminent return of the child to his custodian causes a 

threat of serious harm. 

Serious harm, Title 22 § 4002(10) 

"Serious harm" means: 

A. Serious injury; 

B. Serious menta l or emotional injury or impairment which now or in the future is likely to be 

evidenced by serious mental, behavioral or personality disorder, including severe anxiety, 

depression or withdrawal, untoward aggressive behavior, seriously delayed development or similar 

serious dysfunctional behavior; or 

C. Sexual abuse or exploitation. 

Serious injury, Title 22 § 4002(11) 

"Serious injury" means serious physica l inj ury or impairment. 

Suspicious child death, Title 22 § 4002(12) 

"Suspicious child death" means the death of a child under the circumstances in which there is reasonable 

cause to suspect that abuse or neglect was a cause of or factor contributing to the child's death . 
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ABOUT THE CDSIRP 

The mission of the Chi ld Death and Serious Injury Review Panel (CDSIRP) is to promote child health and well

being, improve child protective systems, and educate the public and professionals who work with children to 

prevent child deaths and serious inj uries. The Panel accomplishes this mission through collaborative, 

multidisciplinary, comprehensive case reviews, from which recommendations to state and local governments 

and public and private entities are developed. 

The Chi ld Death and Serious Injury Review Panel serves as one of th ree Citizen Review Panels for the State of 

Maine' s Department of Health and Human Services, as requ ired by the federal Child Abuse Prevention and 

Treatment Act, P.L. 93-247. The Panel follows the review protocol below to meet with purpose defined by 22 

MRSA, Chapter 1071, Subsection 4004. The Panel is to recommend to state and loca l agencies methods of 

improving the child protective system, including modifications of statutes, rules, po licies, and procedures. 

1. The Panel will conduct reviews of cases of children up to age eighteen, who were suspected to have 

suffered fatal chi ld abuse and/or neglect or to have suffered serious injury resu lting from chi ld 

abuse/neglect. 

2. The Panel will conduct comprehensive, multidiscipl inary reviews of any specific case as requested by 

the Office of Chi ld and Fami ly Services, by the Commissioner of the Department of Health and Human 

Services or by any member of the multidisciplinary review panel. 

3. The Panel will receive a monthly report from the Medical Examiner' s Office that includes chi ld deaths 

in the preceding month. 

4. All relevant case materia ls wi ll be accumulated by the Department of Health and Human Services staff 

and disseminated to the members of the review panel. 

5. The review panel may develop and distribute periodic reports on child fata lities and major injuries, 

which are consistent with state and federal confidentiality requirements. 

The Panel is established by a state statute that mandates confidentia lity of t he Panel's work and grants the 

Panel the power to subpoena relevant case documentation and testimony. This latter feat ure allows the Panel 

to conduct in-depth retrospective reviews of all relevant records, supplemented by ora l presentations by key, 

involved service providers. 

Because the state of Maine is less populous that other states who may have multiple local review panels, all 

child death and serious injury cases are reviewed by the full, centra l, state-level team. Additionally, the 

centra lized forensic medical examiner system and representation on the Panel promotes standardized 

forensic chi ld death investigations and postmortem exams. Furthermore, the State of Maine has specialized 

medical examiner training for child death investigation units of law enforcement. 

The Chi ld Death and Serious Injury Review Panel is comprised of representatives from many different 

disciplines. Its minimum membership, which is mandated by state law, includes the following disciplines: the 

Chief Medical Examiner; a pediatrician; a public health nurse; forensic and community mental health 

clinicians; law enforcement officers; Departmental chi ld welfare staff; District Attorneys and criminal or civi l 

Assistant Attorneys General. 
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ϭϭ ͮ W Ă Ő Ğ

�ƚ ƚŝŵĞƐ͕ ƚŚĞ WĂŶĞů ŵĂǇ ĐŽůůĂďŽƌĂƚĞ ǁŝƚŚ ŽƚŚĞƌ ƐƚĂƚĞǁŝĚĞ ƉĂŶĞůƐ͕ ŝŶĐůƵĚŝŶŐ ƚŚĞ �ŽŵĞƐƚŝĐ �ďƵƐĞ ,ŽŵŝĐŝĚĞ
ZĞǀŝĞǁ WĂŶĞů ĂŶĚ ƚŚĞ DĂŝŶĞ �ĞŶƚĞƌ ĨŽƌ �ŝƐĞĂƐĞ �ŽŶƚƌŽů ĂŶĚ WƌĞǀĞŶƚŝŽŶ͛Ɛ DĂƚĞƌŶĂů͕ &ĞƚĂů͕ ĂŶĚ /ŶĨĂŶƚ DŽƌƚĂůŝƚǇ
ZĞǀŝĞǁ WĂŶĞů ;D&/DZͿ͘ dŚĞ DĂŝŶĞ �ŚŝůĚ �ĞĂƚŚ ĂŶĚ ^ĞƌŝŽƵƐ /ŶũƵƌǇ ZĞǀŝĞǁ WĂŶĞů ĂůƐŽ ďĞůŽŶŐƐ ƚŽ ƚŚĞ
ĐŽŶƐŽƌƚŝƵŵ ŽĨ EĞǁ �ŶŐůĂŶĚ �ŚŝůĚ �ĞĂƚŚ ZĞǀŝĞǁ dĞĂŵƐ ĂŶĚ ǁŽƌŬƐ ĐůŽƐĞůǇ ǁŝƚŚ ƚŚĞ EĂƚŝŽŶĂů �ĞŶƚĞƌ ŽĨ �ŚŝůĚ
�ĞĂƚŚ ZĞǀŝĞǁ͘ � ƚĞĂŵ ŽĨ DĂŝŶĞ WĂŶĞů ƌĞƉƌĞƐĞŶƚĂƚŝǀĞƐ ŚĂǀĞ ĞŝƚŚĞƌ ƉĂƌƚŝĐŝƉĂƚĞĚ ŝŶ Žƌ ƉƌĞƐĞŶƚĞĚ Ăƚ ĞĂĐŚ ŽĨ ƚŚĞ
ƉĂƐƚ ĨŝĨƚĞĞŶ ĂŶŶƵĂů EĞǁ �ŶŐůĂŶĚ �ŚŝůĚ �ĞĂƚŚ ZĞǀŝĞǁ dĞĂŵDĞĞƚŝŶŐƐ͕ ǁŝƚŚ ƚŚĞ ĞǆĐĞƉƚŝŽŶ ŽĨ ϮϬϮϬ ĂŶĚ ϮϬϮϭ͘



ACTIVITIES 

Every year, the Panel hosts 10 monthly meetings from September-June. At each meeting, the Panel typically 

conducts in-depth reviews of cases where allegations of chi ld abuse and/or neglect were made in reported 

child deaths and serious injuries. Members have the opportunity to review case records and are joined by 

frontline staff, both child protective and, oftentimes, the responding law enforcement agency, to learn more 

about their experiences on the case. 

Moreover, the Panel also conducts summary reviews of every chi ld death and serious inj ury report made to 

the Office of Chi ld and Fami ly Services (OCFS). Between 2017 and 2018, adjustments were made to the OCFS 

data collection system, allowing for the review of ingestion cases as wel l. Occasionally, the Panel will also host 

subject matter experts to present on issues related to the Panel' s work. For example, in 2017, a guest from the 

Maine Center for Disease Control and Prevention (CDC) participated in the meeting to educate members on 

nationa l and statewide teen suicide trends. 

Over the last several years, the Panel has also collaborated with Maine' s Domestic Abuse Homicide Review 

Panel and the Maine Maternal, Infant, and Fetal Mortality Review Panel. This partnership has allowed each 

panel to clarify their roles in an effort to maximize resources and reduce duplication. At times, the panels have 

elected to conduct joint case reviews. Typica lly, this involves each panel reviewing a case independently but 

sharing conclusions with one another or having representation from one panel at the other's meeting. When 

scheduling allows, t he panels may opt to conduct dual reviews whereby both panels participate in the same 

review meeting. 

In 2017, 2018, and 2019, members of the CDSIRP participated at the New England Regional Child Fata lity 

Teams meeting. Attendance at these meetings not on ly provides the opportunity for members to learn from 

the presenting subject matter experts on a variety of topics, but also encourages state-to-state networking 

and the exchange of ideas with peers who serve on simi lar chi ld fata lity review panels. In addition, 

representatives from the Panel have also participated in other conferences, including the Chi ldren's Justice Act 

Grantees Annual Conference, and the Maine Judicia l Conference. 

Over the last several years, the Panel has seen many technical changes to its process as wel l. For example, in 

2018, the Panel began to explore the possibility of electronically sharing case records in a way that maintains 

confidentia lity of the families whose cases are reviewed. In 2019, this practice was formally established

members now have access to a secure site where case records are uploaded, and the Panel's minutes, 

agendas, membership and subcommittee work is stored permanently for members to view at any time. 

In addition, the COVID-19 pandemic influenced changes for the Panel as wel l. Prior to the pandemic, the Panel 

met monthly in a centralized location in Maine. When it became unsafe to do so, meetings were temporari ly 

halted (in Apri l, May and June of 2020). Ultimately, the pandemic encouraged a new means for monthly 

meetings: as of September 2020, all CDSIRP meetings have been conducted over a virtual platform. Since then, 

many favorable outcomes have been observed, including increased participation by both members and guests 
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ϭϯ ͮ W Ă Ő Ğ

ĂŶĚ Ă ƌĞĚƵĐƚŝŽŶ ŝŶ ƚŚĞ ŶƵŵďĞƌ ŽĨ ŵĞĞƚŝŶŐƐ ĐĂŶĐĞůůĞĚ ;ƉƌŝŽƌ ƚŽ ƚŚĞ ǀŝƌƚƵĂů ĨŽƌŵĂƚ͕ ŵĞĞƚŝŶŐƐ ǁŽƵůĚ ďĞ ĐĂŶĐĞůĞĚ
ĚƵĞ ƚŽ ŝŶĐůĞŵĞŶƚ ǁĞĂƚŚĞƌ͕ ĨŽƌ ĞǆĂŵƉůĞͿ͘

>ĂƐƚůǇ͕ ƚŚĞ ��^/ZW ĂůƐŽ ǁŽƌŬƐ ĐŽůůĂďŽƌĂƚŝǀĞůǇ ǁŝƚŚ DĂŝŶĞ͛Ɛ ƚǁŽ ĂĚĚŝƚŝŽŶĂů �ŝƚŝǌĞŶ ZĞǀŝĞǁ WĂŶĞůƐ ;�ZWƐͿ͕ ƚŚĞ
DĂŝŶĞ �ŚŝůĚ tĞůĨĂƌĞ �ĚǀŝƐŽƌǇ WĂŶĞů ;D�t�WͿ ĂŶĚ ƚŚĞ :ƵƐƚŝĐĞ ĨŽƌ �ŚŝůĚƌĞŶ dĂƐŬ &ŽƌĐĞ ;ƚŚĞ dĂƐŬ &ŽƌĐĞͿ͘ /Ŷ
ϮϬϮϬ͕ ƌĞƉƌĞƐĞŶƚĂƚŝǀĞƐ ĨƌŽŵ ĞĂĐŚ ƉĂŶĞů ǁŽƌŬĞĚ ƚŽŐĞƚŚĞƌ ƚŽ ĚĞǀĞůŽƉ ĂŶĚ ĞŶŚĂŶĐĞ ƚŚĞ DĂŝŶĞ �ŝƚŝǌĞŶ ZĞǀŝĞǁ
WĂŶĞůƐ ǁĞďƐŝƚĞ ;ŚƚƚƉ͗ͬͬǁǁǁ͘ŵĞĐŝƚŝǌĞŶƌĞǀŝĞǁƉĂŶĞůƐ͘ĐŽŵͿ͘ dŚŝƐ ƵƉĚĂƚĞĚ ǁĞďƐŝƚĞ ƐĞƌǀĞƐ ĂƐ Ă ĐƌŝƚŝĐĂů ůŝŶŬ
ďĞƚǁĞĞŶ ƚŚĞ ƉƵďůŝĐ ĂŶĚ ƚŚĞ �ZWƐ͕ ĐŽŶŶĞĐƚŝŶŐ ĐŝƚŝǌĞŶƐ ĂŶĚ ƐƚĂŬĞŚŽůĚĞƌƐ ƚŽ ƌĞƐŽƵƌĐĞƐ͕ ĞŶƐƵƌŝŶŐ ƚŚĞ ƉƵďůŝĐ
ƵŶĚĞƌƐƚĂŶĚƐ ƚŚĞ ƌŽůĞ ĂŶĚ ĨŽĐƵƐ ŽĨ ĞĂĐŚ ƉĂŶĞů͕ ĂŶĚ ƉƌŽǀŝĚŝŶŐ Ă ŵĞĂŶƐ ĨŽƌ ĐŽŵŵƵŶŝĐĂƚŝŽŶ ǁŝƚŚ ƚŚĞ ƉĂŶĞůƐ͘

dŚƌŽƵŐŚ ĞĂĐŚ ŽĨ ƚŚĞ WĂŶĞů ĂĐƚŝǀŝƚŝĞƐ ĚĞƐĐƌŝďĞĚ ĂďŽǀĞ͕ ĞƐƉĞĐŝĂůůǇ ƚŚĞ ŝŶͲĚĞƉƚŚ ĐĂƐĞ ƌĞǀŝĞǁƐ͕ ŵĞŵďĞƌƐ ĂƌĞ
ƉƌŽǀŝĚĞĚ ǁŝƚŚ ƚŚĞ ŽƉƉŽƌƚƵŶŝƚǇ ƚŽ ƉƌŽǀŝĚĞ ĨĞĞĚďĂĐŬ ƚŽ ƚŚĞ �ĞƉĂƌƚŵĞŶƚ ƌĞŐĂƌĚŝŶŐ ƉŽůŝĐǇ͕ ƉƌĂĐƚŝĐĞ ĂŶĚ ƚƌĂŝŶŝŶŐ
ŝŶŝƚŝĂƚŝǀĞƐ͘ /Ŷ ĂĚĚŝƚŝŽŶ͕ ĨŝŶĚŝŶŐƐ ĂŶĚ ƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐ ŵĂǇ ĂůƐŽ ďĞ ŵĂĚĞ ƚŽ ƚŚĞ ďƌŽĂĚĞƌ ĐŚŝůĚ ǁĞůĨĂƌĞ ƐǇƐƚĞŵ͕
ŝŶĐůƵĚŝŶŐ ƚŚĞ ŵĞĚŝĐĂů ĐŽŵŵƵŶŝƚǇ͕ ŵĞŶƚĂů ŚĞĂůƚŚ ƉƌŽǀŝĚĞƌƐ͕ ĞĚƵĐĂƚŝŽŶĂů ƐǇƐƚĞŵ ĂŶĚ ůĞŐŝƐůĂƚŝŽŶ͘ dŚĞ ĨŝŶĚŝŶŐƐ
ĂŶĚ ƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐ ŵĂĚĞ ďĞƚǁĞĞŶ ϮϬϭϳ ĂŶĚ ϮϬϮϬ͕ ĂůŽŶŐ ǁŝƚŚ �ŚŝůĚ WƌŽƚĞĐƚŝǀĞ ^ĞƌǀŝĐĞƐ ƐƚĂƚĞǁŝĚĞ ĚĂƚĂ
ĚƵƌŝŶŐ ƚŚĞ ƐĂŵĞ ƚŝŵĞĨƌĂŵĞ͕ ĂƌĞ ĞǆƉůŽƌĞĚ ďĞůŽǁ͘



CHILD DEATH, SERIOUS INJURY AND INGESTION 
REPORTS BY MONTH 

The figures outlined below reflect the total numbers of child death, ingestion and serious injury (CD/ SI/I) 

reports received in every month of the corresponding year. These va lues may differ from t he Maine Office of 

Child and Fami ly Services data presented elsewhere for a variety of reasons: t he data below reflect all report s, 

whether screened out or investigated and whether or not findings were made; it includes all CD/ SI/I reports, 

including t hose in wh ich it was det ermined th rough investigation t hat a serious injury or ingestion had not 

occurred; it is combined with data obtained from t he Office of Chief Medical Examiner, and t herefore OCFS 

may not have received a report wit h allegations of child abuse or neglect; etc. Furthermore, because t here is 

no ident ifying information in t he data present ed below, t he t ables are able to include cases where criminal 

prosecution is pending. 

2017 
Serious Injuries Ingestions Child Deaths Total 

January 10 6 2 18 
February 9 2 0 11 

March 8 5 0 13 
April 12 3 0 15 
May 15 4 4 23 
June 14 6 1 21 
July 14 5 3 22 

August 15 7 1 23 
September 9 3 1 13 

October 7 5 3 15 
November 7 4 1 12 
December 11 1 1 13 

Total 131 51 17 199 
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2018 
Serious Injuries Ingestions Child Deaths Total 

January 11 0 0 11 
February 7 3 3 13 

March 11 7 1 19 
April 13 6 2 21 
May 20 0 4 24 
June 12 2 2 16 
July 15 5 4 24 

August 12 4 1 17 

September 15 6 0 21 
October 14 7 1 22 

November 15 3 1 19 
December 15 6 1 22 

Total 160 49 20 229 

2019 
Serious Injuries Ingestions Child Deaths Total 

January 22 7 1 30 
February 4 7 1 12 

March 9 4 4 17 

April 9 0 2 11 
May 15 0 3 18 
June 14 1 0 15 
July 14 3 2 19 

August 11 5 1 17 

September 8 0 0 8 
October 26 1 2 29 

November 10 2 1 13 
December 16 2 0 18 

Total 158 32 17 207 
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2020 
Serious Injuries Ingestions Child Deaths Total 

January 8 0 2 10 
February 15 3 1 19 

March 14 1 1 16 
April 12 6 3 21 
May 26 1 2 29 
June 20 2 2 24 
July 17 6 3 26 

August 20 3 0 23 
September 19 2 0 21 

October 18 3 4 25 
November 11 1 3 15 
December 11 3 1 15 

Total 191 31 22 244 
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PRACTICE ISSUES 

The findings and observations noted below are based upon the Panel' s reviews and are those that apply to the 

Department of Health and Human Services, Office of Child and Family Services, at all levels. This includes the 

work carried out by caseworkers and supervisors with clients and community service providers. This work can 

be considered to be the result of decisions, actions and supervision carried out by management personnel. 

It must be noted that for over a year, the already difficult work of Chi ld Protective Services has been made 

more difficu lt by the COVI D pandemic. The staff have continued their substantia l efforts in the service of the 

protection of chi ldren and services to their families in the face of t he pandemic's significant challenges. 

Findings 
The maj ority of cases reviewed by the Panel involve fami lies with prior history with t he Department. It was 

noted that many fami lies had multiple referra ls that spanned more than one generation. Some of th is history 

involved prior removals of children from their parents' care or custody prior to the current incident of serious 

injury or death. These, and other cases reviewed, did not reflect a clear, consistent framework for determining 

if abuse and/or neglect is present; the severity of the abuse and neglect and its impact on a child; risk factors; 

and required intervention. 

During Panel reviews, practice inconsistencies were noted, including the length of time between home visits 

by a Department caseworker, and the type of information collected during investigations. It was common to 

note a fai lure to assess, or to accurately assess, the nature of the parent/chi ld relationship either directly by 

the caseworker or through other collatera ls sources of information. For example, eva luations by a licensed 

professiona l with expertise in parent/chi ld attachment were rarely seen or documented. 

When confronted with parents or caregivers that are not providing consistent reports of issues or behaviors 

that are directly related to the safety or well-being of their child, there was often no noted attempt to explore 

or resolve these inconsistencies. There were also instances where a parent's lack of truthfulness did not 

appear to affect the Department's assessment of a parent's ability to care for or protect their chi ld. This 

occurred in situations where the inconsistencies shou ld have had an impact on the ana lysis, the safety plan 

and the reunification plan. As a result, there were times where th is fai lure appeared to contribute to the harm 

a child experienced. 

In some cases, there seemed to be no consequences for parent/caregiver failure to abide by a case plan. There 

were a small number of cases where very specific, documented information and professional opinions did not 

appear to be given sufficient weight in making chi ld safety decisions, to the detriment of the child. Most cases 

involving law enforcement with shared responsibi lities were successfully managed; however, there were some 

cases which highlighted minor shortcomings in Department/ law enforcement case coordination and 

information sharing. 

Case reviews showed instances of inadequate information gathering and a lack of clear fact finding on issues 

including: 
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Ͳ �ŝĚ ĐŚŝůĚ ĂďƵƐĞ ĂŶĚ ŶĞŐůĞĐƚ ŽĐĐƵƌ͍ /Ĩ ƐŽ͕ ǁŚĂƚ ǁĂƐ ƚŚĞ ƐĞǀĞƌŝƚǇ ŽĨ ƚŚĞ ĂďƵƐĞͬŶĞŐůĞĐƚ͕ ĂŶĚ ƚŚĞ ŝŵƉĂĐƚ
ŽŶ ƚŚĞ ĐŚŝůĚ͍

Ͳ tŚĂƚ ƌŝƐŬ ĨĂĐƚŽƌƐ ǁĞƌĞ ŝĚĞŶƚŝĨŝĞĚ ĂŶĚ ǁŚĂƚ ŝƐ ƚŚĞ ĐƵƌƌĞŶƚ ůĞǀĞů ŽĨ ƌŝƐŬ ƚŽ ƚŚĞ ĐŚŝůĚ͍
Ͳ tŚĂƚ ĂƌĞ ƚŚĞ ƉƌŽƚĞĐƚŝǀĞ ĐĂƉĂĐŝƚŝĞƐ ŽĨ ĞĂĐŚ ƉĂƌĞŶƚͬŐƵĂƌĚŝĂŶͬĐĂƌĞŐŝǀĞƌ ŝĚĞŶƚŝĨŝĞĚ ĂŶĚ ŚŽǁ ĚŽ ƚŚĞǇ

ƌĞůĂƚĞ ƚŽ ĂŶĚ ŵŝƚŝŐĂƚĞ ƚŚĞ ŝĚĞŶƚŝĨŝĞĚ ƌŝƐŬ ĨĂĐƚŽƌƐ͍

dŚĞ ĂďŽǀĞͲŵĞŶƚŝŽŶĞĚ ĨĂŝůƵƌĞƐ ƚŽ ŚĂǀĞ ĐůĞĂƌ ĨĂĐƚͲƐƵƉƉŽƌƚĞĚ ĚĞĐŝƐŝŽŶƐ ŝŶ ĐĂƐĞƐ ŽĨƚĞŶ ƌĞƐƵůƚĞĚ ŝŶ ƵŶĨŽĐƵƐĞĚ
ĂŶĚͬŽƌ ŝŶĞĨĨĞĐƚŝǀĞ ƉůĂŶƐ ĂŶĚ ŝŶƚĞƌǀĞŶƚŝŽŶƐ͘

dŚĞƌĞ ǁĂƐ ůŝƚƚůĞ ŝŶĨŽƌŵĂƚŝŽŶ ĐŽŶƚĂŝŶĞĚ ŝŶ ŵĂŶǇ ĐĂƐĞ ƌĞĐŽƌĚƐ ƌĞŐĂƌĚŝŶŐ ŽďƐĞƌǀĂƚŝŽŶƐ ĂŶĚ ŝŶƚĞƌǀŝĞǁƐ ǁŝƚŚ
ĐŚŝůĚƌĞŶ͘ dŚĞ ĨĂĐƚ ƚŚĂƚ ĐŚŝůĚ ŝŶƚĞƌǀŝĞǁƐ ĂƌĞ ƌĞĐŽƌĚĞĚ ĂŶĚ ƐƚŽƌĞĚ ƐĞƉĂƌĂƚĞůǇ ůŝŵŝƚĞĚ ƚŚĞ ŝŶĨŽƌŵĂƚŝŽŶ ĂǀĂŝůĂďůĞ ŝŶ
ƚŚĞ �ŚŝůĚ �ĞĂƚŚ ĂŶĚ ^ĞƌŝŽƵƐ /ŶũƵƌǇ ƌĞĐŽƌĚ ƌĞǀŝĞǁƐ͘

dŚĞƌĞ ǁĞƌĞ ŵƵůƚŝƉůĞ ĐĂƐĞƐ ƌĞǀŝĞǁĞĚ ŝŶ ǁŚŝĐŚ ƚŚĞ ĨĂŵŝůŝĞƐ ǁĞƌĞ ƌĞĨĞƌƌĞĚ ĨŽƌ ƐƵƉƉŽƌƚŝǀĞ ƐĞƌǀŝĐĞƐ ŽƵƚ ŽĨ ƚŚĞ
�ĞƉĂƌƚŵĞŶƚ͛Ɛ ĚŝƌĞĐƚ ƐƵƉĞƌǀŝƐŝŽŶ͕ ƐƵĐŚ ĂƐ ƚŚĞ �ůƚĞƌŶĂƚŝǀĞ ZĞƐƉŽŶƐĞ WƌŽŐƌĂŵ͘ dŚĞƐĞ ƉƌŽŐƌĂŵƐ ĂƌĞ ǀŽůƵŶƚĂƌǇ
ĂŶĚ ŵĂŶǇ ŽĨ ƚŚĞ ĨĂŵŝůŝĞƐ ƌĞũĞĐƚĞĚ ƚŚĞ ƌĞĨĞƌƌĂů͘ /Ŷ ŽƚŚĞƌ ĐĂƐĞƐ͕ ƚŚĞ ƐĞƌǀŝĐĞƐ ƉƌŽǀŝĚĞĚ ǁĞƌĞ ŝŶĞĨĨĞĐƚŝǀĞ ĂŶĚ ĚŝĚ
ŶŽƚ ĂĚĚƌĞƐƐ ƚŚĞ ƵŶĚĞƌůǇŝŶŐ ŝƐƐƵĞƐ ůĞĂĚŝŶŐ ƚŽ ĐŚŝůĚ ĂďƵƐĞͬŶĞŐůĞĐƚ͘ /Ŷ ƚŚĞƐĞ ĐĂƐĞƐ͕ ƚŚĞ ƉĂŶĞů ŽďƐĞƌǀĞĚ ƚŚĂƚ
ƌĞĨĞƌƌĂůƐ ƚŽ ŝŶĞĨĨĞĐƚŝǀĞ ƐĞƌǀŝĐĞƐ Žƌ ƚŚŝƌĚͲƉĂƌƚǇ ƐĞƌǀŝĐĞ ĂŐĞŶĐŝĞƐ ŽĨƚĞŶ ůĞĨƚ ƚŚĞ ĐŚŝůĚ;ƌĞŶͿ ŝŶ ƚŚĞ ƵŶƐĂĨĞ
ĞŶǀŝƌŽŶŵĞŶƚ ǁŝƚŚŽƵƚ ĞĨĨĞĐƚŝǀĞ ŽǀĞƌƐŝŐŚƚ ĂŶĚ ĂƉƉƌŽƉƌŝĂƚĞ ƐĞƌǀŝĐĞƐ͘ dŚĞ WĂŶĞů ŽƉŝŶĞƐ ƚŚĂƚ ŝŶ ƐŽŵĞ ŽĨ ƚŚĞƐĞ
ĐĂƐĞƐ ĂŶ ĞǀĂůƵĂƚŝŽŶ ďǇ Ă ƌĞůĞǀĂŶƚ ĞǆƉĞƌƚ Žƌ ƚŚĞ ĨŝůŝŶŐ Ă ĨŽƌŵĂů �ŚŝůĚ WƌŽƚĞĐƚŝǀĞ WƌŽĐĞĞĚŝŶŐ ǁŽƵůĚ ŚĂǀĞ ďĞĞŶ ĨĂƌ
ŵŽƌĞ ĞĨĨĞĐƚŝǀĞ Ăƚ ĞŶƐƵƌŝŶŐ ĐŚŝůĚ ƐĂĨĞƚǇ͘

�Ŷ ĂĚĚŝƚŝŽŶĂů ƉƌĂĐƚŝĐĞ ŝƐƐƵĞ ŝŶǀŽůǀĞƐ ǀĂůƵĞƐ ĂŶĚ ƉƌĂĐƚŝĐĞƐ ƌĞŐĂƌĚŝŶŐ ĨĂŵŝůǇ ƉƌĞƐĞƌǀĂƚŝŽŶ͘ dŚĞ WĂŶĞů ŝƐ ĂǁĂƌĞ
ƚŚĂƚ ƚŚĞƌĞ ŚĂƐ ďĞĞŶ ƐŝŐŶŝĨŝĐĂŶƚ ĚŝƐĐƵƐƐŝŽŶ ŝŶ ƚŚĞ ƉĂƐƚ ĚĞĐĂĚĞƐ ĂďŽƵƚ ƚŚĞ ĚĂŵĂŐĞ ĐĂƵƐĞĚ ƚŽ ĐŚŝůĚƌĞŶ ǁŚĞŶ ƚŚĞǇ
ĂƌĞ ƌĞŵŽǀĞĚ ĨƌŽŵ ƚŚĞŝƌ ĨĂŵŝůŝĞƐ ĂŶĚ ƚŚĂƚ ƚŚĞƐĞ ďĞůŝĞĨƐ ĂƉƉĞĂƌ ƚŽ ŚĂǀĞ ŵĂƚĞƌŝĂů ĐŽŶƐĞƋƵĞŶĐĞƐ ŽŶ ƚŚĞ ĚĞĐŝƐŝŽŶƐ
ŵĂĚĞ ĂďŽƵƚ ƐĂĨĞƚǇ͕ ƌĞŵŽǀĂů͕ ĂŶĚ ƌĞƵŶŝĨŝĐĂƚŝŽŶ͘ tŚŝůĞ ƌĞŵŽǀŝŶŐ Ă ĐŚŝůĚ ĨƌŽŵ ƚŚĞŝƌ ĨĂŵŝůǇ ŝƐ ŶŽƚ ǁŝƚŚŽƵƚ
ĐŽŶƐĞƋƵĞŶĐĞ͕ ŝƚ ŝƐ ĂůƐŽ ƚƌƵĞ ƚŚĂƚ ƚŚĞƌĞ ĂƌĞ ĐŚŝůĚƌĞŶ ǁŚŽƐĞ ĐŝƌĐƵŵƐƚĂŶĐĞƐ ĂƌĞ ƐƵĐŚ ƚŚĂƚ ƚŚĞǇ ǁŝůů ĨĂĐĞ ƚƌĂƵŵĂ
ƌĞŐĂƌĚůĞƐƐ ŽĨ ǁŚĞƚŚĞƌ ƚŚĞǇ ƐƚĂǇ ǁŝƚŚ ƚŚĞŝƌ ĨĂŵŝůǇ Žƌ ĂƌĞ ƌĞŵŽǀĞĚ͘ &Žƌ ƚŚĞƐĞ ĐŚŝůĚƌĞŶ ƚŚĞ ĚĞĐŝƐŝŽŶ ŝƐ ŶŽƚ
ďĞƚǁĞĞŶ ŚĂƌŵŝŶŐ ƚŚĞŵ Žƌ ŶŽƚ͘ /ƚ ŵƵƐƚ ďĞ Ă ĚĞĐŝƐŝŽŶ ŵĂĚĞ ƚŽ ŵŝŶŝŵŝǌĞ ŚĂƌŵ ĂŶĚ ŽƉƚŝŵŝǌĞ ƚŚĞŝƌ ŽƉƉŽƌƚƵŶŝƚǇ
ĨŽƌ ƉŽƐŝƚŝǀĞ ĐŚĂŶŐĞ͘

dŚĞ ƚĞƌŵ͕ ͞&ĂŵŝůŝĞƐ &ŝƌƐƚ͟ ĂŶĚ ƚŚĞ ĨŽĐƵƐ ŽŶ ĨĂŵŝůǇ ƉƌĞƐĞƌǀĂƚŝŽŶ ŚĂƐ ŐĂŝŶĞĚ Ă ƐŝŐŶŝĨŝĐĂŶƚ ůĞǀĞů ŽĨ ƐƚĂƚƵƌĞ ĂŶĚ
ŝŵƉŽƌƚĂŶĐĞ ŝŶ ƚŚĞ ĨŝĞůĚ͘ /ƚ ŚĂƐ ďĞĐŽŵĞ Ă ŶĂƚŝŽŶĂůůǇ ĂĐĐĞƉƚĞĚ ƐƚĂŶĚĂƌĚ ĨŽƌ ĐŚŝůĚ ǁĞůĨĂƌĞ ƉƌĂĐƚŝĐĞ͘ /ƚ ŝƐ
ĐŽŵŵŽŶůǇ ƵŶĚĞƌƐƚŽŽĚ ƚŚĂƚ ŝƚ ƉƌŽŵŽƚĞƐ ƚŚĞ ǀĂůƵĞ ŽĨ ďĞŝŶŐ ƐƵƉƉŽƌƚŝǀĞ ŽĨ ĨĂŵŝůŝĞƐ ĂŶĚ ĂǀŽŝĚŝŶŐ ĨŽƐƚĞƌ ĐĂƌĞ͘
�ĞǇŽŶĚ ƚŚĂƚ͕ ŝƚ͛Ɛ ŵĞĂŶŝŶŐ ŝƐ ŽĨƚĞŶ ƵŶĐůĞĂƌ͘ dŚĞ ƉŚƌĂƐĞ ŝƚƐĞůĨ ĂƉƉĞĂƌƐ ƚŽ ŚĂǀĞ ďĞĐŽŵĞ Ă ͞ŐĞŶĞƌĂů ƚƌƵƚŚ͟ ĂŶĚ
ĞǆƉĞĐƚĂƚŝŽŶ ƚŚĂƚ ŝƐ ƌĞůŝĞĚ ƵƉŽŶ ĂƐ ďĂƐŝĐ ŐƵŝĚĂŶĐĞ ĨŽƌ ƚŚĞ ǁŽƌŬ ǁŚĞŶ ŝƐƐƵĞƐ ƐƵƌƌŽƵŶĚŝŶŐ ĐŚŝůĚ ƌŝƐŬ ĂŶĚ ƐĂĨĞƚǇ
ĂƌĞ ƵŶĐůĞĂƌ͘ dŚĞ ŽƉƚŝĐƐ ŽĨ ƚŚĞ ĨĂŵŝůǇ ƉƌĞƐĞƌǀĂƚŝŽŶ ĂƉƉƌŽĂĐŚ ĂƌĞ ǀĞƌǇ ƉŽƐŝƚŝǀĞ͘ /ƚ ŝƐ ĞĂƐǇ ƚŽ ƐŽƵŶĚ ƉƌŽŐƌĞƐƐŝǀĞ
ĂŶĚ ŚƵŵĂŶĞ ǁŚĞŶ ƚĂůŬŝŶŐ ĂďŽƵƚ ŝƚ͕ ǁŚŝůĞ ƋƵĞƐƚŝŽŶŝŶŐ ŝƚ ŽĨƚĞŶ ƉůĂĐĞƐ ĂŶ ŝŶĚŝǀŝĚƵĂů ŝŶ Ă ĚĞĨĞŶƐŝǀĞ ƉŽƐŝƚŝŽŶ͘
EĞǀĞƌƚŚĞůĞƐƐ͕ ĂƐ ǁŝƚŚ ĂŶǇ ƐĞƚ ŽĨ ĂƐƐƵŵƉƚŝŽŶƐ ƚŚĂƚ ĂƌĞ ŶŽ ůŽŶŐĞƌ ǁŝĚĞůǇ ƋƵĞƐƚŝŽŶĞĚ͕ ŝƚ ŝƐ ŝŵƉŽƌƚĂŶƚ ƚŽ ůŽŽŬ Ăƚ
ďŽƚŚ ƐŝĚĞƐ ŽĨ ƚŚĞŝƌ ŝŵƉůĞŵĞŶƚĂƚŝŽŶ ŝŶ ƚŚĞ ůŝǀĞƐ ŽĨ ƌĞĂů ĨĂŵŝůŝĞƐ͘



ϭϵ ͮ W Ă Ő Ğ

ZĞĐŽŵŵĞŶĚĂƚŝŽŶƐ
dŚĞƌĞ ŝƐ Ă ŶĞĞĚ ĨŽƌ ƚŚĞ ĚĞǀĞůŽƉŵĞŶƚ ĂŶĚ ŵĂŝŶƚĞŶĂŶĐĞ ŽĨ ƐƚƌŽŶŐ ƌĞůĂƚŝŽŶƐŚŝƉƐ ǁŝƚŚ ĐŽŵŵƵŶŝƚǇͲďĂƐĞĚ
ĂƐƐĞƐƐŵĞŶƚ ĂŶĚ ƚƌĞĂƚŵĞŶƚ ƉƌŽĨĞƐƐŝŽŶĂůƐ ǁŚŽ ƵŶĚĞƌƐƚĂŶĚ ĂŶĚ ŚĂǀĞ ĞǆƉĞƌƚŝƐĞ ǁŽƌŬŝŶŐ ǁŝƚŚ ĂƚͲƌŝƐŬ ĨĂŵŝůŝĞƐ ĂŶĚ
ĨĂŵŝůŝĞƐ ǁŚĞƌĞ ĐŚŝůĚ ĂďƵƐĞ ĂŶĚͬŽƌ ŶĞŐůĞĐƚ ŚĂƐ ďĞĞŶ ĨŽƵŶĚ͘ �ŚŝůĚ ƐĂĨĞƚǇ ĂŶĚ ĨĂŵŝůǇ ŝŶƚĞŐƌŝƚǇ ǁŽƵůĚ ďĞŶĞĨŝƚ ĨƌŽŵ
ŝŵƉƌŽǀĞĚ ƌĞůĂƚŝŽŶƐŚŝƉƐ ĂŶĚ ŝŶĨŽƌŵĂƚŝŽŶ ƐŚĂƌŝŶŐ ďĞƚǁĞĞŶ ĞǆŝƐƚŝŶŐ ĐŽŵŵƵŶŝƚǇ ƌĞƐŽƵƌĐĞƐ͕ ŝŶĐůƵĚŝŶŐ Ăůů ďƌĂŶĐŚĞƐ
ĂŶĚ ůĞǀĞůƐ ŽĨ ůĂǁ ĞŶĨŽƌĐĞŵĞŶƚ͕ ƐĐŚŽŽů ƉĞƌƐŽŶŶĞů͕ ŵĞĚŝĐĂů ƉƌŽǀŝĚĞƌƐ͕ ƉĞĚŝĂƚƌŝĐŝĂŶƐ͕ ƐƵďƐƚĂŶĐĞ ƵƐĞ
ƉƌŽĨĞƐƐŝŽŶĂůƐ͕ ŵĞŶƚĂů ŚĞĂůƚŚ ƉƌŽĐĞƐƐŝŽŶƐ ĂŶĚ ĨĂŵŝůǇ ƐĞƌǀŝĐĞ ƉƌŽǀŝĚĞƌƐ͘

DĞĂŶŝŶŐĨƵů ĂĐƚŝŽŶ ŽŶ ƚŚŝƐ ƌĞĐŽŵŵĞŶĚĂƚŝŽŶ ǁŽƵůĚ ďĞ ŵĞĂƐƵƌĞĚ ďǇ ƚŚĞ ĐƌĞĂƚŝŽŶ ŽĨ Ă ǁŽƌŬƉůĂŶ ŽƵƚůŝŶŝŶŐ
ůĞŐŝƐůĂƚŝǀĞ͕ ďƵĚŐĞƚĂƌǇ͕ ŵĂŶĂŐĞŵĞŶƚ ĂŶĚ ƉĞƌƐŽŶŶĞů ƐƚƌĂƚĞŐŝĞƐ ƚŽ ĂĐĐŽŵƉůŝƐŚ ƚŚĞƐĞ ŐŽĂůƐ͘

K�&^ ƐŚŽƵůĚ ĐŽŶƐŝĚĞƌ ǁŽƌŬŝŶŐ ǁŝƚŚ ůĂǁ ĞŶĨŽƌĐĞŵĞŶƚ ƚŽ ĐƌĞĂƚĞ Ă ƉŽƐŝƚŝŽŶ ĨŽƌ ĂŶ K�&^ ƐƚĂĨĨ ƉĞƌƐŽŶ ǁŚŽ ĐŽƵůĚ
ďĞĐŽŵĞ Ă ĐĞƌƚŝĨŝĞĚ ƚƌĂŝŶĞƌ Ăƚ ƚŚĞ �ƌŝŵŝŶĂů :ƵƐƚŝĐĞ �ĐĂĚĞŵǇ͘ dŚŝƐ ƉĞƌƐŽŶ ǁŽƵůĚ ƉƌŽǀŝĚĞ͕ ĂůŽŶŐ ǁŝƚŚ Ă ůĂǁ
ĞŶĨŽƌĐĞŵĞŶƚ ƉƌŽĨĞƐƐŝŽŶĂů͕ Ă ĐůĂƐƐ Ăƚ ƚŚĞ �ĐĂĚĞŵǇ ŽŶ ĐŚŝůĚ ĂďƵƐĞ ĂŶĚ ŶĞŐůĞĐƚ͘

WŽƐŝƚŝǀĞ ǁŽƌŬŝŶŐ ƌĞůĂƚŝŽŶƐŚŝƉƐ ƌĞƋƵŝƌĞ ĐŽŶƚŝŶƵĞĚ ƉƵƌƉŽƐĞĨƵů ŝŶƚĞƌĂĐƚŝŽŶ ƚŽ ĨŝƌƐƚ ĞƐƚĂďůŝƐŚ ĂŶĚ ƚŚĞŶ ƚŽ ŵĂŝŶƚĂŝŶ
ƚŚĞŵ͘ �ůů ůĞǀĞůƐ ŽĨ ŽƌŐĂŶŝǌĂƚŝŽŶƐ ƚŚĂƚ ĂƌĞ ĐƌŝƚŝĐĂů ƚŽ ĐƌĂĨƚŝŶŐ ĂŶ ĞĨĨĞĐƚŝǀĞ ƌĞƐƉŽŶƐĞ ƚŽ ĐŚŝůĚ ĂďƵƐĞ ĂŶĚ ŶĞŐůĞĐƚ
ŵƵƐƚ ĂĐƚŝǀĞůǇ ƐƵƉƉŽƌƚ ƚŚĞƐĞ ƌĞůĂƚŝŽŶƐŚŝƉƐ ĨŽƌ ƚŚĞŵ ƚŽ ďĞ ƐƵĐĐĞƐƐĨƵů͘

�,,^ ƐŚŽƵůĚ ĐŽŶƚŝŶƵĞ ŽŶŐŽŝŶŐ ƌĞǀŝĞǁ ŽĨ ĐŽŵŵƵŶŝƚǇ ƚƌĞĂƚŵĞŶƚ ƌĞŝŵďƵƌƐĞŵĞŶƚ ůĞǀĞůƐ͘ �ƚƚĞŶƚŝŽŶ ƐŚŽƵůĚ ďĞ
ŐŝǀĞŶ ƚŽ ĐƌĞĂƚŝŶŐ ƚŚĞ ĂǀĂŝůĂďŝůŝƚǇ ŽĨ ĐŽŶƐƵůƚĂƚŝŽŶ ĨƌŽŵ ƐƵďũĞĐƚ ŵĂƚƚĞƌ ĞǆƉĞƌƚƐ ŽŶ ƚŚĞ ŝƐƐƵĞƐ ŝĚĞŶƚŝĨŝĞĚ ĂƐ
ŶĞĞĚŝŶŐ ĂƐƐĞƐƐŵĞŶƚ ǁŝƚŚŝŶ Ă ĨĂŵŝůǇ͘ &ŝŶĂůůǇ͕ ƐƚĂĨĨ ƐŚŽƵůĚ ďĞ ƉƌŽǀŝĚĞĚ ǁŝƚŚ ƉŽůŝĐŝĞƐ ĂƐ ǁĞůů ĂƐ Ă ƚƌĂŝŶŝŶŐ
ƉƌŽŐƌĂŵ ƚŽ ĞŶƐƵƌĞ ƚŚĞǇ ĂƌĞ ĂǁĂƌĞ ŽĨ ƚŚĞ ďĞƐƚ ƉƌĂĐƚŝĐĞƐ ĂŶĚ ŵŽƐƚ ĐƵƌƌĞŶƚ ŬŶŽǁůĞĚŐĞ ŝŶ ƚŚĞ ĨŝĞůĚ ŽĨ ĐŚŝůĚ ĂďƵƐĞ
ĂŶĚ ŶĞŐůĞĐƚ ĂŶĚ ƚŚĞ ĨŝĞůĚ ŽĨ �ŚŝůĚ WƌŽƚĞĐƚŝǀĞ ^ĞƌǀŝĐĞƐ͘

DĂŶǇ ƉƌĂĐƚŝĐĞ ŝƐƐƵĞƐ ĂƌĞ ďĞƐƚ ĂĚĚƌĞƐƐĞĚ ƚŚƌŽƵŐŚ ƚŚĞ ƐƵƉĞƌǀŝƐŽƌǇ ƌĞůĂƚŝŽŶƐŚŝƉ͘ ,ŽǁĞǀĞƌ͕ ĂƐ ƚŚĞƌĞ ŝƐ ŶŽ
ĚŽĐƵŵĞŶƚĂƚŝŽŶ ŽĨ ƐƵƉĞƌǀŝƐŽƌǇ ŵĞĞƚŝŶŐƐ ĂǀĂŝůĂďůĞ ƚŽ ƚŚĞ WĂŶĞů͕ ŝƚ ŝƐ ŶŽƚ ƉŽƐƐŝďůĞ ƚŽ ƌĞǀŝĞǁ ƚŚŝƐ ĐƌŝƚŝĐĂů ĨƵŶĐƚŝŽŶ͘
'ŝǀĞŶ ƚŚĞ ŝĚĞŶƚŝĨŝĞĚ ĐŚĂůůĞŶŐĞƐ ĨŽƵŶĚ ŝŶ ƚŚĞ ĐĂƐĞƐ ƌĞǀŝĞǁĞĚ͕ ŝƚ ŝƐ ƌĞĐŽŵŵĞŶĚĞĚ ƚŚĂƚ K�&^ ĚĞǀĞůŽƉ ƐƚĂŶĚĂƌĚƐ
ĨŽƌ ƐƵƉĞƌǀŝƐŝŽŶ͕ ŝŶĐůƵĚŝŶŐ ƐƚƌĂƚĞŐŝĞƐ ƚŽ ŵĞĂƐƵƌĞ ƚŚĞ ĞĨĨĞĐƚŝǀĞŶĞƐƐ ŽĨ ƐƵƉĞƌǀŝƐŝŽŶ ƉƌŽǀŝĚĞĚ ƚŽ ƐƚĂĨĨ͘

�,,^ ŝƐ ŝŶ Ă ƵŶŝƋƵĞ ƉŽƐŝƚŝŽŶ ƚŽ ƉƌŽǀŝĚĞ ůĞĂĚĞƌƐŚŝƉ ĂŶĚ ĨƵŶĚŝŶŐ ƚŽ ĐƌĞĂƚĞ Ă ĐŽŽƌĚŝŶĂƚĞĚ͕ ŵƵůƚŝͲĚŝƐĐŝƉůŝŶĂƌǇ
ƚĞĂŵ ŽĨ ĐŽŵŵƵŶŝƚǇ ƉƌŽǀŝĚĞƌƐ ǁŝƚŚ ƐƉĞĐŝĂůŝǌĞĚ ĞǆƉĞƌƚŝƐĞ ŝŶ ĐŚŝůĚ ĂďƵƐĞ ĂŶĚ ŶĞŐůĞĐƚ ƚŽ ĞŶŚĂŶĐĞ ƚŚĞ
ŝĚĞŶƚŝĨŝĐĂƚŝŽŶ͕ ƚƌĞĂƚŵĞŶƚ ĂŶĚ ƉƌĞǀĞŶƚŝŽŶ ŽĨ ĐŚŝůĚ ĂďƵƐĞ ĂŶĚ ŶĞŐůĞĐƚ ĂŶĚ ƐŚŽƵůĚ ĞŶĚĞĂǀŽƌ ƚŽ ĚŽ ƐŽ͘

/ƚ ŝƐ ƌĞĐŽŵŵĞŶĚĞĚ ƚŚĂƚ ƌĞǀŝĞǁƐ ŽĨ ĐŚŝůĚ ĚĞĂƚŚƐ ĂŶĚ ƐĞƌŝŽƵƐ ŝŶũƵƌŝĞƐ ďǇ Ăůů ƌĞǀŝĞǁŝŶŐ ďŽĚŝĞƐ ŝŶĐůƵĚĞ ƐƉĞĐŝĨŝĐĂůůǇ͕
ƚŚĞ ŝŵƉĂĐƚ ŽĨ ĐŚŝůĚ ǁĞůĨĂƌĞ ƐƚĂĨĨ͛Ɛ ƵŶĚĞƌƐƚĂŶĚŝŶŐ ĂŶĚ ŝŶƚĞƌƉƌĞƚĂƚŝŽŶ ŽĨ ƚŚĞ ƉƌŝŽƌŝƚŝǌĂƚŝŽŶ ŽĨ ĨĂŵŝůǇ ƉƌĞƐĞƌǀĂƚŝŽŶ
ĂŶĚ ƚŚĞŝƌ ƵŶĚĞƌƐƚĂŶĚŝŶŐ ŽĨ ĂŶĚ ĚĞĐŝƐŝŽŶ ŵĂŬŝŶŐ ĂƌŽƵŶĚ ƚŚĞ ďĂůĂŶĐĞ ďĞƚǁĞĞŶ ĨĂŵŝůǇ ƉƌĞƐĞƌǀĂƚŝŽŶ ĂŶĚ ĐŚŝůĚ
ƐĂĨĞƚǇ͘



ϮϬ ͮ W Ă Ő Ğ

^�>��d/KE �E� /DW>�D�Ed�d/KE K& ��^d WZ��d/��^
KǀĞƌ ƚŚĞ ǇĞĂƌƐ͕ ĐŽŶĐĞƌƚĞĚ ĞĨĨŽƌƚƐ ŚĂǀĞ ďĞĞŶ ŵĂĚĞ ƚŽ ƵƐĞ ƉƌŽŐƌĂŵ ĨƵŶĚƐ ƚŽ ŝĚĞŶƚŝĨǇ͕ ĚĞǀĞůŽƉ ĂŶĚ ƐƵƉƉŽƌƚ ƚŚĞ
ŵŽƐƚ ĞĨĨĞĐƚŝǀĞ ƐĞƌǀŝĐĞƐ ƉŽƐƐŝďůĞ ƚŽ ŵĞĞƚ ƚŚĞ ŶĞĞĚƐ ŽĨ ĨĂŵŝůŝĞƐ ĂŶĚ ĐŚŝůĚƌĞŶ͘ ,ŽǁĞǀĞƌ͕ ƚŚŝƐ ĞĨĨŽƌƚ ŝƐ ŶŽƚ ĂƐ
ŚĞůƉĨƵů ĂƐ ŝƚ ŵŝŐŚƚ ďĞ ĂƐ ƚŚĞƌĞ ĂƌĞ ŝŶƐƚĂŶĐĞƐ ǁŚĞƌĞ ƚŚĞ ĞĨĨĞĐƚŝǀĞŶĞƐƐ ŽĨ Ă ƉĂƌƚŝĐƵůĂƌ ƉƌŽŐƌĂŵ ĐŚĂŶŐĞƐ
ĚĞƉĞŶĚŝŶŐ ƵƉŽŶ ƚŚĞ ĐŚĂƌĂĐƚĞƌŝƐƚŝĐƐ ŽĨ ƚŚĞ ŝŶĚŝǀŝĚƵĂůƐ Žƌ ĨĂŵŝůŝĞƐ ƚŽ ǁŚŝĐŚ ƚŚĞ ƉƌŽŐƌĂŵ ŝƐ ĂƉƉůŝĞĚ͘ tŝƚŚŽƵƚ ƚŚĞ
ŚĞůƉ ŽĨ Ă ƌĞƐĞĂƌĐŚ ƉƐǇĐŚŽůŽŐŝƐƚ Žƌ Ă ƌĞƐĞĂƌĐŚ ĂƐƐŝƐƚĂŶƚ ǁŚŽ ƵŶĚĞƌƐƚĂŶĚƐ ŚŽǁ ƚŽ ĂŶĂůǇǌĞ ĂŶĚ ŝŶƚĞƌƉƌĞƚ ƐƚƵĚŝĞƐ͕
ůŽŽŬ Ăƚ ŝŶĐůƵƐŝŽŶ ĐƌŝƚĞƌŝĂ͕ ĨĂŝůƵƌĞ ƌĂƚĞƐ ĂŶĚ ƚŚĞ ƌĞĂƐŽŶƐ ĨŽƌ ĨĂŝůƵƌĞ͕ ƚŚĞƐĞ ĞĨĨŽƌƚƐ ĂƌĞ ƐƵďũĞĐƚ ƚŽ ĞƌƌŽƌ ŝŶ ǁŚĂƚ
ƐƚƵĚŝĞƐ ĂƌĞ ĐŽŶƐŝĚĞƌĞĚ ĂŶĚ ŚŽǁ ƚŚĞǇ ĂƌĞ ŝŶƚĞƌƉƌĞƚĞĚ͘

ZĞĐŽŵŵĞŶĚĂƚŝŽŶƐ
dŚĞ DĂŝŶĞ �ĞƉĂƌƚŵĞŶƚ ŽĨ ,ĞĂůƚŚ ĂŶĚ ,ƵŵĂŶ ^ĞƌǀŝĐĞƐ ǁŽƵůĚ ďĞŶĞĨŝƚ ĨƌŽŵ ƚŚĞ ĂďŝůŝƚǇ ƚŽ ĂĐĐĞƐƐ Ă ƉƌŽĨĞƐƐŝŽŶĂů
ǁŝƚŚ ĞǆƉĞƌƚŝƐĞ ŝŶ ŝĚĞŶƚŝĨǇŝŶŐ͕ ĐĂƚĞŐŽƌŝǌŝŶŐ͕ ĂŶĂůǇǌŝŶŐ ĂŶĚ ƐƵŵŵĂƌŝǌŝŶŐ ƌĞƐĞĂƌĐŚ ůŝƚĞƌĂƚƵƌĞ ŝŶƚŽ Ă ĨŽƌŵĂƚ ƚŚĂƚ ŝƐ
ĂĐĐĞƐƐŝďůĞ ƚŽ ƐƚĂĨĨ ƌĞƐƉŽŶƐŝďůĞ ĨŽƌ ŝŶƚĞŐƌĂƚŝŶŐ ƚŚŝƐ ŝŶĨŽƌŵĂƚŝŽŶ ŝŶƚŽ ƐĞůĞĐƚŝŽŶ͕ ƚƌĂŝŶŝŶŐ͕ ƉƌĂĐƚŝĐĞ͕ ĐŽŶƚƌĂĐƚŝŶŐ ĂŶĚ
ůŝĐĞŶƐŝŶŐ ŽĨ ƉƌŽŐƌĂŵƐ͕ ƉĂƌƚŝĐƵůĂƌůǇ ƚŚŽƐĞ ƚĂƌŐĞƚŝŶŐ ŝŶĚŝǀŝĚƵĂůƐ ĂŶĚ ĨĂŵŝůŝĞƐ ǁŝƚŚ ƐƉĞĐŝĨŝĐ ŶĞĞĚƐ͘

�,,^ ƐŚŽƵůĚ ĐŽŶƐŝĚĞƌ ŚŝƌŝŶŐ ƐƵĐŚ ĂŶ ŝŶĚŝǀŝĚƵĂů ǁŝƚŚ ĞǆƉĞƌƚŝƐĞ ŝŶ ŝĚĞŶƚŝĨǇŝŶŐ ďĞƐƚ ƉƌĂĐƚŝĐĞƐ͘ dŚŝƐ ƉƌŽĨĞƐƐŝŽŶĂů
ƐŚŽƵůĚ ƉƌŽǀŝĚĞ ƌĞƐĞĂƌĐŚ ĚĂƚĂ ƚŽ ŵĂŶĂŐĞƌƐ ƌĞƐƉŽŶƐŝďůĞ ĨŽƌ ĚĞǀĞůŽƉŝŶŐ ƉƌŽƉŽƐĂůƐ ĨŽƌ ƉƌŽŐƌĂŵƐ ĚĞƐŝŐŶĞĚ ƚŽ
ŵĞĞƚ ƐƉĞĐŝĨŝĐ ŶĞĞĚƐ ĨŽƌ ƐƉĞĐŝĨŝĐ ƉŽƉƵůĂƚŝŽŶƐ͘



Ϯϭ ͮ W Ă Ő Ğ

d,� �s�/>��/>/dz �E� h^� K& �DW/Z/��>>z ^hWWKZd��
�^^�^^D�Ed �E� dZ��dD�Ed ^d�E��Z�^
�ƐƐĞƐƐŵĞŶƚ ^ƚĂŶĚĂƌĚƐ
WĂƌĞŶƚŝŶŐ ĂŶĚ ƌŝƐŬ ĂƐƐĞƐƐŵĞŶƚƐ ĨŽƌ ĨĂŵŝůŝĞƐ ŝŶǀŽůǀĞĚ ǁŝƚŚ ƚŚĞ ĐŚŝůĚ ǁĞůĨĂƌĞ ƐǇƐƚĞŵ ƌĞƋƵŝƌĞ ƐƉĞĐŝĂůŝǌĞĚ ƚƌĂŝŶŝŶŐ͘
dŚĞ ^ƚĂƚĞ ŽĨ DĂŝŶĞ ŝƐ ĞǆƉĞƌŝĞŶĐŝŶŐ Ă ĐƌŝƚŝĐĂů ůĂĐŬ ŽĨ ĞǀĂůƵĂƚŝŶŐ ƉƐǇĐŚŽůŽŐŝƐƚƐ ƚƌĂŝŶĞĚ ĂŶĚ ǁŝůůŝŶŐ ƚŽ ƉƌŽǀŝĚĞ
ƐƚĂƚĞ ŽĨ ƚŚĞ Ăƌƚ ƉĂƌĞŶƚĂů ƌŝƐŬ ĂƐƐĞƐƐŵĞŶƚƐ ĂŶĚ ƉĂƌĞŶƚĂů ĐĂƉĂĐŝƚǇ ĞǀĂůƵĂƚŝŽŶƐ͘ �ƚ ƚŚĞ ƚŝŵĞ ŽĨ ƚŚŝƐ ǁƌŝƚŝŶŐ͕ ƚŚĞƌĞ
ĂƌĞ ŽŶůǇ ƚŚƌĞĞ ĞǀĂůƵĂƚŽƌƐ ŝŶ ƚŚĞ ^ƚĂƚĞ ǁŝƚŚ ĐƵƌƌĞŶƚ ĐŽŶƚƌĂĐƚƐ ǁŝƚŚ ƚŚĞ ^ƚĂƚĞ &ŽƌĞŶƐŝĐ ^ĞƌǀŝĐĞ ǁŚŽ ĐŽŶĚƵĐƚ
�ŽƵƌƚ KƌĚĞƌĞĚ �ǀĂůƵĂƚŝŽŶƐ ĨŽƌ ƚŚŝƐ ƉƵƌƉŽƐĞ͘ &ƵƌƚŚĞƌŵŽƌĞ͕ Ă ĨĂŵŝůǇ ŵƵƐƚ ŚĂǀĞ Ă ƉĞŶĚŝŶŐ ĐŚŝůĚ ƉƌŽƚĞĐƚŝŽŶ
ĂĐƚŝŽŶ ƚŽ ĂĐĐĞƐƐ ƚŚŝƐ ĐƌŝƚŝĐĂůůǇ ŝŵƉŽƌƚĂŶƚ ƚŽŽů͘ dŚŝƐ ůĞĂǀĞƐ ƚŚĞ �ĞƉĂƌƚŵĞŶƚ ǁŝƚŚŽƵƚ ĂŶ ĞĨĨĞĐƚŝǀĞ ĞǀĂůƵĂƚŝŽŶ
ŽƉƚŝŽŶ ĚƵƌŝŶŐ ƚŚĞ ŝŶǀĞƐƚŝŐĂƚŝŽŶ ƐƚĂƚĞ ǁŚŝĐŚ ŝƐ Ă ĐƌƵĐŝĂů ƚŝŵĞ ŝŶ ƚŚĞ ƉƌŽĐĞƐƐ ƚŽ ŝĚĞŶƚŝĨǇ ƚŚĞ ŝƐƐƵĞƐ ĂŶĚ ǁŚĂƚ
ƐĞƌǀŝĐĞƐ ǁŽƵůĚ ďĞ ĞĨĨĞĐƚŝǀĞ ƚŽ ĂĚĚƌĞƐƐ ƚŚĞŵ͘

dŚĞƐĞ ĞǀĂůƵĂƚŝŽŶƐ ƌĞƋƵŝƌĞ ƐƉĞĐŝĨŝĐ ĞǆƉĞƌƚŝƐĞ ƚŚĂƚ ƌĞƋƵŝƌĞƐ ƚƌĂŝŶŝŶŐ ƚŚĂƚ ŝƐ ŶŽƚ ĞĂƐŝůǇ ĂǀĂŝůĂďůĞ ƚŽ ĞǀĂůƵĂƚŽƌƐ͘ dŚĞ
ĞǀĂůƵĂƚŝŽŶƐ ĂƌĞ ŽĨƚĞŶ ĞǆƚƌĂŽƌĚŝŶĂƌŝůǇ ƚŝŵĞ ĐŽŶƐƵŵŝŶŐ ĂŶĚ ƚŚƵƐ͕ ĞǆƉĞŶƐŝǀĞ͘ dŚĞ ĐƵƌƌĞŶƚ ƉĂǇŵĞŶƚ ƐƚƌƵĐƚƵƌĞƐ ĨĂůů
ĚƌĂƐƚŝĐĂůůǇ ƐŚŽƌƚ ŽĨ ĐŽǀĞƌŝŶŐ ƚŚĞ ƚŝŵĞ ĂŶĚ ǁŽƌŬ ƌĞƋƵŝƌĞĚ ƚŽ ĐŽŵƉůĞƚĞ ĞĂĐŚ ĞǀĂůƵĂƚŝŽŶ͘ &ƵƌƚŚĞƌ ĐŽŵƉůŝĐĂƚŝŶŐ ƚŚĞ
ƐŝƚƵĂƚŝŽŶ ŝƐ ƚŚĂƚ ƚŚĞƐĞ ŝŶĚŝǀŝĚƵĂůƐ ĂƌĞ ŵŽƌĞ ůŝŬĞůǇ ƚŚĂŶ ŽƚŚĞƌ ƚǇƉĞƐ ŽĨ ĞǀĂůƵĂƚŽƌƐ ƚŽ ďĞ ƚŚĞ ƐƵďũĞĐƚ ŽĨ ůŝƚŝŐĂƚŝŽŶ͕
ĞŝƚŚĞƌ ŵĂůƉƌĂĐƚŝĐĞ ƐƵŝƚƐ Žƌ ůŝĐĞŶƐŝŶŐ ĐŽŵƉůĂŝŶƚƐ͘ �ǀĞŶ ƚŚŽƵŐŚ ƚŚĞƐĞ ƐƵŝƚƐ ĂƌĞ ŶŽƚ ŽĨƚĞŶ ƐƵĐĐĞƐƐĨƵů͕ ƚŚĞǇ
ĐŽŶƐƵŵĞ ƚŚĞ ƚŝŵĞ͕ ŵŽŶĞǇ͕ ĂŶĚ ŵŽƐƚ ŝŵƉŽƌƚĂŶƚůǇ ƚŚĞ ĞŶƚŚƵƐŝĂƐŵ ĂŶĚ ŵŽƚŝǀĂƚŝŽŶ ŽĨ ƚŚĞ ĞǀĂůƵĂƚŽƌ ƚŽ ĐŽŶƚŝŶƵĞ
ƚŚŝƐ ŝŵƉŽƌƚĂŶƚ ǁŽƌŬ͘

tŝƚŚŽƵƚ ƚŚĞ ĂǀĂŝůĂďŝůŝƚǇ ĂŶĚ ĞǆƉĞƌƚŝƐĞ ŽĨ ƉƌŽĨĞƐƐŝŽŶĂůƐ ƚƌĂŝŶĞĚ ĂŶĚ ƋƵĂůŝĨŝĞĚ ƚŽ ĂƐƐĞƐƐ ĐŚŝůĚ ĂďƵƐĞ ĂŶĚͬŽƌ
ŶĞŐůĞĐƚ͕ ƌŝƐŬ ĨĂĐƚŽƌƐ ĨŽƌ ĐŚŝůĚ ŵĂůƚƌĞĂƚŵĞŶƚ͕ ĂŶĚ ƉĂƌĞŶƚĂů ĐĂƉĂĐŝƚǇ͕ ĂŶĚ ǁŚŽ ĐĂŶ ƉƌŽǀŝĚĞ ĐŽŶƐƵůƚĂƚŝŽŶ ƚŽ
�ĞƉĂƌƚŵĞŶƚ ƐƚĂĨĨ ĂŶĚ ĨŽƌŵĂů ĞǀĂůƵĂƚŝŽŶ ǁŚĞŶ ŶĞĞĚĞĚ͕ ƚŚĞ �ĞƉĂƌƚŵĞŶƚ ĐĂƐĞǁŽƌŬĞƌƐ͛ ĂďŝůŝƚǇ ƚŽ ŵĂŬĞ ǁĞůůͲ
ŝŶĨŽƌŵĞĚ ĚĞĐŝƐŝŽŶƐ ƌĞŐĂƌĚŝŶŐ ƚŚĞ ĐŚŝůĚƌĞŶ Ăƚ ƌŝƐŬ ŝŶ ƚŚĞƐĞ ĚĂŶŐĞƌŽƵƐ ĐĂƐĞƐ ŝƐ ƐĞƌŝŽƵƐůǇ ŝŵƉĂŝƌĞĚ͘

ZĞĐŽŵŵĞŶĚĂƚŝŽŶƐ
ZĞďƵŝůĚŝŶŐ ƚŚĞ ĐĂƉĂĐŝƚǇ ĨŽƌ ĞǀŝĚĞŶĐĞͲďĂƐĞĚ ĞǀĂůƵĂƚŝŽŶƐ ƐƉĞĐŝĨŝĐĂůůǇ ƚĂŝůŽƌĞĚ ƚŽ ƚŚĞ ƌĞƋƵŝƌĞŵĞŶƚƐ ŽĨ ƚŚĞƐĞ
ĨĂŵŝůŝĞƐ ƌĞƋƵŝƌĞƐ Ă ĐŽŵƉůĞǆ ĂƌƌĂǇ ŽĨ ƐƵƉƉŽƌƚ ĂŶĚ ĞǆƉĞƌƚŝƐĞ͘ dŚĞ ĚĞǀĞůŽƉŵĞŶƚ ĂŶĚ ŽŶŐŽŝŶŐ ŵŽŶŝƚŽƌŝŶŐ ŽĨ
ĂƐƐĞƐƐŵĞŶƚ ĐĂƉĂĐŝƚǇ ƌĞƋƵŝƌĞƐ Ă ͞ŚŽŵĞ ďĂƐĞ͟ ƚŚĂƚ ŝƐ ĐĂƉĂďůĞ ŽĨ ƌĞĐƌƵŝƚŝŶŐ͕ ƚƌĂŝŶŝŶŐ͕ ŵŽŶŝƚŽƌŝŶŐ͕ ĂŶĚ ƐƵƉƉŽƌƚŝŶŐ
ĂƐƐĞƐƐŽƌƐ ĂŶĚ ƚŚĞŝƌ ǁŽƌŬ͘ dŚĞ ^ƚĂƚĞ ĐƵƌƌĞŶƚůǇ ŵĂŝŶƚĂŝŶƐ ƐƵĐŚ Ă ƌĞƐŽƵƌĐĞ ŝŶ ƚŚĞ ^ƚĂƚĞ &ŽƌĞŶƐŝĐ ^ĞƌǀŝĐĞ ĨŽƌ
ĞǀĂůƵĂƚŝŽŶƐ ĨŽƌ ĐƌŝŵŝŶĂů ŵĂƚƚĞƌƐ͘

�ŽŶƐŝĚĞƌĂƚŝŽŶ ƐŚŽƵůĚ ďĞ ŐŝǀĞŶ ƚŽ ƚŚĞ ĚĞǀĞůŽƉŵĞŶƚ ŽĨ ĂŶ ĞǆƉĞƌƚ ĐŽŶƐƵůƚĂƚŝŽŶ ƐĞƌǀŝĐĞ ďĞŝŶŐ ŵĂĚĞ ĂǀĂŝůĂďůĞ ƚŽ
�ĞƉĂƌƚŵĞŶƚ K�&^ ƐƚĂĨĨ͘ dŚŝƐ ĐŽŶƐƵůƚĂƚŝŽŶ ƐĞƌǀŝĐĞ ĐŽƵůĚ ĂůƐŽ ďĞ ŚŽƵƐĞĚ ǁŝƚŚŝŶ ƚŚĞ ^ƚĂƚĞ &ŽƌĞŶƐŝĐ ^ĞƌǀŝĐĞ͘
dŚĞƌĞ ĂƌĞ ŵĂŶǇ ŝŶƐƚĂŶĐĞƐ ǁŚĞƌĞ Ă ĨƵůů ĞǀĂůƵĂƚŝŽŶ ŝƐ ŶŽƚ ŶĞĐĞƐƐĂƌǇ͕ ƉĂƌĞŶƚƐ ŵŝŐŚƚ ŶŽƚ ĐŽŽƉĞƌĂƚĞ ǁŝƚŚ ĂŶ
ĞǀĂůƵĂƚŝŽŶ͕ Žƌ ŝŶ ĞŵĞƌŐĞŶĐǇ ƐŝƚƵĂƚŝŽŶƐ ƚŚĞƌĞ ŵĂǇ ŶŽƚ ďĞ ƚŝŵĞ ƚŽ ǁĂŝƚ ĨŽƌ Ă ĨƵůů ĞǀĂůƵĂƚŝŽŶ͘ � ĐŽŶƐƵůƚĂƚŝŽŶ
ƐĞƌǀŝĐĞ ĐŽƵůĚ ĂŝĚ ǁŝƚŚ ƚŚĞ ĚĞǀĞůŽƉŵĞŶƚ ŽĨ ƚƌĞĂƚŵĞŶƚ ƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐ ƚŚĂƚ ǁŽƵůĚ ŵĂǆŝŵŝǌĞ ƉĂƌĞŶƚƐ͛
ŽƉƉŽƌƚƵŶŝƚǇ ƚŽ ƐĂĨĞůǇ ĂŶĚ ƐƵĐĐĞƐƐĨƵůůǇ ĐĂƌĞ ĨŽƌ ƚŚĞŝƌ ĐŚŝůĚƌĞŶ͘ /ƚ ĐŽƵůĚ ĂůƐŽ ƉƌŽǀŝĚĞ ŐƵŝĚĂŶĐĞ ƚŽ ĐĂƐĞǁŽƌŬĞƌƐ
ĂŶĚ ƚŚĞŝƌ ƐƵƉĞƌǀŝƐŽƌƐ ŝŶ ƵŶĚĞƌƐƚĂŶĚŝŶŐ ĂŶĚ ƉƌŽĐĞƐƐŝŶŐ ƌŝƐŬ ĨĂĐƚŽƌƐ ŝŶ ĂŶǇ ŐŝǀĞŶ ĐĂƐĞ͘ � ĐŽŶƐƵůƚĂƚŝŽŶ ŵŽĚĞů͕
ǁŚĞƌĞ ƚŚĞ ƐĞƌǀŝĐĞƐ ŽĨ Ă ƉƐǇĐŚŽůŽŐŝƐƚ ǁŝƚŚ ĞǆƉĞƌƚŝƐĞ ŝŶ ĐŚŝůĚ ŵĂůƚƌĞĂƚŵĞŶƚ ĂƐƐĞƐƐŵĞŶƚ ĂŶĚ ƚƌĞĂƚŵĞŶƚ ĂƌĞ
ĂǀĂŝůĂďůĞ ƚŽ ĐĂƐĞǁŽƌŬĞƌƐ ĂŶĚ ƚŚĞŝƌ ƐƵƉĞƌǀŝƐŽƌƐ ďƵƚ ĚĞĐŝƐŝŽŶ ŵĂŬŝŶŐ ƌĞŵĂŝŶƐ ŝŶ ƚŚĞ ŚĂŶĚƐ ŽĨ K�&^ ĂŶĚ ŽĨ ƚŚĞ



ϮϮ ͮ W Ă Ő Ğ

ĐŽŵŵƵŶŝƚǇ ĐůŝŶŝĐŝĂŶƐ ǁŚŽ ĂƌĞ ƉƌŽǀŝĚŝŶŐ ƚƌĞĂƚŵĞŶƚ ƐĞƌǀŝĐĞƐ ŵĂǇ ŽĨĨĞƌ ŵŝƚŝŐĂƚŝŽŶ ŽĨ ƐŽŵĞ ĨĂĐƚŽƌƐ ƚŚĂƚ ůŝŵŝƚ ƚŚĞ
ĂǀĂŝůĂďŝůŝƚǇ ŽĨ ƚŚĞ ƐĞƌǀŝĐĞ͘

/ƚ ŝƐ ƌĞĐŽŵŵĞŶĚĞĚ ƚŚĂƚ Ă ǁŽƌŬ ŐƌŽƵƉ ďĞ ĨŽƌŵĞĚ ƚŚĂƚ ŝŶĐůƵĚĞƐ Ăƚ ŵŝŶŝŵƵŵ ƚŚĞ ^ƚĂƚĞ &ŽƌĞŶƐŝĐ ^ĞƌǀŝĐĞ͕ ƚŚĞ
KĨĨŝĐĞ ŽĨ ƚŚĞ �ƚƚŽƌŶĞǇ 'ĞŶĞƌĂů͕ �ŚŝůĚ WƌŽƚĞĐƚŝŽŶ �ŝǀŝƐŝŽŶ͕ ƚŚĞ �ĚŵŝŶŝƐƚƌĂƚŝǀĞ KĨĨŝĐĞ ŽĨ ƚŚĞ �ŽƵƌƚƐ͕ ĂŶĚ K�&^͘
&ƵŶĚŝŶŐ ŵƵƐƚ ďĞ ŵĂĚĞ ĂǀĂŝůĂďůĞ ƚŽ ĂůůŽǁ ƚŚĞ ^ƚĂƚĞ &ŽƌĞŶƐŝĐ ^ĞƌǀŝĐĞ ƚŽ ŝĚĞŶƚŝĨǇ ĂŶĚ ĐŽŶƚƌĂĐƚ ǁŝƚŚ ĂŶ ĞǆƉĞƌƚ ŝŶ
ƚŚĞ ƉƌŽǀŝƐŝŽŶ ŽĨ ƚŚĞƐĞ ĞǀĂůƵĂƚŝŽŶƐ ƚŽ ƉĂƌƚŝĐŝƉĂƚĞ ŝŶ ƚŚŝƐ ǁŽƌŬŐƌŽƵƉ͘

dŚŝƐ ǁŽƌŬŐƌŽƵƉ ǁŽƵůĚ ƌĞƉŽƌƚ ƚŽ ƚŚĞ �ŽŵŵŝƐƐŝŽŶĞƌ ŽĨ �,,^͕ ƚŚĞ �ƚƚŽƌŶĞǇ 'ĞŶĞƌĂů͕ ƚŚĞ �ŚŝĞĨ :ƵĚŐĞ ŽĨ ƚŚĞ
�ŝƐƚƌŝĐƚ �ŽƵƌƚ ĂŶĚ ƚŚĞ KŵďƵĚƐŵĂŶ͕ ƉƌŽǀŝĚŝŶŐ ǁƌŝƚƚĞŶ ƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐ ĨŽƌ ƐƚƌƵĐƚƵƌĞ͕ ĨƵŶĚŝŶŐ͕ ƌĞĐƌƵŝƚŵĞŶƚ͕
ƚƌĂŝŶŝŶŐ ĂŶĚ ƐƵƉƉŽƌƚ ŽĨ ĞǆƉĞƌƚ ĞǀĂůƵĂƚŽƌƐ͘ dŚĞ ĞŶƚŝƚŝĞƐ ƌĞĐĞŝǀŝŶŐ ƚŚŽƐĞ ƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐ ǁŽƵůĚ ũŽŝŶƚůǇ
ƉƌĞƉĂƌĞ ĂŶǇ ĨƵŶĚŝŶŐ ƌĞƋƵĞƐƚƐ ĂŶĚ ƉƌŽƉŽƐĞĚ ůĞŐŝƐůĂƚŝŽŶ ŶĞĐĞƐƐĂƌǇ ƚŽ ƉƵƚ ƚŚĞ ƉůĂŶ ŝŶ ƉůĂĐĞ͘ KŶĐĞ ĨƵŶĚŝŶŐ ĂŶĚ ĂŶ
ŽƌŐĂŶŝǌĂƚŝŽŶĂů ƐƚƌƵĐƚƵƌĞ ĂƌĞ ŝŶ ƉůĂĐĞ͕ ƌĞĐƌƵŝƚŵĞŶƚ ĂŶĚ ƚƌĂŝŶŝŶŐ ƐŚŽƵůĚ ďĞŐŝŶ ĂƐ ƐŽŽŶ ĂƐ ŝƐ ƉƌĂĐƚŝĐĂďůĞ͘

dƌĞĂƚŵĞŶƚ ^ƚĂŶĚĂƌĚƐ
�ŚŝůĚƌĞŶ͛Ɛ �ĞŚĂǀŝŽƌĂů ,ĞĂůƚŚ ^ĞƌǀŝĐĞƐ ŝƐ ƚŽ ďĞ ĂƉƉůĂƵĚĞĚ ĨŽƌ ŝƚƐ ŽŶŐŽŝŶŐ ĞĨĨŽƌƚƐ ƚŽ ďƌŝŶŐ ĞǀŝĚĞŶĐĞ ďĂƐĞĚ ĂŶĚ
ĞŵƉŝƌŝĐĂůůǇ ƐƵƉƉŽƌƚĞĚ ƚƌĞĂƚŵĞŶƚƐ ƚŽ ƚŚĞ ƐƚĂƚĞ ŝŶĐůƵĚŝŶŐ ƐƵƉƉŽƌƚƐ ĨŽƌ ƚƌĂŝŶŝŶŐ ƚƌĞĂƚŵĞŶƚ ƐƚĂĨĨ ĂŶĚ ƉĂǇŝŶŐ ĨŽƌ
ƐĞƌǀŝĐĞƐ Ăƚ Ă ůĞǀĞů ƚŚĂƚ ŝƐ ĂĚĞƋƵĂƚĞ ƚŽ ƚŚĞŝƌ ŵĂŝŶƚĞŶĂŶĐĞ͘

hŶĨŽƌƚƵŶĂƚĞůǇ͕ ŵĂŶǇ ŽĨ ƚŚĞƐĞ ƐĞƌǀŝĐĞƐ ĂƌĞ ŶŽƚ ƐƉĞĐŝĨŝĐĂůůǇ ĨŽĐƵƐĞĚ ŽŶ ƚŚĞ ŶĞĞĚƐ ŽĨ ĨĂŵŝůŝĞƐ ǁŚŽ ĐĂŶŶŽƚ ƐĂĨĞůǇ
ĐĂƌĞ ĨŽƌ ƚŚĞŝƌ ĐŚŝůĚƌĞŶ͘ /ƚ ĂƉƉĞĂƌƐ ƚŚĂƚ ǁŝƚŚŝŶ ƚŚĞ ƉƌŽǀŝĚĞƌ ĐŽŵŵƵŶŝƚǇ ŝŶ ƚŚĞ ^ƚĂƚĞ ƚŚĞƌĞ ŝƐ ůŝƚƚůĞ ƵŶĚĞƌƐƚĂŶĚŝŶŐ
ŽĨ ƚŚĞ ƵŶŝƋƵĞ ƚƌĞĂƚŵĞŶƚ ŶĞĞĚƐ ŽĨ ĨĂŵŝůŝĞƐ ǁŚŽ ĞǆƉĞƌŝĞŶĐĞ ĐŚŝůĚ ĂďƵƐĞ ĂŶĚͬŽƌ ŶĞŐůĞĐƚ͘

/ƚ ŚĂƐ ďĞĞŶ ĞǀŝĚĞŶƚ ŝŶ ƚŚĞ ůŝƚĞƌĂƚƵƌĞ ƐŝŶĐĞ ƚŚĞ ůĂƚĞ ϭϵϴϬ͛Ɛ ƚŚĂƚ ŵĂůƚƌĞĂƚŝŶŐ ƉĂƌĞŶƚƐ ĚŽ ŶŽƚ ƌĞůŝĂďůǇ ďĞĐĂŵĞ
ŵŽƌĞ ĂďůĞ ƚŽ ĐĂƌĞ ĨŽƌ͕ ŶƵƌƚƵƌĞ͕ Žƌ ƉƌŽƚĞĐƚ ƚŚĞŝƌ ĐŚŝůĚƌĞŶ ďǇ ƉĂƌƚŝĐŝƉĂƚŝŶŐ ŝŶ ƚƌĂĚŝƚŝŽŶĂů ĐůŝĞŶƚͲĚƌŝǀĞŶ
ƉƐǇĐŚŽƚŚĞƌĂƉǇ ;�ǌĂƌ͕ ϭϵϴϵ͖ �ǌĂƌ Θ ^ŝĞŐĞů͕ ϭϵϵϬ͖ �ŽŚĞŶ͕ ϭϵϳϵ͖ �ŽŚĞŶ Θ �ĂƌŽ͕ ϭϵϴϳͿ͘ dŚĞ ĨŝŶĚŝŶŐƐ ŽĨ ƚŚĞƐĞ
ƐĞŵŝŶĂů ǁŽƌŬƐ ĐŽŶƚŝŶƵĞ ƚŽ ďĞ ƐƵƉƉŽƌƚĞĚ ďǇ ŵŽƌĞ ƌĞĐĞŶƚ ǁŽƌŬ ŽŶ ƚŚĞ ĞĨĨĞĐƚŝǀĞŶĞƐƐ ŽĨ ĐŚŝůĚ ŵĂůƚƌĞĂƚŵĞŶƚ
ŝŶƚĞƌǀĞŶƚŝŽŶ ;�ƐĂǁĂ Ğƚ Ăů͕͘ ϮϬϬϴ͖ �ŽƵŐůĂƐ͕ ϮϬϭϳ͘Ϳ tŚĞŶ ĨĂŵŝůŝĞƐ ŚĂǀĞ ďĞĞŶ ƵŶĂďůĞ ƚŽ ƐƵĐĐĞƐƐĨƵůůǇ ƵƚŝůŝǌĞ
ŐĞŶĞƌĂůůǇ ĂǀĂŝůĂďůĞ ƉƌĞǀĞŶƚŝŽŶ ƐĞƌǀŝĐĞƐ ŝƚ ŝƐ ŶĞĐĞƐƐĂƌǇ ƚŽ ƉƌŽǀŝĚĞ ĞĨĨĞĐƚŝǀĞ ĂŶĚ ĂĐĐƵƌĂƚĞ ŝĚĞŶƚŝĨŝĐĂƚŝŽŶ ŽĨ ƚŚĞ
ĨĂŵŝůǇ͛Ɛ ƐƉĞĐŝĨŝĐ ƌŝƐŬ ĨĂĐƚŽƌƐ ĨŽƌ ĂďƵƐĞ͘ dŚĞŶ ƐƵƉƉŽƌƚ ĂŶĚ ŝŶƚĞƌǀĞŶƚŝŽŶƐ ŵƵƐƚ ďĞ ƉƌŽǀŝĚĞĚ ŽŶ Ă ǀĞƌǇ ďĂƐŝĐ ĂŶĚ
ĐŽŶĐƌĞƚĞ ůĞǀĞů͕ ĨŽĐƵƐĞĚ ŽŶ ĂĚĚƌĞƐƐŝŶŐ ĚĞĨŝĐŝƚƐ ŝŶ ĞŵƉĂƚŚŝĐ ĂŶĚ ĚĞǀĞůŽƉŵĞŶƚĂů ƵŶĚĞƌƐƚĂŶĚŝŶŐ ĂŶĚ ƚŚĞ
ĚĞǀĞůŽƉŵĞŶƚ ŽĨ ƚŚĞ ĐĂƉĂĐŝƚǇ ƚŽ ƉƵƚ ƚŚĞŝƌ ĐŚŝůĚƌĞŶ͛Ɛ ŶĞĞĚƐ ŝŶ ĨƌŽŶƚ ŽĨ ƚŚĞŝƌ ŽǁŶ͘ �ůƐŽ ƌĞƋƵŝƌŝŶŐ ƐƉĞĐŝĨŝĐĂůůǇ
ƚĂŝůŽƌĞĚ ŝŶƚĞƌǀĞŶƚŝŽŶ ĂƌĞ ƚŚĞ ƉĂƌĞŶƚƐ͛ ĐŽŐŶŝƚŝǀĞ͕ ĞŵŽƚŝŽŶĂů͕ ďĞŚĂǀŝŽƌĂů͕ ĂŶĚ ƐŽĐŝĂů ƐŬŝůůƐ͕ ƉƌŽďůĞŵ ƐŽůǀŝŶŐ ĂŶĚ
ĚĞĐŝƐŝŽŶͲŵĂŬŝŶŐ ƐŬŝůůƐ͕ ĂŶĚ ƉƌĂĐƚŝĐĂů ƐĞůĨ ĂŶĚ ŚŽŵĞ ŽƌŐĂŶŝǌĂƚŝŽŶ ƐŬŝůůƐ ǁŚŝĐŚ ŵƵƐƚ Ăůů ďĞ ĂĚĚƌĞƐƐĞĚ͘ tŚĞŶ ƚŚŝƐ
ůĞǀĞů ŽĨ ŝŶƚĞŶƐŝƚǇ ŝƐ ƌĞƋƵŝƌĞĚ͕ ƐĞƌǀŝĐĞƐ ĂƌĞ͕ ŽĨ ŶĞĐĞƐƐŝƚǇ͕ ƉƌŽǀŝĚĞĚ ďǇ Ă ƚĞĂŵ ŝŶĐůƵĚŝŶŐ Ă ůŝĐĞŶƐĞĚ ŵĞŶƚĂů ŚĞĂůƚŚ
ƉƌŽĨĞƐƐŝŽŶĂů ĂŶĚ Ă ƐƉĞĐŝĨŝĐĂůůǇ ƚƌĂŝŶĞĚ ƉĂƌĂƉƌŽĨĞƐƐŝŽŶĂů ŵĞŵďĞƌ͘

EĞŝƚŚĞƌ ƚŚĞƌĂƉŝƐƚƐ ŶŽƌ ƉĂƌĂƉƌŽĨĞƐƐŝŽŶĂůƐ ĂƌĞ ƚƌĂĚŝƚŝŽŶĂůůǇ ƚĂƵŐŚƚ ƚŚĞƐĞ ŵĞƚŚŽĚŽůŽŐŝĞƐ ĂƐ Ă ƉĂƌƚ ŽĨ ƚŚĞŝƌ
ĂĐĂĚĞŵŝĐ ƉƌĞƉĂƌĂƚŝŽŶ͘ dŚŝƐ ůĞĂǀĞƐ ŵĂŶǇ ƚŚĞƌĂƉŝƐƚƐ ƵŶƉƌĞƉĂƌĞĚ ƚŽ ƉƌŽǀŝĚĞ ƚŚĞ ŶĞĐĞƐƐĂƌǇ ŝŶƚĞƌǀĞŶƚŝŽŶƐ͕
ǀƵůŶĞƌĂďůĞ ƚŽ ŝŶĂƉƉƌŽƉƌŝĂƚĞůǇ ĂůŝŐŶŝŶŐ ǁŝƚŚ ƉĂƌĞŶƚƐ ŝŶ ƉůĂĐŝŶŐ ƚŚĞŝƌ ŽǁŶ ŶĞĞĚƐ ĨŝƌƐƚ ĂŶĚ ƵůƚŝŵĂƚĞůǇ ƉƌŽǀŝĚŝŶŐ
ƵŶŚĞůƉĨƵů Žƌ ĞǀĞŶ ĚĂŵĂŐŝŶŐ ƐĞƌǀŝĐĞƐ͘ dŚĞ ĚŝĨĨŝĐƵůƚǇ ĂŶĚ ĞǆƉĞŶƐĞ ŽĨ ƉƌŽǀŝĚŝŶŐ ĞĨĨĞĐƚŝǀĞ ƐĞƌǀŝĐĞƐ ƵůƚŝŵĂƚĞůǇ
ůĞĂĚƐ ŵĂŶǇ ƉƌŽǀŝĚĞƌƐ ƚŽ ĞŝƚŚĞƌ ƌĞĨƵƐĞ ƚŚĞƐĞ ĐůŝĞŶƚƐ Žƌ ƚŽ ƉƌŽǀŝĚĞ ƚŚĞŵ ǁŝƚŚ ŝŶĞĨĨĞĐƚŝǀĞ͕ ƚƌĂĚŝƚŝŽŶĂů ƐĞƌǀŝĐĞƐ͘
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dŚĞ ĐŽŵďŝŶĞĚ ĞĨĨŽƌƚƐ ŽĨ ƚŚĞ KĨĨŝĐĞ ŽĨ �ĞŚĂǀŝŽƌĂů ,ĞĂůƚŚ ^ĞƌǀŝĐĞƐ ĂŶĚ K�&^ ĐŽƵůĚ ƉƌŽǀŝĚĞ ĞǆƉĞƌƚŝƐĞ ĂŶĚ
ůĞĂĚĞƌƐŚŝƉ ŝŶ ŝĚĞŶƚŝĨǇŝŶŐ ĞǀŝĚĞŶĐĞͲďĂƐĞĚ ƚƌĞĂƚŵĞŶƚƐ ƐƉĞĐŝĨŝĐ ƚŽ ƚŚĞ ƵŶŝƋƵĞ ŶĞĞĚƐ ŽĨ ŵĂůƚƌĞĂƚŝŶŐ ĨĂŵŝůŝĞƐ͘ dŚĞǇ
ĐŽƵůĚ ƚŚĞŶ ƉƌŽǀŝĚĞ ƚƌĂŝŶŝŶŐ ĂŶĚ ĂƐƐŝƐƚ ŝŶ ƚŚĞ ĚĞǀĞůŽƉŵĞŶƚ ŽĨ ĂĚĞƋƵĂƚĞ ƌĞŝŵďƵƌƐĞŵĞŶƚ ƌĂƚĞƐ ĨŽƌ ĐŽŵŵƵŶŝƚǇ
ďĂƐĞĚ ŵĞŶƚĂů ŚĞĂůƚŚ ĂŶĚ ĂĚĚŝĐƚŝŽŶƐ ƚƌĞĂƚŵĞŶƚ ƐƚĂĨĨ͘ dƌĂŝŶŝŶŐ ǁŽƵůĚ ďĞ ŵŽƐƚ ĞĨĨĞĐƚŝǀĞ ŝĨ ŝƚ ŝŶĐůƵĚĞĚ ĐŚŝůĚ
ǁĞůĨĂƌĞ ƐƚĂĨĨ ƐŽ ƚŚĂƚ ƚŚĞǇ ĐŽƵůĚ ĚĞǀĞůŽƉ Ă ĐůĞĂƌĞƌ ŝĚĞĂ ŽĨ ŚŽǁ ƚŽ ĨŽƌŵƵůĂƚĞ ĂƉƉƌŽƉƌŝĂƚĞ͕ ĐŚŝůĚ ƐĂĨĞƚǇͲŽƌŝĞŶƚĞĚ
ŐŽĂůƐ ĨŽƌ ƉĂƌĞŶƚƐ ĂŶĚ ĐĂƌĞŐŝǀĞƌƐ ƚŽ ǁŽƌŬ ŽŶ ŝŶ ƚŚĞŝƌ ƚƌĞĂƚŵĞŶƚ͘

ZĞĐŽŵŵĞŶĚĂƚŝŽŶƐ
DĞĂŶŝŶŐĨƵů ĂĐƚŝŽŶ ŽŶ ƚŚŝƐ ƌĞĐŽŵŵĞŶĚĂƚŝŽŶ ǁŽƵůĚ ďĞ ŵĞĂƐƵƌĞĚ ďǇ ƚŚĞ ĐƌĞĂƚŝŽŶ ŽĨ Ă ǁŽƌŬƉůĂŶ ŽƵƚůŝŶŝŶŐ ŚŽǁ
ƚŚĞ ŝĚĞŶƚŝĨŝĐĂƚŝŽŶ ŽĨ ƐƚĂƚĞͲŽĨͲƚŚĞͲĂƌƚ ĂƐƐĞƐƐŵĞŶƚ ĂŶĚ ƚƌĞĂƚŵĞŶƚ ƐĞƌǀŝĐĞƐ ǁŽƵůĚ ďĞ ĂĐĐŽŵƉůŝƐŚĞĚ ĂƐ ǁĞůů ĂƐ ĂŶǇ
ƌĞƋƵŝƌĞĚ ůĞŐŝƐůĂƚŝǀĞ͕ ďƵĚŐĞƚĂƌǇ͕ ŵĂŶĂŐĞŵĞŶƚ ĂŶĚ ƉĞƌƐŽŶŶĞů ƐƚƌĂƚĞŐŝĞƐ͘

K�&^ ĂŶĚ ƚŚĞ KĨĨŝĐĞ ŽĨ �ĞŚĂǀŝŽƌĂů ,ĞĂůƚŚ ^ĞƌǀŝĐĞƐ ƐŚŽƵůĚ ĚĞǀĞůŽƉ ĂŶĚ ŝŵƉůĞŵĞŶƚ ũŽŝŶƚ͕ ŵƵůƚŝĚŝƐĐŝƉůŝŶĂƌǇ͕
ĞŵƉŝƌŝĐĂůůǇ ƐƵƉƉŽƌƚĞĚ ƚƌĂŝŶŝŶŐƐ ĨŽƌ ŬĞǇ ĐŽŵŵƵŶŝƚǇͲďĂƐĞĚ ƉƌŽĨĞƐƐŝŽŶĂůƐ ĂŶĚ ĐŚŝůĚ ǁĞůĨĂƌĞ ƐƚĂĨĨ͘ WĂƌƚŝĐŝƉĂŶƚƐ
ƐŚŽƵůĚ ŝŶĐůƵĚĞ͕ ďƵƚ ŶŽƚ ďĞ ůŝŵŝƚĞĚ ƚŽ͕ ƐĐŚŽŽůͲďĂƐĞĚ ƉƌŽĨĞƐƐŝŽŶĂůƐ͕ ůĂǁ ĞŶĨŽƌĐĞŵĞŶƚ͕ WƵďůŝĐ ,ĞĂůƚŚ EƵƌƐĞƐ͕
ǀŝƐŝƚĂƚŝŽŶ ƐƵƉĞƌǀŝƐŽƌƐ͕ ƐŽĐŝĂů ǁŽƌŬĞƌƐ͕ ƉƐǇĐŚŽůŽŐŝƐƚƐ͕ ƚŚĞƌĂƉŝƐƚƐ͕ ĂŶĚ ĂĚĚŝĐƚŝŽŶƐ ƉƌŽĨĞƐƐŝŽŶĂůƐ͘ � ƉƌŽĐĞƐƐ ŽĨ
ĨŝĚĞůŝƚǇ ŵŽŶŝƚŽƌŝŶŐ ƐŚŽƵůĚ ĂůƐŽ ďĞ ĐŽŶƐŝĚĞƌĞĚ͘ �ĚĚŝƚŝŽŶĂůůǇ͕ Ă ƉůĂŶ ƚŽ ƉƌŽǀŝĚĞ ĂĚĞƋƵĂƚĞ ƌĞŝŵďƵƌƐĞŵĞŶƚ ĨŽƌ
ƚŚĞƐĞ ŝŶƚĞƌǀĞŶƚŝŽŶƐ ƐŚŽƵůĚ ďĞ ĚĞǀĞůŽƉĞĚ͘

dƌĂŝŶŝŶŐ ŵĂƚĞƌŝĂůƐ ƐŚŽƵůĚ ďĞ ŝĚĞŶƚŝĨŝĞĚ Žƌ ĚĞǀĞůŽƉĞĚ ƵƐŝŶŐ ƚŚĞ ŚŝŐŚĞƐƚ ƐƚĂŶĚĂƌĚƐ ŽĨ ŽƵƚĐŽŵĞ ĚĂƚĂ ĂǀĂŝůĂďůĞ͘
dŚĞ ƚƌĂŝŶŝŶŐ ŵĂƚĞƌŝĂůƐ ƐŚŽƵůĚ ďĞ ďĂƐĞĚ ŽŶ ƚŚĞ ĂƐƐĞƐƐŵĞŶƚ ŽĨ ĂŶĚ ŝŶƚĞƌǀĞŶƚŝŽŶƐ ƐƉĞĐŝĨŝĐ ƚŽ ĐŚŝůĚ ƐĂĨĞƚǇ͘

ZĞƐŽƵƌĐĞƐ ŝĚĞŶƚŝĨŝĞĚ ŝŶ ƚŚĞ ƐĞĐƚŝŽŶ ĂďŽǀĞ͕ dŚĞ ^ĞůĞĐƚŝŽŶ ĂŶĚ /ŵƉůĞŵĞŶƚĂƚŝŽŶ ŽĨ �ĞƐƚ WƌĂĐƚŝĐĞƐ͕ ǁŽƵůĚ ďĞ ƵƐĞĨƵů
ŝŶ ŝĚĞŶƚŝĨǇŝŶŐ ĂƉƉƌŽƉƌŝĂƚĞ ƌĞƐĞĂƌĐŚ ƐƚƵĚŝĞƐ͕ ĂƐƐĞƐƐŵĞŶƚ͕ ĂŶĚ ƚƌĞĂƚŵĞŶƚ ĂƉƉƌŽĂĐŚĞƐ ƚŽ ďĞ ŝŶĐůƵĚĞĚ ŝŶ ƐƵĐŚ
ƚƌĂŝŶŝŶŐ͘

&ŝŶĂůůǇ͕ ƚŚŝƐ ƚƌĂŝŶŝŶŐ ƐŚŽƵůĚ ďĞ ŽŶŐŽŝŶŐ͕ ĨŽƌ ƚŚĞ ďĞŶĞĨŝƚ ŽĨ ďŽƚŚ ƚŚĞ ƉƌŽĨĞƐƐŝŽŶĂůƐ ǁŚŽ ǁŽƵůĚ ŚĂǀĞ ĂůƌĞĂĚǇ ďĞĞŶ
ƚƌĂŝŶĞĚ ĂŶĚ ĨŽƌ ŶĞǁ ƉƌŽĨĞƐƐŝŽŶĂůƐ ĞŶƚĞƌŝŶŐ ƚŚĞ ĨŝĞůĚ͘
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�,/>�Z�E dZ�hD�d/��� KZ Z�dZ�hD�d/��� �hZ/E'
�KhZdͲKZ��Z�� s/^/d�d/KE
sĂůƵĞ ŝƐ ƉůĂĐĞĚ ƵƉŽŶ ŬĞĞƉŝŶŐ ĨĂŵŝůŝĞƐ ƚŽŐĞƚŚĞƌ Žƌ ƌĞƵŶŝĨǇŝŶŐ ƚŚĞŵ ǁŚĞŶ ƚŚĞǇ ĂƌĞ ƐĞƉĂƌĂƚĞĚ͘ �Ǉ ƐƚĂƚƵƚĞ͕ ĂďƐĞŶƚ
Ă ĐŽŵƉĞůůŝŶŐ ƌĞĂƐŽŶ͕ ǀŝƐŝƚĂƚŝŽŶ ŝƐ ŽƌĚĞƌĞĚ ďǇ ƚŚĞ ĐŽƵƌƚƐ ƚŽ ƉƌŽǀŝĚĞ ƉĂƌĞŶƚƐ ƚŚĞ ŽƉƉŽƌƚƵŶŝƚǇ ƚŽ ŵĂŝŶƚĂŝŶ ĂŶĚ
ŝŵƉƌŽǀĞ ĂƚƚĂĐŚŵĞŶƚ ǁŝƚŚ ƚŚĞŝƌ ĐŚŝůĚƌĞŶ͕ ĂƐ ǁĞůů ĂƐ ƚŽ ůĞĂƌŶ Žƌ ĚĞŵŽŶƐƚƌĂƚĞ ƚŚĞŝƌ ĂďŝůŝƚǇ ƚŽ ƉƌŽǀŝĚĞ ƐĂĨĞ͕
ŶƵƌƚƵƌŝŶŐ ƉĂƌĞŶƚŝŶŐ͘ ͞�ŽŵƉĞůůŝŶŐ͟ ŝƐ ŶŽƚ ůĞŐĂůůǇ ĚĞĨŝŶĞĚ͕ ƐŽ ƚŚĞƌĞ ŝƐ ŽĨƚĞŶ Ă ůĂĐŬ ŽĨ ƵŶĚĞƌƐƚĂŶĚŝŶŐ ŽĨ ƚŚĞ
ŽƉƚŝŽŶƐ ƚŚĂƚ ŵŝŐŚƚ ďĞ ĂǀĂŝůĂďůĞ ƚŽ ƉƌŽƚĞĐƚ Ă ĐŚŝůĚ ŝŶ ƌĞŐĂƌĚ ƚŽ ǀŝƐŝƚĂƚŝŽŶ͘

hŶĨŽƌƚƵŶĂƚĞůǇ͕ ŝƚ ŝƐ ŶŽƚ ƵŶƵƐƵĂů ĨŽƌ ĐŚŝůĚƌĞŶ ƚŽ ďĞ ƌĞͲƚƌĂƵŵĂƚŝǌĞĚ Žƌ ĞǆƉĞƌŝĞŶĐĞ ŶĞǁ ƚƌĂƵŵĂ ǁŚĞŶ ǀŝƐŝƚŝŶŐ ǁŝƚŚ
ƚŚĞŝƌ ƉĂƌĞŶƚƐ ŝŶ ƚŚĞƐĞ ĐĂƐĞƐ͘ ZĞƉĞĂƚĞĚ ĞǆƉŽƐƵƌĞ ŽĨ ĐŚŝůĚƌĞŶ ƚŽ ƉĂƌĞŶƚƐ ǁŚŽ ŚĂǀĞ ŶŽƚ ƌĞƐŽůǀĞĚ ƚŚĞŝƌ ƉĂƌĞŶƚĂů
ĚĞĨŝĐŝƚƐ ĂŶĚ ǁŚŽ ŚĂǀĞ ŶŽƚ ĚĞǀĞůŽƉĞĚ Žƌ ĂƌĞ ƵŶĂďůĞ ƚŽ ĚĞǀĞůŽƉ Ă ŚĞĂůƚŚǇ ĂƚƚĂĐŚŵĞŶƚ ƚŽ ƚŚĞŝƌ ĐŚŝůĚ;ƌĞŶͿ ŚĂƐ Ă
ůŽŶŐͲƚĞƌŵ ĞŵŽƚŝŽŶĂů ŝŵƉĂĐƚ ŽŶ ƚŚĞ ĐŚŝůĚ;ƌĞŶͿ ƚŚĂƚ ĐĂŶ ďĞ ĚĞǀĂƐƚĂƚŝŶŐ ĂŶĚ ĚŝĨĨŝĐƵůƚ ĨŽƌ ƚŚĞŵ ƚŽ ƌĞĐŽǀĞƌ ĨƌŽŵ͘

/ƚ ŝƐ ĂůƐŽ ŽĨ ŶŽƚĞ ƚŚĂƚ ǀŝƐŝƚĂƚŝŽŶ ĂŶĚͬŽƌ ƌĞƵŶŝĨŝĐĂƚŝŽŶ ƉůĂŶƐ ƚŚĂƚ ǁĞ ƌĞǀŝĞǁĞĚ ǁĞƌĞ ŶŽƚ ŶŽƚĞĚ ƚŽ ĚŽĐƵŵĞŶƚ
ƉŽƚĞŶƚŝĂů ŚĂƌŵ ƚŚĂƚ ŵŝŐŚƚ ďĞ ĚŽŶĞ ƚŽ Ă ĐŚŝůĚ ĂƐ ƚŚĞ ƉůĂŶ ŝƐ ĐĂƌƌŝĞĚ ŽƵƚ͘

dŚĞ ǁĞŝŐŚƚ ŽĨ ƚŚĞ ůĞŐĂů ƐǇƐƚĞŵ ƐŝĚĞƐ ŚĞĂǀŝůǇ ǁŝƚŚ ƚŚĞ ƌŝŐŚƚƐ ŽĨ ƉĂƌĞŶƚƐ͕ ǁŚŝĐŚ ŝƐ ĂƉƉƌŽƉƌŝĂƚĞ ǁŚĞŶ ƚŚĞ ŝŶƚĞƌĞƐƚƐ
ŽĨ ƉĂƌĞŶƚƐ ĂŶĚ ƚŚĞŝƌ ĐŚŝůĚƌĞŶ ĐĂŶ ďĞ ďƌŽƵŐŚƚ ŝŶƚŽ ĂůŝŐŶŵĞŶƚ ǁŝƚŚ ŽŶĞ ĂŶŽƚŚĞƌ͘ ,ŽǁĞǀĞƌ͕ ŝƚ ĐĂŶ ďĞ ĚĂŵĂŐŝŶŐ
ǁŚĞŶ ĐŚŝůĚƌĞŶ͛Ɛ ďĞƐƚ ŝŶƚĞƌĞƐƚƐ ĂƌĞ ŶŽƚ ĂůŝŐŶĞĚ ǁŝƚŚ ƚŚĞŝƌ ƉĂƌĞŶƚ͛Ɛ ŝŶƚĞƌĞƐƚƐ͘ 'ƌŝĞǀŝŶŐ ĐŚŝůĚƌĞŶ ĐĂŶ ďĞ ƐĂĚ͕ ĂŶŐƌǇ
Žƌ ďŽƚŚ͕ ƌĞƐƵůƚŝŶŐ ŝŶ ĚŝĨĨŝĐƵůƚ ďĞŚĂǀŝŽƌƐ͘ dŚĞƐĞ ĐŚŝůĚƌĞŶ ĂƌĞ ĨĂƌ ŵŽƌĞ ůŝŬĞůǇ ƚŽ ďĞ ĂďƵƐĞĚ ƚŚĂŶ ĐŚŝůĚƌĞŶ ǁŚŽ ĨĞĞů
ƐĂĨĞ ĂŶĚ ŶƵƌƚƵƌĞĚ ;�ŚĂŶĐĞ Θ ^ĐĂŶŶĂƉŝĞĐŽ͕ ϮϬϬϮͿ͘

WƌŽŐƌĂŵƐ ƐƵĐŚ ĂƐ &ĂŵŝůǇ sŝƐŝƚ �ŽĂĐŚŝŶŐ ƉƌŽǀŝĚĞ ĐůŝŶŝĐĂůůǇ ďĂƐĞĚ͕ ĂƚƚĂĐŚŵĞŶƚ ƐĞŶƐŝƚŝǀĞ ƉĂƌĞŶƚ ƚƌĂŝŶŝŶŐ ŝŶ ƚŚĞ
ĐŽŶƚĞǆƚ ŽĨ ƐƵƉĞƌǀŝƐĞĚ ǀŝƐŝƚĂƚŝŽŶ ǁŚĞƌĞ ĐŚŝůĚƌĞŶ ƌĞŵĂŝŶ ƌĞůĂƚŝǀĞůǇ ƐĂĨĞ ĂŶĚ ƐĞĐƵƌĞ͕ ĂŶĚ ƉĂƌĞŶƚƐ ƌĞĐĞŝǀĞ
ŝŶĚŝǀŝĚƵĂůŝǌĞĚ ŽƉƉŽƌƚƵŶŝƚŝĞƐ ƚŽ ůĞĂƌŶ ĂŶĚ ŝŶĐƌĞŵĞŶƚĂůůǇ ĚĞŵŽŶƐƚƌĂƚĞ ƚŚĂƚ ƚŚĞǇ ŚĂǀĞ ŵĂƐƚĞƌĞĚ ŶƵƌƚƵƌŝŶŐ
ƉĂƌĞŶƚŝŶŐ ďĞŚĂǀŝŽƌƐ ǁŚŝĐŚ ĂƌĞ ŶĞĐĞƐƐĂƌǇ ƚŽ ŬĞĞƉ ƚŚĞŝƌ ĐŚŝůĚ ƐĂĨĞ͘ hŶĨŽƌƚƵŶĂƚĞůǇ͕ ƚŚĞƐĞ ƐĞƌǀŝĐĞƐ ĂƌĞ ĞǆƉĞŶƐŝǀĞ
ĂŶĚ ĚŝĨĨŝĐƵůƚ ƚŽ ŵĂŝŶƚĂŝŶ͘

ZĞĐŽŵŵĞŶĚĂƚŝŽŶƐ
/ƚ ŝƐ ƌĞĐŽŵŵĞŶĚĞĚ ƚŚĂƚ ĂƐ Ă ƉĂƌƚ ŽĨ ĚĞǀĞůŽƉŝŶŐ Ă ƌĞƵŶŝĨŝĐĂƚŝŽŶͬ ǀŝƐŝƚĂƚŝŽŶ ƉůĂŶ ĨŽƌ Ă ĐŚŝůĚ͕ ƚŚĞ ƉŽƚĞŶƚŝĂů ŚĂƌŵ
ƚŚĂƚ ŵĂǇ ďĞ ĚŽŶĞ ƚŽ ƚŚĞ ĐŚŝůĚ ĂƐ ƚŚĞ ƉůĂŶ ŵŽǀĞƐ ĨŽƌǁĂƌĚ ďĞ ĚŽĐƵŵĞŶƚĞĚ ĂƐ ǁĞůů ĂƐ ƚŚĞ ĞĨĨŽƌƚƐ ƚŽ ďĞ ƚĂŬĞŶ ƚŽ
ŵŝŶŝŵŝǌĞ ƚŚĂƚ ŚĂƌŵ͘

dŚĞ WĂŶĞů ƌĞĐŽŵŵĞŶĚƐ ƚŚĂƚ ĐĂƐĞǁŽƌŬĞƌƐ ĐŽŶƚĂĐƚ ƚŚĞŝƌ ��' ƚŽ ĚŝƐĐƵƐƐ ƚŚĞ ĨĂĐƚƐ ŽĨ Ă ĐĂƐĞ ŝĨ ƚŚĞƌĞ ŝƐ ĐŽŶĐĞƌŶ
ƚŚĂƚ ǀŝƐŝƚĂƚŝŽŶ ŵĂǇ ďĞ ŚĂƌŵĨƵů ƚŽ Ă ĐŚŝůĚ ĂĨƚĞƌ Ă WWK ŝƐ ĨŝůĞĚ͘

�Ɛ Ă ƉĂƌƚ ŽĨ ŝĚĞŶƚŝĨǇŝŶŐ ƐƵďũĞĐƚ ŵĂƚƚĞƌ ĞǆƉĞƌƚƐ͕ ĚŝƐĐƵƐƐĞĚ ŝŶ ƚŚĞ ƉƌĞǀŝŽƵƐ ƐĞĐƚŝŽŶ͕ ƚŚĞ �ĞƉĂƌƚŵĞŶƚ ƐŚŽƵůĚ
ŝĚĞŶƚŝĨǇ ĂŶĚ ĚĞǀĞůŽƉ ƐƵďũĞĐƚ ŵĂƚƚĞƌ ĞǆƉĞƌƚƐ ǁŚŽ ĐĂŶ͕ ĂŶĚ ǁŽƵůĚ ďĞ ǁŝůůŝŶŐ ƚŽ ƚĞƐƚŝĨǇ ĂƐ ƚŽ ǁŚǇ ǀŝƐŝƚĂƚŝŽŶ ŵĂǇ
ďĞ ŚĂƌŵĨƵů ƚŽ Ă ƉĂƌƚŝĐƵůĂƌ ĐŚŝůĚ͘



Ϯϱ ͮ W Ă Ő Ğ

�Ɛ ƚŚĞ ĐĂƐĞ ƉƌŽŐƌĞƐƐĞƐ͕ ƐƵďũĞĐƚ ŵĂƚƚĞƌ ĞǆƉĞƌƚƐ ǁŚŽ ĂƌĞ ǁŝůůŝŶŐ ƚŽ ƚĞƐƚŝĨǇ ĂƐ ƚŽ ǁŚĂƚ ĂĐĐŽŵŵŽĚĂƚŝŽŶƐ ǁŽƵůĚ ďĞ
ƌĞƋƵŝƌĞĚ ƚŽ ĞŶƐƵƌĞ ƚŚĂƚ ĐŚŝůĚƌĞŶ ĂƌĞ ŶŽƚ ĨƵƌƚŚĞƌ ƚƌĂƵŵĂƚŝǌĞĚ ĚƵƌŝŶŐ ǀŝƐŝƚĂƚŝŽŶ ƐŚŽƵůĚ ĂůƐŽ ďĞ ŝĚĞŶƚŝĨŝĞĚ ĂŶĚͬŽƌ
ĚĞǀĞůŽƉĞĚ͘

/ƚ ŝƐ ƌĞĐŽŵŵĞŶĚĞĚ ƚŚĂƚ ĐŽŶƐŝĚĞƌĂƚŝŽŶ ďĞ ŐŝǀĞŶ ƚŽ ƌĞƐƵƌƌĞĐƚŝŶŐ ƉƌŽĨĞƐƐŝŽŶĂů͕ ĐůŝŶŝĐĂůůǇ ĚƌŝǀĞŶ ǀŝƐŝƚĂƚŝŽŶ ƐĞƌǀŝĐĞƐ
ƚŚĂƚ ĂƌĞ ĨŽĐƵƐĞĚ ŽŶ ƚŚĞ ŶĞĞĚƐ ŽĨ ƚŚĞ ĐŚŝůĚ ĂŶĚ ŝŶĐůƵĚĞ ŽŶŐŽŝŶŐ ĂƐƐĞƐƐŵĞŶƚ ŽĨ ƉĂƌĞŶƚĂů ĐĂƉĂĐŝƚǇ ĂŶĚ ƉƌŽŐƌĞƐƐ
ƚŚƌŽƵŐŚ ƚŚĞ ĚĞŵŽŶƐƚƌĂƚŝŽŶ ŽĨ ŝŶĐƌĞĂƐĞĚ ĐĂƉĂĐŝƚǇ ƚŽ ŵĞĞƚ ƚŚĞ ŶĞĞĚƐ ŽĨ ƚŚĞŝƌ ĐŚŝůĚƌĞŶ ĂŶĚ ĞŶƐƵƌĞ ƚŚĞŝƌ ƐĂĨĞƚǇ͘

DĞĂŶŝŶŐĨƵů ĂĐƚŝŽŶ ŽŶ ƚŚĞƐĞ ƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐ ĐŽƵůĚ ďĞ ŵĞĂƐƵƌĞĚ ďǇ ƚŚĞ ĐƌĞĂƚŝŽŶ ŽĨ Ă ǁŽƌŬƉůĂŶ ŽƵƚůŝŶŝŶŐ
ůĞŐŝƐůĂƚŝǀĞ͕ ďƵĚŐĞƚĂƌǇ͕ ŵĂŶĂŐĞŵĞŶƚ ĂŶĚ ƉĞƌƐŽŶŶĞů ƐƚƌĂƚĞŐǇ͘

/ĚĞĂůůǇ͕ �,,^ ǁŽƵůĚ ĞƐƚĂďůŝƐŚ ĞǀŝĚĞŶĐĞͲďĂƐĞĚ ĐůŝŶŝĐĂů ĨĂŵŝůǇ ǀŝƐŝƚĂƚŝŽŶ ƐĞƌǀŝĐĞƐ ŝŶ Ăůů ƌĞŐŝŽŶƐ ŽĨ ƚŚĞ ƐƚĂƚĞ͘ hƐŝŶŐ
ĞǀŝĚĞŶĐĞͲďĂƐĞĚ ŵŽĚĞůƐ͕ ĨĂŵŝůŝĞƐ ǁŽƵůĚ ĨŽůůŽǁ Ă ƚƌĂŶƐŝƚŝŽŶ ƉůĂŶ ƚŚĂƚ ǁŽƵůĚ ĞŝƚŚĞƌ ŝŶĐƌĞĂƐĞ Žƌ ĚĞĐƌĞĂƐĞ ƚŚĞŝƌ
ůĞǀĞů ŽĨ ƐƵƉĞƌǀŝƐŝŽŶ ĚƵƌŝŶŐ ǀŝƐŝƚƐ ĚĞƉĞŶĚŝŶŐ ŽŶ ƚŚĞŝƌ ƉƌŽŐƌĞƐƐ ĚĞǀĞůŽƉŝŶŐ ƚŚĞ ŶĞĐĞƐƐĂƌǇ ƐŬŝůůƐ ĂŶĚ ŵĂŬŝŶŐ
ƉƌŽŐƌĞƐƐ ŽŶ ƚŚĞŝƌ ƌĞƵŶŝĨŝĐĂƚŝŽŶ ƉůĂŶ͘ /ĚĞĂůůǇ͕ ƌĞƵŶŝĨŝĐĂƚŝŽŶ ĞĨĨŽƌƚƐ ŝŶ Ăůů ƌĞŐŝŽŶƐ ŽĨ ƚŚĞ ƐƚĂƚĞ ǁŝůů ƵůƚŝŵĂƚĞůǇ
ĨŽůůŽǁ ĂŶ ĞǀŝĚĞŶĐĞͲďĂƐĞĚ ŵŽĚĞů͘



DOMESTIC VIOLENCE INTERVENTION SERVICES 

Domestic Violence Intervent ion programs across t he state provide a major opportun ity to protect parents and 

children against domestic violence. Whi le intervention into domestic violence and abusive behavior is a 

rapid ly changing area of study, it remains clear t hat effective intervention in this area is critical to both the 

physica l and the emotional well-being of Maine ch ildren. 

Findings 
Chi ldren continue to suffer from violent and abusive behaviors perpetrated by their parents and other 

caretakers. It is not unusual for th is behavior to continue even after it has been identified and efforts have 

been made to intervene. Perpetrators find many opportunities to avoid meaningf ul participation in domestic 

violence intervention services and do so without consequence. 

There seems to be a lack of t raining and understanding amongst the Courts of not on ly risk to chi ldren, but the 

harm caused, by exposure to domestic violence in their home. 

In reviewing the efforts of chi ld welfare staff to assess and intervene w ith families where domestic violence 

exists, it frequently happens that perpetrators of domestic violence maintain control over fami ly members 

t hrough isolating t hem. To that point, fami lies have been able to avoid CPS investigations by refusing to 

participate. Families have also been able to limit the access of Guardians ad /item to t he child, not allowing 

t hem to be interviewed alone. 

During the same period that the Child Death and Serious Injury Review Panel was identifying these 

shortcomings, t he Maine Department of Corrections and t he Maine Coalition to End Domestic Violence were 

partner ing to identify t he same and similar issues. They developed, promulgated, and carried out legislative, 

funding, development, t raining, monitoring, and research initiatives. 

Recommendations 

When deciding cases of chi ld abuse and/or neglect, specia l attent ion should be paid to not labeling domestic 

violence as "a family law matter" but rather as a child protection matter. 

Both the Panel and t he Maine Coa lition to End Domestic Vio lence have identified areas in which t he courts 

could more reliably and effectively support offenders' participation in meaningful and effective interventions. 

It is recommended that t he Maine Coalition to End Domestic Violence establ ish an ongoing collaboration w ith 

t he Administrative Office of the Court to problem solve the issue and develop solut ions that are acceptable to 

t he courts and serve to more rel iably protect victims of domestic violence and most specifica lly, thei r children. 

The Judicial Branch shou ld hold a t raining on t he specific intersection of domestic violence and t he impact 

exposure to domestic violence has on ch ildren. 

Regarding families avoid ing chi ld welfare investigation and intervention, it is recommended that OCFS 

establish a process for ongoing meetings that would include Child Welfare staff, an Assistant Attorney General 

from t he Chi ld Protection Division, and a representative of the Maine Coa lition to End Domestic Violence. 
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Ϯϳ ͮ W Ă Ő Ğ

DĞĞƚŝŶŐƐ ǁŽƵůĚ ĨŽĐƵƐ ŽŶ ƉƌŽďůĞŵ ƐŽůǀŝŶŐ ƚŚĞ ŵŽƐƚ ĚŝĨĨŝĐƵůƚ ƐŝƚƵĂƚŝŽŶƐ ǁŚĞƌĞ ƐƵƐƉĞĐƚĞĚ Žƌ ĂĚũƵĚŝĐĂƚĞĚ ǀŝŽůĞŶƚ
Žƌ ĂďƵƐŝǀĞ ŽĨĨĞŶĚĞƌƐ ĂƌĞ ĞĨĨĞĐƚŝǀĞůǇ ďůŽĐŬŝŶŐ ĂƐƐĞƐƐŵĞŶƚ ŽĨ ĂŶĚ ƐĞƌǀŝĐĞƐ ƚŽ ƚŚĞŝƌ ĨĂŵŝůŝĞƐ͘

dŚĞ WĂŶĞů ƌĞĐŽŵŵĞŶĚƐ ĐŽŶƚŝŶƵĞĚ ƐƵƉƉŽƌƚ ĨŽƌ ƚŚĞ ĞĨĨŽƌƚƐ ŽĨ ƚŚĞ �ĞƉĂƌƚŵĞŶƚ ŽĨ �ŽƌƌĞĐƚŝŽŶƐ ĂŶĚ ƚŚĞ DĂŝŶĞ
�ŽĂůŝƚŝŽŶ ƚŽ �ŶĚ �ŽŵĞƐƚŝĐ sŝŽůĞŶĐĞ ƚŚƌŽƵŐŚ ĨƵŶĚŝŶŐ ĨŽƌ ĞǀŝĚĞŶĐĞ ďĂƐĞĚ ĂŶĚ ƌĞƐĞĂƌĐŚ ƐƵƉƉŽƌƚĞĚ ĞĨĨŽƌƚƐ ƚŽ
ĂĚĚƌĞƐƐ ĚŽŵĞƐƚŝĐ ǀŝŽůĞŶĐĞ ĂŶĚ ĂďƵƐĞ͘



SUICIDE PREVENTION 

Teen and pre-teen suicide is a growing problem in Maine as well as across the country. It has been 

exacerbated by the social and emotional isolation caused by the COVID-19 pandemic. 

Historically, the Maine Youth Suicide Prevention program has been a model for the country having developed 

numerous evidence-based, effective, state-of-the-art educationa l and reference resources. These resources 

are used widely throughout Maine and the United States. 

Under the previous administration, the Maine Center for Disease Control saw defunding and a significant 

downsizing of resources, including Public Health Nursing and those related to suicide prevention. 

Under the current administration, the Maine CDC is rebui lding from those losses, though presently a large 

percentage of those resources have been diverted into management of the COVID pandemic. 

The Maine Suicide Prevention Program provides significant support to community members and youth-serving 

professiona ls to promote evidence-based suicide prevention interventions. However, much of t he funding for 

these initiatives relies on federal grants, which are time-limited and not a guaranteed resource for the f uture . 

State-level funding has not significantly increased in the past 20 years, despite rising rates of suicide deaths 

and attempts among youth and young adu lts. 

Recommendations 

The importance of this program to the safety of Maine chi ldren calls for an infusion of reoccurring funding 

adequate to the tasks of assessing, developing, and disseminating state of the art suicide prevention 

information and resources. 

Meaningful action on t his recommendation wou ld be measured by the creation of a workplan outlining 

legislative, budgetary, management and personnel strategies required to accomplish this goal. 

It is recommended that program funding be established at pre-2019 levels and that funding not be primarily 

grant based. 

It is recommended that the program will work to identify additiona l evidence-based methodologies to lower 

the number of youth suicides in Maine, and to develop and disseminate programming consistent with those 

methodologies. 
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MANAGING DEFENSE EXPERTS 

Occasionally, defense experts w ho are brought into the state to testify in child death or serious injury criminal 

cases promote theories that are not based upon accepted best practices or evidence-based medicine. 

Recommendations 

In these situations, consu ltation with local experts who are known for t heir use and understanding of 

evidence-based best practices can assist with prosecutorial strategy. Resources to accomplish t his goal 

already exist within the State, for example, through collaboration with chi ld abuse pediatricians. 

Success in implementing t his recommendation wou ld be measured by increasing the knowledge of 

prosecutoria l staff of t hese resources within the state and how to access them. 

This recommendation cou ld be accomplished t hrough the development of a memorandum from t he Attorney 

General's Office to Assistant Attorneys General and District Attorneys informing t hem of the avai lability of 

these resources, including contact information. OCFS cou ld assist in identifying these resources. 

29 I Page 



INGESTIONS 

Ingestions involving opiates, buprenorphine, methadone, and marijuana continue to be a significant risk to 

children in Maine. As legislative changes take effect and marijuana consumables become more commonly 

available, the risk to chi ldren will increase if t he experience of other states holds true in Maine. 

Recommendations 

It is recommended that the State authorit ies responsible for oversight of the prescription and recreationa l sa le 

of these substances consider the following steps: 

Include that as a requ irement of licensure, information is provided to the recipient of the marij uana 

product regarding the safe storage of substances, including risks to children in the home. 

Introduce legislation or promulgate rules barr ing sellers of marijuana or marijuana derivative products 

from packaging or selling those products in forms or packages designed to appeal to chi ldren. This is 

similar to limitations placed on tobacco products. 

Meaningful action on t his recommendation wou ld be measured by the creation of a workplan outlining 

legislative, budgetary, management and personnel strategies to accomplish these goals. 

The Panel recommends an increased focus by Maine's Department of Administrative and Financial Services 

and/ or the Maine Office of Marijuana Policy regarding the safe storage of these substances and the risks to 

children. The legislature shou ld remain attentive to these issues and propose and pass changes to the statutes 

to protect chi ldren most effectively. This legislative work shou ld include the proh ibition of marijuana 

consumables being sold in forms or packaging attractive to children. Ongoing review of ingestion data from 

DHHS or the Northern New England Poison Control Center wou ld inform legislation. Licensing assessment of 

any changes as new legislation is enacted will also assist in measuring its impact. 
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HIGH PROFILE CHILD FATALITIES: INTERNAL SENTINEL 
EVENT REVIEWS CARRIED OUT BY OCFS 

It is the practice of t he CDSIRP to only review cases w here criminal matters have been resolved. In these cases, 

which are often high profile, there are multiple and justifiable ca lls for accountability, including reviews of the 

work of the Department and other stakeholders. 

The rea lity of the situation, as all of t hese conflicting factors are weighed, is t hat the responsibility for careful, 

unbiased review will initia lly fa ll upon OCFS staff. These reviews can on ly t hen be reviewed and assessed by 

outside subject matter experts as access to case materia ls becomes available at a later time. 

Maine' s Child Death and Serious Injury Review Panel has completed review of a number of these cases, 

including information provided from OCFS internal case reviews after prosecution of the cases was complete. 

Recommendations 

It is critical to ensure that: 

There is a t horough and unbiased consideration of the facts of the case. 

The review includes t he development and implementation of steps designed to improve processes t hat 

can better support frontline staff in preventing simi lar tragedies in t he future. 

There is a ba lance of accountabi lity and support for staff who provide complex services and are coping 

with tragic outcomes, which can be compounded by t he process of public scrutiny and blaming that 

often follows t hese incidents. 

The Panel would like to applaud the staff of OCFS for the manner in which they undertook and completed 

these reviews. 

OCFS has, within t he past few years, updated their internal sentinel event review processes in line with 

documented best practices in t he field. The resulting reviews were t horough, balanced, fair and useful in 

improving internal processes. 

The Findings and Recommendations arising out of t hese reviews were designed to create meaningfu l, 

measurable, positive change, and provide accountability, as well as preserve a work environment that 

adequately supports, trains and supervises t he staff whose job it is to ca rry out the responsibilities of the 

Department to protect t he children in its care, as well as those who remain with thei r fami lies. 

The Panel applauds OCFS on the expertise, commitment, and professionalism that formed the basis of these 

reviews. 
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A NOTE ON FOLLOW-UP TO THE PANEL'S 
RECOMMENDATIONS 

The Panel has attempted to formulate Recommendations that are directly related to the Review Findings, that 

will meaningfully address issues that have been identified by the Panel as being related to the death or serious 

injury of chi ldren, and that are actionable and measurable. 

Given the importance of meaningful progress in this area, the Panel respectfu lly requests that DHHS, the 

Administrative Office of the Court, the Attorney General's Office, Maine Coa lition to End Domestic Violence 

and the Maine Criminal Justice Academy provide the Panel with written reports on actions taken and progress 

made in relation to these recommendations by December 31, 2022. 
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