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STATE OF NEW HAMPSHIRE 
MERRIMACK, SS        SUPERIOR COURT 

 
Danielle Vaughan, Individually and as Administratrix of 

the Estate of Dennis Vaughan, Jr., and 
a/p/n/f of S.V., M.V., I.V., and E.V. 

20 Hillcrest Avenue 
Manchester, NH 03103 

 
v. 
 

State of New Hampshire, Department of Health and Human Services, 
Division for Children, Youth, and Families (“DCYF”) 

129 Pleasant Street 
Concord, NH 03301 

 
And 

 
Kelly Andrews, Megan Bastian, Jennifer Cross, Emily Wilcox, Amber LeMien, and John and/or 

Jane Does 1 through 20, each in their Individual Capacity 
129 Pleasant Street 
Concord, NH 03301 

 
 

COMPLAINT 
Jury Trial Demanded 

 
NOW COMES Plaintiff Danielle Vaughan, individually, as administratrix of the Estate of 

Dennis Vaughan Jr., and as a/p/n/f of S.V., M.V., I.V., and E.V., by and through her attorneys, 

Douglas, Leonard & Garvey, P.C., and respectfully submits the within Complaint and Demand for 

Jury Trial, stating as follows in support thereof: 

PRELIMINARY STATEMENT 

Five-year-old Dennis Vaughan, Jr.’s death on December 24, 2019, was ruled a homicide 

by blunt force trauma to his head and neck. At the time of his death, Dennis was living with three 

(3) siblings and his maternal grandmother. From the time DCYF placed Dennis and his siblings 

with his grandmother in 2017 until the date of his death in 2019, DCYF received at least twenty-

seven (27) reports of suspected abuse and neglect of these children involving the grandmother. 
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DCYF had an established pattern of deeming reports unfounded, regardless of whether the reports 

originated from law enforcement, teachers, social workers, school nurses, hospital personnel, 

neighbors, or anonymous reporters. This case illustrates breathtaking failures by DCYF and the 

individual defendants to protect Dennis and his siblings from abuse and neglect, leading ultimately 

to Dennis’s homicide.  

PARTIES 

1. Plaintiff Danielle Vaughan resides at 20 Hillcrest Avenue, Manchester, New 

Hampshire 03103. She is the biological mother of the minor decedent, Dennis Vaughan, Jr. 

(Dennis), and of the minor children, S.V., M.V., I.V., and E.V., the living siblings of Dennis. 

Accordingly, Plaintiff brings claims in her individual capacity, in her capacity as parent and next 

friend of S.V., M.V., I.V., and E.V, and in her representative capacity as the appointed 

administratrix of the Estate of Dennis Vaughan, Jr., No. 311-2021-ET-00640 (4th Circuit Court – 

Probate Division – Laconia). 

2. Pursuant to In Re. N.B., 169 N.H. 265 (2016), and T.C. et al. v. State of New 

Hampshire et al., No. 216-2016-CV-00743 (Order, April 12, 2017, Abramson, J.), Ms. Vaughan 

hereby waives any applicable confidentiality provisions of RSA 169-C:25 and RSA 170-G:8-a for 

the express purposes of: a.) publicly exposing DCYF’s failures that caused her and her children to 

suffer serious physical and emotional injuries; b.) preventing further tragedies by advocating for 

necessary change within DCYF.  

3. Ms. Vaughan notified the defendant of the claim pursuant to RSA 541-B:11. 

4. The Defendant, State of New Hampshire, Department of Health and Human 

Services, Division of Children, Youth and Families (hereinafter “DCYF”) is a New Hampshire 
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state administrative agency with a mailing address of 129 Pleasant Street, Concord, New 

Hampshire 03301. 

5. Defendants Kelly Andrews, Megan Bastian, Jennifer Cross, Emily Wilcox, and 

Amber LeMien were, at the time relevant herein, acting as agents of the State Defendant and upon 

information and belief, are residents of New Hampshire with an address of 129 Pleasant Street in 

Concord, NH 03301. 

6. Defendants John and/or Jane Does were, at the time relevant herein, acting agents 

of the State Defendant and are residents of New Hampshire with an address of 129 Pleasant Street 

in Concord, NH 03301. At this time, Plaintiff does not have access to the State Defendant records 

which would identify these individuals by name and, therefore, identifies them as John Does and 

Jane Does until Plaintiff can gain access to these records in discovery. 

7. This Court has personal jurisdiction over Defendants because, at all relevant times, 

Defendant DCYF was a State of New Hampshire agency, and the remaining defendants were 

employed in New Hampshire by DCYF. 

8. Pursuant to RSA 491:7, this Court has subject-matter jurisdiction over this action 

because this is a civil action arising out of acts that occurred in the State of New Hampshire.  

9. Pursuant to RSA 507:9, venue is proper in Merrimack County as it is the defendant 

DCYF’s county of residence.  

FACTUAL ALLEGATIONS 

I. Removal of the Vaughan children from Danielle’s care 

10. In 2004, fifteen-year-old Danielle went to live with forty-eight-year-old Dennis Sr. 

and his then-wife after Danielle’s mother (Sherry Connor) moved and left Danielle behind.  
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11. Danielle had her first child, fathered by Dennis Sr., only three years later. The order 

of the Vaughan children born to Danielle and Dennis Sr. are as follows: S.V. in 2007; M.V. in 

2009; I.V. in 2010; Dennis Vaughan, Jr. (Dennis) in 2014; and E.V. in 2016. 

12. In February 2016, DCYF obtained a court order removing the Vaughan children 

from their parents’ care based on substance abuse by both parents and domestic violence by Dennis 

Sr. against Danielle and the children. 

13. Danielle retained her parental rights notwithstanding that DCYF had removed her 

children from her care. Per DCYF Policy 1173, she was a non-custodial parent (i.e., a parent 

without physical custody).  

14. Upon removal, the children were under DCYF’s legal custody and control. This 

conferred upon DCYF particular duties pertaining to the Vaughan children: “if the child should be 

removed from the control of his or her parents, guardian, or custodian, adequate care shall be 

secured for the child” in order to “protect the safety of the child.” RSA 169-C:2. 

15. DCYF’s duties in this regard have been considered by our courts:  

The Court, as have other jurisdictions around the country, have the view that the 
legislature has created a duty flowing to children that have been specifically 
identified to DCYF, as potentially abused or neglected, per the Child Protection 
Act. The Child Protection Act states that its main function is ‘[p]rotecting the safety 
of the child;’ which includes ‘[t]ak[ing] such action as may be necessary to prevent 
abuse or neglect of children.” RSA 169-C:2, I. Through this statute, the legislature 
has charged DCYF with taking necessary actions to prevent child abuse and 
neglect. 

 
See Order, C.M., a/p/n/f of M.M. and J.M. v. State of NH, et al., Case No. 217-2019-CV-00677 

(August 27, 2021, Judge Kissinger); see also Order, Christopher Willott, Individually and as 

Administrator of the Estate of Sadence Willott v. State of NH, DHHS, DCYF, Case No. 216-2018-

CV-00605 (July 14, 2021, Judge Anderson) (“the court finds a special relationship existed between 

the defendant and Sadence that gave rise to a common law cause of action for defendant’s failure 
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to perform its duties with reasonable care,” and “further, it was clear that Sadence was a member 

of the class of individuals that RSA 169-C:34 was designed to protect, and she suffered the harm 

the statute was designed to prevent”). 

16. From the time that Danielle’s children were removed from her care, she relied on 

DCYF to comply with its statutory duties to protect her children from abuse and neglect. Given 

that her children were removed from her care, Danielle had no means of knowing that her children 

were being abused and neglected as the result of DCYF’s institutional negligence. 

17. Shortly after DCYF removed the children from Danielle’s care, DCYF placed the 

children with a foster parent. 

18. From February through June 2016, DCYF evaluated Connor, Danielle’s mother and 

the children’s grandmother, for relative placement of the children. However, DCYF did not 

approve Connor for relative placement after DCYF received reports that Connor associated with 

drug users, drank alcohol to intoxication, frightened the children, hit Danielle (according to S.V.), 

and “played with [M.V.’s] penis while she was drunk” (according to M.V.).    

19. On or about the same day, in June 2017, the Family Division Court found that the 

foster mother improperly interfered with Danielle’s contact with the children. DCYF failed to 

intervene despite its knowledge of the interference. The Court encouraged DCYF to place the 

children with Connor under continued DCYF supervision and directed DCYF to “thoroughly 

investigate” Connor’s guardianship of the children.  

20. In June 2017, DCYF placed Dennis, I.V., M.V., and S.V. with Connor as a 

relative placement, notwithstanding the above-described reports demonstrating the peril 

Connor posed to the children’s welfare.    
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21. In January 2018, DCYF filed with the Court seeking to make Connor the 

guardian of Dennis, I.V., M.V., and S.V.  

22. Within DCYF’s guardianship filings, DCYF requested that Connor have 

discretion over Danielle’s access to the children. 

23. In March 2018, DCYF’s petition was granted, and Connor therefore became the 

guardian of Dennis, I.V., M.V., and S.V.  She also gained the ability to control, in her 

discretion, Danielle’s access to the children. 

II. DCYF had a duty to protect the Vaughan children based on its reasonable knowledge 
and evidence that Connor was actively abusing and neglecting the children. 

 
24. On July 10, 2017, only twelve (12) days after the children’s guardianship began 

with Connor, Connor went to the DCYF District Office, with three of the children in tow, and 

met with Amy Schlottman (Schlottman). DCYF records describe Connor as extremely upset 

that she was “not getting money for the children and that DCYF dropped them off with 

nothing.”  Connor was hostile, gritted her teeth, waved her arms around, banged on the 

hallway railing, and yelled that “DCYF fucked up her paperwork,” according to DCYF 

records.    

25. From 2017 to Dennis’s homicide on December 24, 2019, DCYF received at least 

twenty-seven (27) credible reports from family members, law enforcement, school administrators, 

teachers, social workers, nurses, a guidance counselor, social workers, hospital personnel, and 

anonymous reporters who reported that Dennis and his siblings were, among other things, hit, 

pushed, kicked, slapped, denied food and water, forced to run up and down stairs, locked in the 

basement to sleep and go to the bathroom, tied up with duct tape and handcuffs, forced to take cold 

baths, suffocated with pillows, made to go to the bathroom in a bucket in the living room, and left 

outside in the winter for hours without shoes or other protective clothing. Despite these long-term, 
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repeated allegations of abuse and neglect, DCYF failed to intervene and left the children in 

Connor’s care, exposing Dennis and his siblings to unconscionable that DCYF knew about yet did 

nothing to prevent or stop. 

26. The Attorney General’s Office Protocols, along with various statutory provisions 

set forth in Chapter 169-C, identify DCYF as the state agency legally mandated to assess reports 

of child abuse and neglect. To that end, the primary purpose of Chapter 169-C, aptly named The 

Child Protection Act, is to “provide protection to children whose life, health or welfare is 

endangered.” See RSA 169-C:2, I.  

27. More specifically, “if it appears that the immediate safety or well-being of a child 

is endangered…or the facts otherwise so warrant, [DCYF] shall commence an investigation 

immediately after receipt of a report. In all other cases, a child protective investigation shall be 

commenced within 72 hours of receipt of the report.” See RSA 169-C:34, I. 

28. This statutory mandate is echoed in DCYF Policy 1171 (effective Sept. 2019). 

Further, Policy 1172 (effective Dec. 2017) states that the investigation required under RSA 169-

C:34 is referred to as an “Assessment” in DCYF policies, and the primary goal of an Assessment 

is to “ensure the safety of the child(ren).” 

29. Further, DCYF “shall promptly,” among other things: 1) determine whether there 

is “probable cause” to believe a child in the household is abused or neglected; 2) determine the 

immediate and long-term risk to each child if the child remains in the household, and 3) determine 

the treatment and services needed to prevent further abuse or neglect. RSA 169-C:34, II(c) – (e).  

Because erring on the side of caution is essential where helpless children are concerned, the 

“probable cause” standard is not exacting.  Probable cause exists where “facts and circumstances 
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based upon accurate and reliable information, including hearsay, …would justify a reasonable 

person to believe that a child subject to a report under this chapter is abused or neglected”  

30. Where such probable cause exists, DCYF must carry out its child protection duties 

as set forth in RSA Chapter 169-C.   

31. Given the obligations and duties imposed on DCYF by statute and policies detailed 

herein, a special relationship existed between DCYF and the Vaughan children as members of the 

class of individuals that Chapter 169-C was designed to protect. 

32. All DCYF policies cited herein were in effect at the relevant times. 

33. Per Policy 1003, “Policy Manual Preamble,” DCYF adopted a Policy Manual “to 

provide the best possible service to...the public” and “to identify the base requirements that staff 

must adhere to and the standards that represent meeting nationally recognized best practice.” As 

such, DCYF staff are expected to (a) follow all mandates under state and federal law, (b) meet best 

practice expectations, and (c) use common sense in order to address the unique circumstances 

presented in each case. To these ends, Policy 1003 states that all DCYF staff shall have access to 

the Policy Manual, identifies where it can be located, and states that all staff must read and adhere 

to the policies set forth therein. 

III. DCYF knew or should have known of the abuse and neglect suffered by the Vaughan 
children through credible reports alleging same, which reports are detailed below.  

 
A. Shortly after the June 2017 placement of Dennis, S.V., M.V., and I.V. with 

Connor, DCYF received reports indicating that the Vaughan children were 
suffering abuse and/or neglect in Connor’s home. 

 
i. Report # 1 to DCYF on July 24, 2017 

 
34. On or about July 24, 2017, DCYF received a report from a professional reporter, 

Deborah Stone, a nurse with the Laconia Clinic, alleging the sexual abuse of E.V. by Connor. The 
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report stated that E.V. presented at the clinic with genital wart-type lesions around his anus, which 

are uncommon for a thirteen-month-old child such as E.V.  

35. Unlike his siblings who came under Connor’s care in June 2017, E.V. had been 

with Connor under guardianship for about eight (8) months at this time. 

36. DCYF opened this report as Assessment #724140. An Assessment is defined under 

DCYF Policy 1172 as an investigation of alleged child abuse or neglect completed by a Child 

Protective Service Worker (CPSW) pursuant to RSA 169-C:34. 

37. Connor canceled a follow up appointment with Dartmouth Dermatology regarding 

E.V.’s worrisome genital warts, asserting that the warts had disappeared. 

38.  DCYF accepted Connor’s assertion without any meaningful efforts to address the 

cause of thirteen-month-old E.V.’s genital warts. 

ii. Report # 2 to DCYF on August 17, 2017 
 

39. On or about August 17, 2017, DCYF received a report from a professional reporter, 

a New Hampton Police sergeant, alleging physical abuse of Dennis and/or M.V. by Connor.  

40. DCYF added the report to Assessment #724140 as Added Allegation Report 

#727020.  

41. Under DCYF Policy 1158, an allegation is “a reasonable belief that a child has been 

subject to abuse or neglect.”  The agency should create an “Added Allegation” report when, within 

the first 45 calendar days of an open assessment, the agency receives allegations of abuse or neglect 

when a minor sibling not identified as an alleged victim in the open assessment has been reported 

as an alleged victim not already contained within the open Assessment but involving the 

individuals identified in the open Assessment.  
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42. The information reported to DCYF concerned a police response to Jellystone Park 

campground based on reports from “several witnesses who observed a woman strike a young child 

and throw him in a tent.” The police collected and provided to DCYF 5 witness statements. 

Therein, witnesses reported having observed Connor yell at Dennis, grab him by the neck and face, 

hit his face, throw a cup of liquid in his face, and grab his arm and drag him to the tent. Witnesses 

heard screaming from the tent causing them concern that “the child may need medical attention,” 

according to the witness statements.  

43. RSA 169-C:34, II provides that for each report it receives, DCYF must perform a 

child protective investigation to “determine [among other things] whether there is probable cause 

to believe that any child in the family is abused or neglected, including a determination of harm or 

threatened harm to each child, the nature and extent of present or prior injuries, abuse or neglect, 

and any evidence thereof, and a determination of the person or persons apparently responsible for 

the abuse or neglect,” as well as to determine the immediate and long term risks to the child and 

any protective and ameliorative services “that appear necessary to help prevent further child abuse 

or neglect and to improve the home environment and the parent’s ability to adequately care for the 

children.” 

44. DCYF assigned the report to a CPSW and, on August 21, 2017, CPSW Amber 

LeMien and CPSW Max Marrone made a home visit. Connor demonstrated how she took M.V.’s 

face with her hands and yelled, leading him back to the tent by the arm and telling him to sit. 

Connor denied hitting or throwing water at Dennis, directly contradicting the five (5) witnesses. 

45. In Connor’s presence, CPSW LeMien questioned M.V. M.V. stated that Connor 

seized his face with her hands and held it, so he had to look at her. CPSW LeMien noted that M.V. 

looked at Connor a few times, as though the child sought a reminder of what the child was 
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supposed to say, or the child sought approval that the child was describing the incident as Connor 

had coached the child to describe it.  

46. The CPSWs ignored DCYF Policy 1201, “Interviewing Alleged Victims,” when 

they questioned the children in Connor’s presence, despite the Policy providing that “the child 

needs to be interviewed in an (neutral) uninfluenced, non-threatening, private, quiet place that is 

free from interruptions.” 

47. DCYF did not meaningfully investigate the allegations the agency received on or 

about August 17, 2017, because the CPSWs never contacted the reporting police officer, nor did 

they follow up with any of the five (5) reporting witnesses, even though Connor’s account directly 

contradicted all witnesses. This was in violation of DCYF Policy 1190, which requires the CPSW 

to use “best efforts” to contact all reporters of information before meeting with the family.  The 

abject failure of the CPSWs to follow agency policy deprived the agency of the opportunity to 

learn facts related to the incident from the five (5) witnesses whose concern for the child motivated 

them to report what they saw and heard.   

48. DCYF failed to notify Danielle of the Added Allegation Report in violation of 

DCYF policy 1173, which provides that non-custodial parents “have a right to know if their 

child(ren)/youth are involved with DCYF.” The purpose of the policy is to engage the non-

custodial parents during the Assessment Process. 

49. DCYF Policy 1208 (Risk Assessment) requires completion of Risk Assessments 

within sixty (60) days of receipt of the District Office’s referral.   

50. Supervisor Kelley Andrews completed the Risk Assessment and closed Assessment 

#724140 as unfounded on or about March 27, 2018— 246 days after the Assessment was opened 

— blowing the deadline by half a year.  DCYF’s extraordinary delay in completing the Risk 
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Assessment further endangered the children whom DCYF had entrusted to Connor’s care, despite 

Policy 1171 identifying “the primary goal of the assessment process” being “to ensure the safety 

of the child(ren).”  

B. Over a two-week period in April 2018, DCYF received six (6) separate reports 
from eight (8) different Professional Reporters, each credibly informing DCYF 
that the Vaughan children were being “abused” and “neglected,” either by 
Connor or under her supervision, as the terms are defined in DCYF Policies. 

 
51. DCYF’s handling of the information it received regarding the Vaughan children in 

April 2018 – alone – is egregious and alarming. In the mere two (2) weeks that elapsed between 

April 17 and April 30, 2018, DCYF received six (6) separate reports of credible abuse and/or 

neglect involving the Vaughan children from eight (8) different professional reporters, all of 

which were under Assessment #760866. 

i. Report # 3 to DCYF on April 17, 2018  
 

52. On or about April 17, 2018, DCYF received a report from three (3) professional 

reporters at I.V. and M.V.’s school: social worker Jamie Walters, school nurse (Kelly) and 

principal Tara Bushman. The report alleged the physical abuse of I.V. by Connor and described 

the abuse as an “urgent matter.”   

53. DCYF opened Assessment #760866 as a Level 1 priority, only forty-two (42) days 

after Connor was appointed guardian of the children.  

54. The school nurse reported that I.V. had noticeable bruising under his eye, a small 

bruise on his cheek, bruising in his inner ear and lobe, bruising behind both ears, a mark on his 

forehead, superficial scratches on his face, and bruises on his forearm. When the nurse asked I.V. 

what happened, I.V. said he and his brother, M.V., were wrestling, and his brother punched him 

in the face, giving him a bruise on his eye.   I.V.’s brother then pushed him into a fence pole, I.V. 
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reported, hurting one of his ears.  After that, I.V. reported slipping on the same fence pole and 

hurting the other ear.  

55. The principal reported that when she asked M.V. what happened to I.V, he replied, 

“Mimi [i.e., Connor] does stuff to I.V.”  M.V. further disclosed that Mimi became upset when I.V. 

pooped his pants—an apparently common occurrence of which the school was not aware because 

such an incident had not happened at school.  M.V. added that Mimi would then put I.V. (then 

eight years old) in a diaper and make him run laps up and down the stairs for a long time.  Mimi 

also would stuff a sock in I.V.’s mouth, according to M.V., and force I.V. to urinate in the cellar 

when he did something wrong.  M.V. denied putting his hands on I.V.  

56. School staff informed Connor that I.V. needed an Emergency Room evaluation 

before being allowed back to school as he could have head trauma given the extent of the bruising 

on his head.  

57. All three (3) reporters for this Assessment constitute “Professional Reporters” as 

defined in DCYF Policy 1190, which requires a CPSW to use “best efforts” to contact all reporters 

prior to meeting with the family. On or about April 17, 2018, CPSW Szekalski left a single 

message for the social worker but did not speak with her before meeting with the family.  CPSW 

Szekalski failed even to attempt to contact the school nurse or the principal before meeting with 

the family. By failing to contact any of the reporters, CPSW Szelakalsi violated Policy 1190, and 

he was deprived of the reporters’ first-hand knowledge of their communications with I.V. and 

M.V.  

58. The severity of Szekalski’s violation of Policy 1190, by failing to make contact 

with the reporters, is heightened by Szekalski’s knowledge that the reporters had pictures of I.V.’s 
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injuries. Significantly, there is no record that the CPSW requested or received the school’s 

photographs. 

59. On or about April 17, 2018, Szekalski visited Connor at her home, despite having 

had no contact with any reporting source.  

60. Connor offered shifting, implausible, and incompatible explanations for I.V.’s 

injuries, which should have raised suspicions. CPSW Szekalski documented that, when asked 

about I.V.’s bruises, Connor told the CPSW that she “did not have a definitive incident she 

believed caused the bruising,” lamely suggesting that the bruising it could have come from 

cleaning or the boys’ rough play.  

61. Connor further added that I.V.’s bruises could have happened at his after-school 

program, because she told CPSW Szekalski that “the school called her and said that he had a 

spill in the bleachers.”  

62. Although CPSW Szekalski discussed I.V.’s bruising with Connor, there is no 

record that he ever questioned Connor about M.V.’s disclosures regarding what Connor did to I.V. 

63. CPSW Szekalski corroborated the school’s reporting when he documented his 

observations that I.V. had “bruising on his face,” a “quarterish” [sic] size bruise on the left side of 

his forehead,” and a “minor black eye on his left eye, a smaller bruise on his left cheek, and some 

bruising behind both ears.”  

64. DCYF had enough information to take meaningful intervening action, where 

CPSW Szekalski’s observation of I.V.’s bruising should have alerted him to the likelihood that 

I.V. was suffering “child physical abuse,” which is defined in DCYF Policy 1152 as “a child who 

has been intentionally physically injured or injured by other than accidental means,” particularly 

where Policy 1152 identifies “bruises” as a “condition of child physical abuse,” noting that 
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“[m]ultiple bruises on various parts of the body and in various stages of healing must receive 

particular attention.” 

65. When CPSW Szekalski spoke with I.V., the child initially told the CPSW that he 

“didn't know" how he got the bruises before stating his brother hit him. CPSW Szekalski failed to 

ask I.V. about M.V.’s disclosures to the school reporters concerning Connor’s treatment of I.V.  

66. Accordingly, CPSW Szekalski violated DCYF Policy 1201, “Interviewing Alleged 

Victims,” when he, inter alia: (1) failed to make reasonable efforts, based on the circumstances, 

to obtain from I.V. all information that he was required to obtain under Policy 1201; (2) failed to 

interview or observe all children in the home, despite Policy 1201 requiring “all children in the 

household...be met or observed by the CPSW to help assess the validity of the referral and to make 

a determination about whether they are in imminent danger;” (3) interviewed I.V. in Connor’s 

presence, despite Policy 1201 requiring I.V. to be “interviewed in a… (neutral) uninfluenced, non-

threatening, private, quiet place that is free from interruptions;” and (4) interviewed I.V. in the 

location where his abuse and neglect likely occurred – his grandmother’s home – despite that 

Policy 1201 noted “it is important that the interview is not conducted where the abuse/neglect is 

alleged to have taken place.”  

67. CPSW Szekalski never met with nor observed M.V., even though M.V. should have 

been questioned about his disclosures concerning Connor’s treatment of I.V. (i.e., that Connor did 

“stuff” to I.V. such as forcing him to wear a diaper, forcing him to run laps up and down the stairs, 

forcing him to urinate in the basement, and stuffing a sock in his mouth). CPSW Szekalski failed 

to do so notwithstanding that he was required to meet with M.V. (and all other children in the 

home) under both Policy 1201 and Policy 1202, where Policy 1202 specifically states: 

All household members must be included in the assessment process, to the fullest 
extent possible. … The CPSW must meet with all children within the household 
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(RSA 169-C:34, II). Any exceptions to seeing all other children, must be approved 
by the Supervisor and documented by the CPSW in the Bridges contact log stating 
the efforts made to accomplish these visits and reasons why they were not made. 
 
68. Every time a new Assessment is opened, DCYF Policy 1192 requires that a Safety 

Assessment (an examination of the child’s immediate danger and intervention needed to protect 

the child) be completed within 24 hours of a face-to-face contact with the alleged victim. Policy 

1192 identifies “the immediate safety of the victim” as being of “paramount importance,” and to 

that end, requires completion of the Safety Assessment “before deciding to leave a child in the 

home.” Emphasis added.  Specifically, the Safety Assessment is designed to assist in determining 

both: a.) whether the children may safely remain in the home or must be removed; and b.) whether 

intervention is needed to eliminate the threat of immediate harm. 

69. The 24- Hour Safety Assessment for Assessment #760866 – due on April 18, 2018 

– was not completed until July 15, 2018, by District Office Supervisor Beverly Dubiel. Even then, 

the Safety Assessment was not filled out completely, and the children were marked “Safe” without 

any required information. DCYF’s failure to timely and fully complete the Safety Assessment 

violated DCYF Policy 1192.  

ii. Report # 4 to DCYF on April 18, 2018 
 

70. Only one (1) day after the report detailed immediately above, DCYF received yet 

another report from I.V.'s school, this time from the after-school program called “Project-Extra.” 

The reporter's name was redacted. The report stated that Connor called Project-Extra and claimed 

someone at Project Extra contacted her to tell her that I.V. hit his head on the bleachers. However, 

the reporter stressed to DCYF that no one from Project-Extra called Connor, that the school 

does not have bleachers, and that I.V. did not get hurt at Project-Extra. This report was added 

to Assessment #760866 as  Additional Information Report #761014.  
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71. DCYF Policy 1157, “Receiving Additional Information Regarding an Open 

Assessment,” states that a report of “Additional Information” should be used when a DCYF 

assessment is open and there is an incident or circumstance that is not one of abuse or neglect.   

The “Additional Information” is sent to the District Office as an associated referral.  

72. Policy 1157 requires the CPSW to contact the reporter and discuss with a supervisor 

what action needs to be taken to address the Additional Information, which may include follow up 

interviews. The Assessment Supervisor must ensure that the CPSW has addressed the Additional 

Information and must document same in the contact log. 

73. The report by Project-Extra contradicted not only Connor's claim that the after-

school program called her to report I.V. hurting himself on school bleachers, but also made clear 

that the school did not even have bleachers. This should have raised suspicions at DCYF.  

74. With Connor’s “bleachers explanation” for I.V.’s injuries effectively ruled out, 

even if CPSW Szekalski accepted (unreasonably) Connor’s shifting, implausible explanations for 

I.V.’s bruising – that he sustained multiple bruises in various locations by cleaning or rough play 

– DCYF still had enough information to take meaningful intervening action, where Connor’s 

explanations alone were sufficient to alert CPSW Szekalski to the likelihood that I.V. was 

experiencing “neglect,” which is defined in DCYF Policy 1151 as a child “without proper...care 

or control necessary for his...physical...health, when it is established that his...health has suffered 

or is very likely to suffer serious impairment,” and particularly where Policy 1151 identifies 

“failure to protect” and “lack of supervision” as “conditions of child neglect.” 

75. Despite this, and despite that Policy 1157 required CPSW Szekalski to take action 

to address the Additional Information received from the Project-Extra report, there is no record 

that Szekalski contacted the professional reporter about the report as required.  Nor does any record 
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indicate that CPSW Szekalski took any follow-up action whatsoever to address the Additional 

Information.  

iii. Report # 5 to DCYF on April 18, 2018 
 

76. On or about April 18, 2018, DCYF received its second report of suspected physical 

abuse of I.V., this time from Elliot Hospital, and the reporter's name is redacted. The report noted 

that I.V. was at the hospital “covered in bruises,” and Connor had “no explanation for them.” This 

report was added to Assessment #760866 as Additional Information for report #761154.  

77. Connor took I.V. to the Elliot Hospital in Manchester, NH – an hour from her home 

– because she feared that bringing him to the nearby Lakes Region General Hospital (LRGH) 

would result in removal of the children from her care where the school’s social worker, Jamie 

Walters, had alerted LRGH about I.V.’s bruises.  

78. Danielle did not know how I’V.’s bruising occurred because she had not seen I.V. 

for approximately six (6) weeks. 

79. In addition to I.V., Connor brought E.V. with her to the hospital. However, she 

declined to bring Dennis with her to the hospital. 

80. Instead, Dennis was left in the care of a friend, Kayla Fisk. Dennis was covered in 

bruises and Fisk photographically documented Dennis’s bruises on that day. 

81. I.V. was examined by Dr. Thomas F. D'Aprix. During the examination, I.V. said 

he did not know how he got the bruises but denied being hit by anyone. However, this was 

inconsistent with what I.V. told CPSW Szekalski the prior day.  

82. Connor claimed that she was unaware that I.V. had any significant or unusual 

bruising, despite that such bruising was visible on I.V. even while fully clothed. She offered that 
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the bruising may have happened over the past weekend when I.V. and his siblings did chores 

around the house. 

83. Hospital social worker Brenda Sansom was consulted due to “concerns for abuse/ 

neglect.” 

84. A Sexual Assault Nurse Examiner is a registered nurse with special training in 

forensic collecting and preserving physical evidence in all types of cases, including child abuse 

and neglect. 

85. The hospital’s Sexual Assault Nurse Examiner (“SANE,” a registered nurse 

forensically trained to collect and preserve physical evidence in, inter alia, child abuse and neglect 

cases) Nasreen Kaihori, R.N., took ninety photos of I.V.’s bruising, and medical records describe 

I.V.’s injuries as follows:  

a. On I.V.'s back: an abrasion on his upper T-Spine on the midline, fading 
ecchymosis on left lower back and buttocks, and ecchymosis over lower 
lumbar region and mid thoracic paraspinal. 
 

b. On I.V.'s right arm: ecchymosis on I.V.'s radius "from handcuffs," small 
bruises on the shoulder, posterior elbow two small bruises, and superficial 
abrasions on I.V.'s posterior shoulder. 
  

c. On I.V.'s left arm: a bruise on the upper shoulder, and I.V. stated, "I don't 
know how it happened." Additionally, there is a superficial abrasion on 
I.V.'s elbow, ecchymosis, and a bruise. 
 

d. On I.V.'s head and neck: right upper lip abrasion, right chin abrasion, two 
(2) small supraclavicular abrasions, ecchymosis on left forehead, abrasion 
and bruise behind the left ear, left lateral orbital ecchymosis and inferior 
orbital ecchymosis, right and left auricular ecchymosis front and back.  
 

e. On I.V.'s legs: linear abrasion on the right lateral thigh, ecchymosis on the 
left lower leg, left upper leg ecchymosis, superficial abrasion, and 
ecchymosis on the right iliac crest, and ecchymosis on the left iliac crest. 

 
86. SANE Kaihori noted during the exam that Connor made several comments about 

“blaming me for abuse,” and Connor “prompted” and “suggest[ed] to I.V. how the bruising 
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occurred.” In addition, SANE Kaihori documented that Connor offered multiple, inconsistent 

explanations for the bruising, including that the bruising was from playing, she “worked them too 

hard” with chores, and I.V. and his siblings were roughhousing.  

87. Though he had the ability to do so, CPSW Szekalski did not go the hospital. 

However, he was advised, via phone by medical providers, that the medical examination revealed 

more than twenty bruises. According to I.V.'s medical records, Szekalski acknowledged the 

bruising was more than he observed during his home visit on the day before. 

88. While at the hospital, Danielle raised concerns with Szekalski about the bruising 

and asked if I.V. and M.V., both with her at the hospital, could stay with her overnight until 

Szekalski investigated. Without explanation, Szekalski said that he “could not clear her to take 

custody of her children at this time.” 

89. Ultimately, blood work ruled out any medical conditions or disorders that could 

have caused I.V.'s bruises, and I.V.'s final diagnosis was traumatic ecchymosis [bruising] of 

multiple sites and multiple abrasions.  

90. Medical providers clinically determined that I.V.'s bruises were non-accidental.  

91. Despite the hospital’s clinical determination that I.V.’s bruises were non-accidental 

injuries, the hospital social worker documented that Szekalski said although “they [i.e., DCYF] do 

not have enough information at this time to not send the child with [Connor],” he would “call 

Medical Records tomorrow [i.e., April 19] to get [the] information.” Szekalski’s determination 

was false: with the hospital’s clinical determination that I.V.’s bruises were non-accidental 

injuries, Szekalski should have determined that I.V. was suffering “child physical abuse” under 

DCYF Policy 1152 – i.e., that he was “intentionally physically injured or injured by other than 
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accidental means” and where I.V.’s bruising are a “condition of child physical abuse” –  and/or 

that I.V. was suffering from “neglect” under DCYF Policy 1151. 

92. The hospital social worker documented that Szekalski assured the hospital that he 

would see Connor and I.V. the next morning (April 19) and would re-interview Connor. As will 

be explained below, that never happened. 

93. Additionally, the hospital social worker also documented that Szekalski told the 

hospital it was “safe” to release I.V. to Connor. The egregious nature of Szekalski’s April 18th 

determination that it was “safe” to release I.V. to Connor is heightened by the fact that Szekalski 

had not yet completed the 24-Hour Safety Assessment for Assessment #760866 (the April 17th 

report to DCYF from three school reporters), despite that the Safety Assessment was due on April 

18 (the same day he deemed it “safe” for I.V. to go with Connor) and despite that Policy 1192 

required completion of the Safety Assessment “before deciding to leave a child in the home and 

before returning a child to the home during an assessment.” Emphasis added. 

94. Further, Szekalski failed to adequately keep local law enforcement apprised of this 

matter as he was required to under statute and DCYF policy. Specifically, DCYF “shall 

immediately” refer to the relevant local law enforcement agency “all cases in which there is reason 

to believe” that a child has been: sexually molested or exploited; “intentionally physically injured” 

or “physically injured by other than accidental means,” both “so as to cause serious bodily injury;” 

or a crime victim. See RSA 169-C:38. In addition to this immediate notification, DCYF “shall also 

make a written report [often referred to as the “LEA letter/form”] to the law enforcement agency 

within 48 hours.” Id. DCYF Policy 1174 echoes the foregoing requirements. 

95. Although Szekalski spoke with the Laconia Police Department, he failed to send 

the required follow up written LEA letter documenting the credible reports of severe physical 
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abuse and/or severe neglect of which he was aware in violation of both RSA 169-C:38 and Policy 

1174. Had Szekalski sent the LEA letter as required under Police 1174, Laconia Police Department 

would have had the benefit of knowing: a complete summary of the allegations of physical abuse 

and neglect; the injury assessment by the hospital of non-accidental trauma; the names and 

addresses of involved individuals; when the next communication between DCYF and the Laconia 

Police Department needed to occur; and either the results of the initial assessment or the plan for 

working with the family. 

96. In so failing, Szekalski deprived the Laconia Police Department of the knowledge 

it needed to make a fully informed decision about how the Department could properly perform its 

role in protecting children. 

97. The Safety Assessment, although due on April 18, 2018, was not completed until 

two months later on July 15, 2018, by District Office Supervisor Beverly Dubiel, who did not 

complete the entire form and marked the children as “Safe” despite the form’s lack of required 

information. DCYF’s failure to timely and fully complete the Safety Assessment was a violation 

of DCYF Policy 1192. 

98. Moreover, Dubiel’s Safety Assessment noted that a “safety plan” was put in place 

stating that “parents will monitor the two brothers and ensure they are not fighting, there will be 

no physical punishment, Sherry [Connor] will continue therapy services with health first,” and 

“this safety plan will be reviewed on May 16, 2018.” Emphasis added. 

99. By the terms of the safety plan, DCYF determined two things: (1) that I.V.’s 

extensive bruising involved “physical punishment,” which met Policy 1152’s definition of “child 

physical abuse” insofar as it states that “when a...caregiver does not control...her reaction by 

stopping the punishment before it causes injury, this constitutes an abusive act; and (2) that I.V.’s 
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extensive bruising involved sibling harm through “fighting,” which meant that Connor had 

“neglected” the children, where Policy 1151 identifies “failure to protect” and “lack of 

supervision” as “conditions of child neglect,” and “neglect means a child...without proper...care or 

control necessary for his...physical...health, when it is established that his...health has suffered.” 

100. Despite this, there is no record that DCYF reviewed this safety plan by May 16, 

2018. 

101. Upon information and belief, the children were never enrolled in any therapy or 

other services, despite the safety plan stating that such therapy will continue. Had DCYF reviewed 

the safety plan as represented, DCYF would have likely discovered that the children were never 

enrolled in any therapy or other services, which meets the definition of “medical neglect” under 

Policy 1151. 

102. Per DCYF Policy 1184, a “safety plan” is a “document developed by DCYF with 

a family that is used to address immediate danger by identifying interventions to be implemented 

to mitigate the danger.” 

iv. Report # 6 to DCYF on April 19, 2018 
 

103. The very next day, DCYF received a report from Elliot Hospital’s social worker, 

Brenda Sansom, about physical abuse of I.V. by Connor. As a professional reporter, Samson noted, 

I.V. “was brought in by MGM/ Guardian” and “presented with multiple bruises” that were “too 

numerous and in various stages” along with “symmetric bruising,” before ultimately noting that 

I.V’s injuries were indicative of “non-accidental trauma.” Emphasis added.  

104. DCYF added this report to Assessment #760866 as Additional Information report 

#761182.  
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105. Instead of downgrading this report to Additional Information, DCYF should have 

screened in this report as an Added Allegation report, which would have required the CPSW to 

make another home visit to meet I.V. and the other children in the household.  

106. Policy 1158 defines an allegation as “a reasonable belief that a child has been 

subject to abuse or neglect,” and it provides that “Added Allegation” reports will be used when, 

within the first 45 calendar days of an open assessment, the information reported is something that 

concerns allegations of abuse or neglect and, although it is not already contained within the open 

Assessment, it involves the individuals identified in the open Assessment. By contrast, an 

“Additional Information” report under Policy 1157 is used when the information received by 

DCYF is reporting something other than neglect and/abuse. 

107. The hospital’s report was the first time that these allegations of abuse and neglect 

were documented, in writing, for DCYF’s review, as opposed to Szekalski’s knowledge of this 

information from phone conversations with hospital medical staff as detailed above. Thus, this 

report presented new allegations of abuse not already documented in the open Assessment and 

involved I.V., who was the alleged victim identified in the Assessment. Unlike the open 

Assessment, the new report contained the clinical determination that I.V.’s injuries were inflicted 

from non-accidental trauma because the bruises were too numerous, in various stages of healing, 

and symmetric patterned. 

108. Instead of further investigation into I.V.’s bruising as required, and as he 

represented to the hospital he would do, Szekalski failed to take any further action to assess the 

immediate safety of I.V. and the other children in the home. Specifically, there is no record that 

he “re-interviewed” Connor or met with I.V. on April 19 as he represented to the hospital he would; 

he did not make another home visit at this time; he did not meaningfully interview the children 
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nor alleged abuser; and, upon information and belief, he never requested or obtained I.V.’s medical 

records, including the ninety photos of I.V.’s bruising, despite that he represented to medical 

providers that although “they [i.e., DCYF] do not have enough information at this time to not send 

the child with [Connor],” he would “call Medical Records tomorrow [i.e., April 19] to get [the] 

information.” Emphasis added. 

109. Had Szekalski done follow up investigation at the home on April 19 and in the 

manner set forth under DCYF policies, he would likely have observed Dennis’s facial bruising, 

since that bruising had been photographically documented by Fisk just two days prior. 

110. Further, had Szekalski obtained I.V.’s medical records as promised and as due 

diligence required, he would have learned that I.V.’s injuries included bruises “from handcuffing,” 

yet another indication that I.V. was suffering child physical abuse and/or torture where Policy 

1152 identifies “tying and close confinement” as a “condition of physical child abuse.” 

111. All of this information was readily available to DCYF had it meaningfully 

investigated the multiple reports of abuse as required by DCYF’s policies. 

112. Although the Safety Review was due on April 18, 2018, Dubiel did not complete 

the Safety Review until August 2, 2018. Dubiel noted that “Child/ Youth suffered serious harm, 

or the child/ youth is in imminent danger of serious harm [by] threat of serious injury and excessive 

discipline.” Despite noting that, DCYF took no action.  

v. Report # 7 to DCYF on April 20, 2018 
 

113. On April 20, 2018, DCYF received another report from a professional reporter, 

Melissa Shadden, a teacher at I.V.'s school, reporting to DCYF that I.V. had a lot of bruises on his 

face in different stages of healing and that he had bruising on his cheekbone and his jaw. 
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114. This report was added to Assessment #760866 as Additional Information report 

#761528.  

115. However, Shadden’s report should have been screened in as an “Additional 

Allegation” report. DCYF Policy 1157 reserves “Additional Information” reports for use when 

something is reported that is not abuse or neglect related to an open assessment. Where Shadden’s 

report contains information that plainly fits the definition of “child physical abuse” under Policy 

1152, the report was not appropriately classified as Additional Information” but, rather, should 

have been screened in as an “Additional Allegation” report because it is a “new allegation of child 

abuse or neglect during [the] Assessment” per Policy 1158. 

116. There is no record that any CPSW contacted the professional reporter about her 

report, despite that this report was another opportunity for Szekalski to contact Connor or meet 

with I.V. but Szekalski failed to meaningfully or thoroughly investigate. 

vi. Report # 8 to DCYF on April 30, 2018 
 

117. DCYF’s April 2018 knowledge of the abuse and neglect suffered by the Vaughan 

children did not end with the five reports made by seven professional reporters between April 17 

and April 20, 2018. 

118. Rather, on April 30, 2018, DCYF received yet another report from a professional 

reporter, teacher Jazmine Jackson, reporting facial bruising on M.V. and facial scratches on I.V.  

119. This report was added to Assessment #760866 as an Added Allegation report 

#762624 alleging abuse by Connor.  

120. The report stated that M.V. had a bruise on his left cheek. When Jackson asked 

M.V. how he got the bruise, M.V. initially said he did not remember but then stated he did not 

want to talk about it. Notably, the cheek bruise was about two inches long and had a coloration of 
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black and blue with yellow and green. Jackson also reported that another teacher mentioned that 

I.V. had scratches on his face. 

121. Szekalski never contacted Jazmine Jackson about her report, nor did he contact the 

other teacher with knowledge of I.V.’s facial scratches, despite that Policy 1190 required him to 

do so prior to meeting with the family. 

122. On May 2, 2018, during a home visit, Szekalski asked M.V. how he obtained the 

injuries, and M.V. reported that he fell at school while playing a game. M.V.’s explanation should 

have raised concerns with the caseworker because it was inconsistent with the teacher’s report that 

initially M.V. told the teacher that he did not remember how he sustained the injuries before stating 

that he did not want to talk about it.  

123. Szekalski documented that he asked M.V. about the use of “corporal punishment 

in the home, and [M.V.] said that there isn’t any.” This violated Policy 1201’s requirement that 

“questions and discussions are to be kept in simple language appropriate for the child’s age and 

level of development,” where “corporal punishment” was a term not appropriate for use during 

this conversation with then nine-year-old M.V.  

124. Szekalski’s observation of M.V.’s facial and cheek bruising corroborated the 

teacher’s report. Accordingly, DCYF had enough information to take meaningful interventive 

action, where Szekalski’s observation of M.V.’s bruising should have alerted him to the likelihood 

that M.V. was suffering “child physical abuse,” as defined in DCYF Policy 1152, which identifies 

“bruises” as a “condition of child physical abuse” and which informs that the cheeks – where M.V. 

was bruised – is a “typical site of inflicted bruises.”  

125. DCYF never notified Danielle of this report as the non-custodial parent in violation 

of Policy 1173. 
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126. The Safety Assessment, although due on May 3, 2018, was not completed until July 

15, 2018, by Supervisor Dubiel, who marked “N/A” on much of the form while listing the children 

as “Safe.” Failure to timely and fully complete the Safety Assessment was a violation of DCYF 

Policy 1192.  

127. On September 2, 2018, DCYF Supervisor Andrews completed the Risk Assessment 

and closed Assessment #760866 as unfounded 138 days after the Assessment was opened. This 

was in violation of DCYF Policy 1208, which required closure within 60 days of opening the 

Assessment.  

128. DCYF made, at best, minimal effort to do what it knew it was required to do for 

the protection of the Vaughan children. A single example of this is that, although Policy 1190 

required Szekalski to make two contacts for each reporter, he made only two out of the sixteen 

required contacts for the reports received by DCYF in April 2018. 

C. DCYF continued receiving alarming reports of Connor’s abuse and neglect 
of the Vaughan children throughout the remainder of 2018. 
 
i. Report # 9 to DCYF on June 19, 2018  

129. On June 19, 2018, DCYF received a report from an anonymous caller, identified as 

a neighbor, alleging physical abuse of M.V. by Connor.  

130. This report was opened as Assessment #770026.  

131. The reporter told DCYF that Connor “is always yelling at one of the boys.” Further, 

the reporter told DCYF that, on this day, the reporter observed the following: Connor pushed and 

kicked a boy; Connor yelled at the boy; Connor removed the boy from the car and, as he ran away 

from her, his shoe fell off and he bent down to pick it up, at which time Connor kicked the boy; 

Connor told him to keep running and to run to the police station, to which the boy cried “I don’t 
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want to;” the boy was crying before and after he got out of the car; and while the boy was in the 

car, it looked like Connor was slapping him. 

132. CPSW Marrone conducted a home visit. This was CPSW Marrone’s second time 

visiting the home due to reports of physical abuse, where his first visit occurred in 2017. 

133. During the visit, Connor denied that she kicked or pushed the children. Instead, she 

reported using “exercise as punishment” and having the children run up the stairs once if they lied 

or “did something bad.”  

134. Connor – seemingly emboldened by DCYF’s failure to hold her accountable for 

abuse and neglect – openly told CPSW Marrone that she used “exercise as [physical] punishment” 

– despite DCYF’s prior safety plan prohibiting her from using such “physical punishment.” Indeed, 

at the time of CPSW Marrone’s visit, DCYF had failed to review the safety plan. 

135. If CPSW Marrone had complied with DCYF Policy 1172, he would have known 

that the safety plan prohibited Connor from using exercise as physical punishment, because Policy 

1172 required CPSW Marrone to identify any family history with DCYF and “review all available 

prior Founded, Unfounded, and Unfounded but with Reasonable Concerns reports on the 

child/youth and family to evaluate their significance to the current Assessment.” 

136. Moreover, Connor’s admission to using exercise as physical punishment should 

have raised concerns for CPSW Marrone about whether Connor was subjecting the children to 

“torture,” where Policy 1152 defines “torture” as “child physical abuse” by “deliberately or 

systematically inflicting unusual or cruel treatment that results in suffering” and where three out 

of four examples of torture noted in the Policy are punishment of a physical nature. 

137. Marrone met with the children in front of Connor, and there is no documentation 

that he asked M.V. and I.V. about the specific reports of Connor kicking, slapping and pushing, 
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all of which was in violation of, inter alia, Policy 1202. Further, Marrone did not make efforts to 

interview all children in the home, despite that they were present and that he was required to do so 

under, inter alia, Policies 1201 and 1202. 

138. DCYF failed to notify Danielle of this report in violation of DCYF Policy 1173.  

139. The 24-Hour Safety Assessment for Assessment #770026, although due on June 

22, 2018, was not completed until September 26, 2018. Marrone did not complete much of the 

Safety Assessment, instead marking “N/A” throughout the form. DCYF’s failure to timely and 

fully complete the Safety Assessment was a violation of DCYF Policy 1192.  

140. On November 28, 2018, Supervisor Andrews completed the Risk Assessment and 

closed Assessment #770026 as “Incomplete” 162 days after the Assessment was opened. Failing 

to timely close was in violation of DCYF Policy 1208.  

ii. Report # 10 to DCYF on August 6, 2018 

141. On August 6, 2018, DCYF received a report from an anonymous caller alleging the 

physical abuse and neglect of all the children by Connor.  

142. This report was opened as DCYF Assessment #775550 with a Level 1 priority.  

143. The reporter told DCYF that Connor “is physically abusive to the children.” The 

reporter added that, due to past reports to DCYF, Connor had changed her methods for inflicting 

abuse to include those that will not leave marks, such as putting the children in cold bath water, 

and suffocating them with a pillow when they cried for fear of getting in the cold bath, which 

examples should have raised concerns for DCYF that the Vaughan children were being subjected 

to “torture” and “child physical abuse” as the terms are defined in Policy 1152. 
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144. Further, DCYF should have had additional concerns that the children were being 

subjected to various forms of “child physical abuse” and “neglect” as those terms are defined in 

Polices 1152 and 1151, respectively, where the reporter informed DCYF of the following: 

a. Connor made the children go up and down the stairs 50 times without holding onto 

the railing, which should have raised concerns for DCYF about Connor’s refusal to 

adhere to the safety plan prohibiting use of physical punishment, including exercise, 

and which was indicative of physical abuse;  

b. Connor made the children sleep in the locked basement with no lights and no toilet, 

i.e., indicative of tying/close confinement, torture, and inadequate basic care; 

c. Connor hit the children on their bare bottoms with her hand after making them pull 

down their pants, i.e., indicative of physical abuse; and 

d. Connor abused her opioid prescriptions and wore a necklace filled with “Dab” (a 

concentrated form of cannabis) that she smoked all day with the children in the 

same room, thereby supervising them while high on cannabis and exposing them to 

contact ingestion of same, i.e., indicative of neglect and/or abuse. 

145. Regarding Dennis, the reporter shared that Connor “hates him the most” and keeps 

him – then age four – in his highchair all day and night, i.e., indicative of torture. 

146. Also regarding Dennis, the reporter told DCYF that Connor fed Dennis rotten 

canned food without heating it, i.e., indicative of torture and inadequate basic care by means of 

malnutrition. 

147. On August 7, 2018, CPSW Erin Vittum spoke with Connor by phone and in person 

when she visited Connor’s home. Vittum noted a “very strong odor of urine in the home,” 

indicative of inadequate basic care under Policy 1151. Further, had Vittum reviewed the family’s 
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history and prior reports containing allegations of abuse and neglect of the children, as required by 

Policy 1172, Vittum would have learned about prior reporters informing DCYF that the children 

were denied access to a bathroom and forced to urinate and defecate in the home. 

148. Vittum discussed with Connor the reporter’s concern that Connor was punishing 

the children with cold baths and suffocating them with a pillow if they cried about the cold baths. 

Vittum documented Connor’s response verbatim as follows: “if that is the concern (the water) then 

I know where it’s coming from,” and identified her sister as the reporter. Connor’s explanation to 

Vittum was that eight-and-a-half-year-old I.V. had recurring accidents necessitating baths, but his 

fear of water for not knowing how to swim caused him to cry when baths were necessary. Connor 

said her sister observed I.V. crying because he did not want to take a post-accident bath, but her 

sister “made an assumption that this was discipline,” because her sister did not know about I.V.’s 

accidents. Incredulously, Vittum accepted this cockamamie explanation and did not ask Connor 

about the reporter’s allegation that Connor suffocates the children with pillows when they cry 

about their cold bath punishments. 

149.  Connor also told Vittum that when the kids misbehave, she makes them run up the 

stairs five times when they lie or ten times for stealing.  

150. Although Vittum noted the children did not have “any noticeable marks, injuries, 

bruising or any indication of physical abuse,” the CPSW knew of the reporter’s explanation that 

Connor “changed her ways and is now disciplining the children in ways that will not leave marks.” 

None of the reported abuse detailed above would be observable by Vittum.  

151. With the report of Connor’s efforts to conceal the abuse, the CPSW should have 

questioned the children about the allegations separately from Connor to ensure they were not 

influenced or intimidated. Instead, Vittum spoke with the children in front of Connor and further 
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failed to meaningfully investigate because she never questioned the children about any specific 

allegations of abuse, all in violation of Policy 1202. 

152. Vittum further documented that Connor was “very talkative and spoke very fast 

throughout this meeting.” Connor’s documented behavior should have raised suspicion that 

Connor was possibly under the influence, but Vittum failed to question Connor about this and also 

failed to ask her about the allegation that she used drugs in front of the children.  

153. DCYF failed to notify Danielle of this report in violation of DCYF Policy 1173. 

154. The 24-Hour Safety Assessment for Assessment #775550, although due on August 

8, 2018, was not done until October 19, 2018. Vittum did not complete the Safety Assessment, 

instead marking “N/A” throughout the form. Vittum marked the children as "Safe" in their home. 

Failure to timely and fully complete the Safety Assessment was a violation of DCYF Policy 1192.  

iii. Report # 11 to DCYF on August 30, 2018 

155. On August 30, 2018, DCYF received a report from a professional reporter, Leonard 

Campbell, a social worker with Catholic Charities.  Campbell reported that he had been assisting 

Connor in finding housing due to eviction, and he was concerned that Connor was not acting in 

the children's best interest.  

156. This report was added to Assessment #775550 as an Additional Information report 

#778420.  

157. DCYF failed to notify Danielle of this report in violation of DCYF Policy 1173. 

158. On November 11, 2018, Supervisor Andrews completed the Risk Assessment and 

closed Assessment #775550 as unfounded one hundred and sixty-two (162) days after the 

Assessment was opened. Failure to timely close the Assessment was in violation of DCYF Policy 

1208.  
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D. Although the nature of Connor’s reported abuse and neglect of the children 
continued increasing in intensity in the year leading up to Dennis’s homicide 
– including Connor’s cruel, bizarre, and sadistic mistreatment of the children 
– DCYF still permitted Connor’s continued access to the children and, 
therefore, their continued abuse and neglect. 

 
159. To kick off 2019, DCYF received four separate reports from three separate 

professional reporters, three of which occurred back-to-back, and all four of which detailed 

continued physical abuse and neglect of the Vaughan children by Connor. 

i. Report # 12 to DCYF on January 14, 2019 

160. The first of the year was on January 14, 2019, when DCYF received a report from 

a professional reporter, school social worker Jamie Walters, alleging Connor’s neglect of Dennis, 

M.V., I.V., and E.V.  

161. This report was opened as DCYF Assessment #797878.  

162. Walters reported that she visited Connor's home and smelled marijuana when 

Connor opened the door, and the two younger children were home. Walters noted Connor stated 

that I.V. urinates all over the bathroom, both boys are smearing feces in the bathroom, and were 

also hiding feces wrapped in toilet paper around the house. Walters noted that none of these 

behaviors were observed at school. Connor told Walters that she makes the boys defecate in five-

gallon buckets in the living room.  

163. Walters also noted both boys come to school with bruising quite often, that Connor 

has a history of substance abuse, and that she may have undiagnosed mental health issues. Further, 

Walters noted Connor’s statements that the boys’ teachers gave them snacks and water at school 

but told them not to tell Connor, as well as that the boys were stealing food from classmates’ 

lunchboxes and from the trash.  
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164. Walter’s report of the foregoing to DCYF should have raised concerns that the 

Vaughan children were being subjected to “child physical abuse” and “neglect,” as defined in 

DCYF Policies, by means of intentionally inflicted physical injury, torture, psychological abuse, 

failure to protect, lack of supervision, inadequate basic care, inadequate hygiene, and/or 

malnutrition.  

165. Further, Walters reported to DCYF that Connor had shared a number of alarming 

statements regarding the children, including that Connor “can’t handle it,” suggesting Connor 

experienced extreme frustration with the children that prevented her from “handl[ing]” them 

appropriately. 

166. Walters further reported to DCYF that Connor made a series of statements 

indicating that she was intent on ridding the boys of both their father and “the devil,” including 

that Connor stated: she “found god;” the boys were “taught to follow the devil” by their father, 

who was in a cult; she did not know what else to do with the boys aside from having the pastor 

come to the house to get the “devil out of the boys” (quotes in original); and “she is going to have 

someone come to the house to get the devil out.” These statements should have raised concern that 

the boys under Connor’s care were in imminent danger of physical and psychological harm 

through Connor’s expressed commitment to doing what she deemed necessary to get the “devil 

out of the boys.” 

167. Additionally, during this discussion with Walters, Connor further asserted that there 

were “rumors” that she abused the children, and she avoided asking school staff for help because 

she did not trust them.  

168. There is no record that DCYF contacted the professional reporter about this report, 

which was in violation of DCYF Policy 1190. 
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169. DCYF failed to notify Danielle of this report in violation of DCYF Policy 1173. 

ii. Report # 14 to DCYF on January 15, 2019  
 

170. The very next day, DCYF received a report from a professional reporter and M.V.;s 

teacher, Lisa Dubois, about physical abuse of M.V. by Connor.  

171. This report was added to Assessment #797878 as an Added Allegation report 

#798214.   

172. Dubois reported to DCYF that she observed visible bruises on M.V.’s right 

cheekbone. In addition, M.V. was absent from the after-school program, and Dubois was 

concerned because when she asked M.V. about the bruises, he ran away from Dubois, crying. 

173. During DCYF’s home visit, M.V. stated he did not know how he got the bruises. 

This should have raised concerns for DCYF given M.V.’s reaction to Dubois when she inquired 

about the origin of his bruising.  

174. DCYF failed to notify Danielle of this report in violation of DCYF Policy 1173. 

175. There is no record that DCYF contacted the professional reporter about her report, 

which was in violation of DCYF Policy 1190. 

iii. Report # 15 to DCYF on January 16, 2019 

176. For the third consecutive day in January 2019, DCYF received a report from a 

professional reporter, Nina Demarco, a licensed therapist, alleging abuse and medical neglect of 

Dennis and I.V. by Connor.  

177. This report was added to Assessment # 797878 as an Added Allegation report 

#798258.  

178. Demarco reported to DCYF the following abuse and neglect concerns: Connor had 

the children go to the bathroom in a bucket; E.V. recently fell into the fireplace and burned his 
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hand, an injury for which Connor did not seek medical care; Dennis recently fell down the stairs 

and was “shaking afterward,” an injury for which Connor did not seek medical care; I.V. and 

Dennis both had bruises and scrapes; and I.V. and Dennis had both been drinking out of the toilet 

because they are thirsty. Also, I.V. and Dennis have bruises and scrapes.  

179. CPSW Wilcox left a message for the reporter, but she failed to follow up as required 

under DCYF Policy 1190. 

180. On this day, Wilcox spoke with another professional reporter, school social worker 

Jamie Walters, about a previous Assessment. Wilcox documented the reporter as having conveyed 

that “she is very concerned about the boys, [and] she stated the after school program called in 

another report because there was bruising on one” of the boys.  

181. Wilcox contacted Connor, who reported the children were smearing their feces and 

urinating on the wall. In addition, Connor stated that she caught one of the boys drinking out of 

the toilet and noted she does not allow the children to drink past 6:30 PM without her permission 

because they wet the bed. 

182. When asked about making the boys defecate in a bucket in the living room, Connor 

offered a different version from what she told Jamie Walters; instead, Connor claimed she put an 

old potty-training seat on the bucket in the bathroom. 

183. The Safety Assessment for Assessment #797878, due on January 26, 2019, was not 

completed until March 5, 2019. Wilcox did not complete much of the Safety Assessment, instead 

marking “N/A” throughout the form. Wilcox marked the children as "Safe." Failure to timely and 

fully complete the Safety Assessment was a violation of DCYF Policy 1192. 

iv. Report # 16 to DCYF on January 28, 2019 
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184. The fourth January 2019 report to DCYF concerning the abuse and neglect to the 

Vaughan children came when DCYF received a report from a professional reporter, school social 

worker Jamie Walters, about physical abuse of M.V. by Connor.  

185. This report was added to assessment #797878 as an Added Allegation report 

#799910. 

186. Walters reported to DCYF that the boys – since they came under Connor’s custody 

– have been consistently coming to school with facial bruises, and M.V. had bruising under his 

right eye and on his right cheek along with a scratch on his right eye. Walters told DCYF that she 

did not ask M.V. about his injuries because the children have been coached not to talk.  

187. On January 28, 2019, CPSW Jason Hunt and CPSW Trinity Mulleavey interviewed 

M.V. at school.  

188. When they asked M.V. whether he liked living with his grandmother, M.V. did not 

answer the question and, instead, immediately responded, “she doesn't beat nobody up; she's real 

nice.”  

189. In response to the sixteenth time that DCYF was notified about the abuse and 

neglect of the Vaughan children, this is the first time that DCYF ever interviewed any of the 

children at school, as opposed to prior communications with the children in Connor’s home, the 

majority of which occurred in her presence. During the duration of Connor’s custody of the 

children, nothing prevented DCYF from interviewing the children at school. 

190. While at the school, there is no record that either CPSW attempted to contact the 

reporter – a school employee – about her report, nor is there any record that DCYF attempted to 

follow up with the reporter, as is required under DCYF Policy 1190. 
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191. Hunt called Connor about M.V.’s interview, and Connor admitted that she had the 

children use a five-gallon bucket to go to the bathroom. 

192. DCYF failed to notify Danielle of this report in violation of DCYF Policy 1173. 

193. The Safety Assessment for Assessment #797878, due on January 26, 2019, was not 

completed until March 5, 2019. Wilcox did not complete much of the Safety Assessment, instead 

marking “N/A” throughout the form. Wilcox marked the children as “Safe.” Failure to timely and 

fully complete the Safety Assessment was a violation of DCYF Policy 1192. 

v. Report # 17 to DCYF on May 28, 2019  
 

194. On May 28, 2019, DCYF received a report alleging the medical neglect, neglect, 

and physical abuse of Dennis, M.V., I.V., S.V., and E.V. by Connor. The reporter's identity was 

redacted.   

195. This report was opened as DCYF Assessment #818428.  

196. The reporter told DCYF the following: the children were not in counseling despite 

numerous behavioral concerns and trauma history; Connor smoked marijuana frequently in the 

home, and the home reeks of marijuana; Connor had brought edibles (i.e., food infused with 

cannabis) to her neighbors; the house was dirty, looked like a hoarder’s home with stuff 

everywhere, including a dog’s pee pads everywhere; a lot of yelling and banging could be hear 

from the house; and Connor slapped the four-year-old abast the mouth and poked him in his mouth 

with a key as punishment for pushing the two-year-old.  

197. During his home visit, CPSW Hunt described the condition of the home as 

“cluttered.”  Hunt observed the children but did not ask them questions. There is no record that he 

investigated reports of Connor slapping one of the children or her drug use and bringing marijuana 

edibles to neighbors.  
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198. On June 5, 2019, Connor told the CPSW on the phone that she objected to the 

children being interviewed but would allow a “basic safety check” of the children. Hunt conducted 

the limited safety check questioning in front of Connor. 

199. However, Connor’s objection to DCYF interviewing the children need not have 

stopped Hunt’s efforts to do so: rather, under DCYF Policy 1201, prior notification to Connor 

regarding such interviews was “not advisable nor required” given, inter alia, that the alleged 

perpetrator of the abuse was a member of the household. Further, New Hampshire statute, 

explicitly cited in Policy 1201, enabled Hunt to interview the children:  

Department [i.e., DHHS, which includes DCYF] employees who are trained 
caseworkers shall have the right to enter any public place, including...schools...for 
the purpose of conducting an interview with a child, with or without the consent or 
notification of the parent...if there is reason to believe that the child has been...   (c) 
Intentionally physically injured so as to cause serious bodily injury; (d) Physically 
injured by other than accidental means so as to cause serious bodily injury; (e) A 
victim of a crime; [or]...(g) Neglected. 

 
See NH RSA 169-C:38, IV. 
 

200. Hunt knew about his ability to conduct interviews of the children without prior 

notification or consent because he had done it before on January 28, 2019. 

201. The Safety Assessment for Assessment #818428, due on May 29, 2019, was not 

completed until June 3, 2019. CPSW Hunt marked the children as "Safe.” Failure to complete the 

Safety Assessment timely was a violation of DCYF Policy 1192. 

vi. Report # 18 to DCYF on June 24, 2019   

202. On June 24, 2019, DCYF received a report from professional reporter Lisa Decker, 

a nurse at LRGH.  

203. This report was added to Assessment # 818428 as an Added Allegation report 

#822520.  
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204. Decker reported to DCYF that, although Connor brought I.V. to the Emergency 

Room purportedly for mental health reasons, Connor left with I.V. before the doctor could see 

him. Decker also reported that Connor had three other children with her, and she was extremely 

angry with I.V. and yelling. 

205. When Hunt visited Connor, she denied screaming in I.V.’s face despite Decker’s 

report to the contrary. Further, Connor told Hunt that she left the hospital because the staff was 

rude to her. This should have raised concerns with DCYF that I.V. was experiencing medical 

neglect, as defined in DCYF Policy 1151. 

206. The Safety Review for Assessment #818428, due on June 25, 2019, was not 

completed until January 23, 2020, which was after Dennis’s homicide and the removal of the 

Vaughan children from Connor’s home. Failure to timely and fully complete the Safety 

Assessment was a violation of DCYF Policy 1192. 

E. In the six months leading up to Dennis’s homicide, DCYF remained abreast of 
increasing danger that the Vaughan children were – so much so that they 
removed I.V. from Connor’s care based on physical and emotional abuse he 
suffered and disclosed during a CAC interview – but, nevertheless, DCYF 
persisted in leaving Dennis, S.V., M.V., and E.V. in Connor’s care, despite that 
it was reasonably foreseeable to DCYF that significant harm to the children 
would result. 
 
i. Events of June 25 to July 1, 2019 

 
207. Around this time, Connor left Danielle a disturbing voicemail, in which I.V. could 

be heard in serious distress as Connor yelled and swore at him, called him names, and stated to the 

effect that she did not know what to do with I.V. 

208. On June 25, 2019, Danielle filed a motion to terminate Connor's guardianship over 

the children with the Family Division Court.  



 
 

42 
 

209. On or about June 29, 2019, Connor and the children were on a camping trip at the 

Circle 9 campground in Epsom, New Hampshire.  

210. When Danielle subsequently arrived at the campground, I.V. was crying 

uncontrollably, and he was being hit and pulled. S.V. told Danielle that Connor instructed her to 

“kick I.V. in the nuts” and drag him into the woods. I.V. went home with Danielle and stayed 

overnight. 

211. On July 1, 2019, Danielle contacted CPSW Ann Farley to express her concerns 

about the children continuing to live with Connor. Danielle relayed to Farley both her observations 

at the campground and that she had received the voicemail described above. 

ii. Report # 18 to DCYF on July 6, 2019 
 

212. On July 6, 2019, CPSW Hunt was notified by a professional reporter, a Laconia 

Police Department officer, about a neighbor’s report of abuse by Connor.  

213. Hunt documented this report in the contact log for an existing assessment. Instead, 

he should have recorded the information for purposes of opening a new assessment. 

214. The officer’s email stated as follows:  

The neighbors next door provided information and later statements two days before 
you went there to check on the family. They also gave me [a] video of a kid being 
left outside; these are videos from Nov. 2018 to Jan 2019. The video shows one 
child a young male barefoot and sometime with shoes in cold weather doing 
homework in the fenced in back yard. I checked the weather for the dates that are 
listed with the videos. The temps range from 37 degrees to 44 degrees. They heard 
other stories of the kids peeing and pooping into buckets in the house. The reporters 
believe the child is being punished for something and that's why they leave him 
outside. I'm not sure why they waited several months to let us know, about the child 
being outside in the cold. 
 
215. Hunt advised the police officer that he is “working with this family,” had “some 

significant concerns,” and he requested copies of the police report and the video. However, there 
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is no documentation that CPSW Hunt ever received the police records or videos, followed up with 

the police or neighbors, or questioned Connor or the children about the above.  

216. Although Hunt documented this new information in the contact log, he failed to 

have the information from the Laconia Police Department screened in by either a supervisor or by 

Central Intake as an Added Allegation as required by DCYF Policy 1212, since this report 

contained new allegations of physical abuse and neglect. Had DCYF properly added this report as 

an Added Allegation, that would have required Hunt to make a home visit, meet or observe all the 

children in the home, conduct a safety review, and address the allegations with Connor and the 

children.  

217. Further, no DCYF Supervisor reviewed the Assessment and its contact log prior to 

closure, which is required under Policy 1157 to ensure that the  CPSW reviewed all the reports 

associated with the assessment. 

iii. Report # 19 to DCYF on July 6, 2019 

218. On the very same day that Hunt received the above report from the Laconia Police 

Department, DCYF received a report from Connor. 

219. This report was added to Assessment #818428 as an Additional Allegation report 

#823802.  

220.  Connor reported to DCYF that she took nine-year-old I.V. to the hospital, 

purportedly because of conduct toward his siblings, but the hospital would not admit him because 

of his age. Connor also alleged that I.V. ran away and hit his brother with a stick.  

221. Connor’s report to DCYF was indicative of her own medical neglect, failure to 

protect, and failure to supervise the children. 

222. CPSW Hunt did not contact Connor about her report in violation of DCYF policy.  
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223. Months later, on September 12, 2019, CPSW Mulleavey contacted Connor to 

address Connor’s report for the first time.  

224. Once again, however, no interventive action by DCYF came of this. 

E. In July 2019, only five months prior to Dennis’ homicide, DCYF removed I.V. 
from Connor’s care based on the abuse and neglect that he suffered by Connor 
but, nevertheless, permitted Dennis, S.V., M.V., and E.V. to remain under 
Connor’s care and control. 

 
225. On July 9, 2019, Danielle went to Hunt’s office and played the voicemail message 

that Connor left on Danielle’s phone, within which I.V. can be heard in serious distress as Connor 

abuses him. 

226. After listening to the voicemail, Hunt documented that he heard Connor “yelling 

and berating” I.V., through Connor’s frequently slurred speech, while I.V. cried. At times, Hunt 

could also hear I.V. start screaming as if something [or someone] had hurt him at that moment.  

227. Hunt further noted that Connor said to I.V.: “I can't wait to get rid of you;” “You 

fucking piece of shit;” “Fucking dirty dog;” “Little fucking bitch;” “Little mother fucker;” 

“Fucking neighbors are gonna call the cops on me;” and “Shut the fuck up you little shit!” 

228. Hunt documented the new information in the contact log, but he failed to have the 

new information screened by either a supervisor or by Central Intake. The voicemail message was 

a new allegation of abuse and neglect, such that DCYF should have properly added this report as 

an Added Allegation under Policy 1212, which would have required a CPSW to make a home 

visit, met or observe all the children in the home, conduct a safety review, and address the 

allegations with Connor and the children. DCYF failed to take these actions in violation of DCYF 

policies. 

i. Report # 20 to DCYF on July 10, 2019  
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229. The very next day, DCYF received a report from a professional reporter, Officer 

Andrew Kuc with the Laconia Police Department.  

230. This report was added to Assessment #818428 as an Additional Information report 

#824272.  

231. Officer Kuc reported to DCYF that Connor brought I.V. to the Laconia Police 

Department, asking the police to speak with him and reporting that I.V. allegedly kicked the other 

children. Officer Kuc said that he tried talking to I.V., who was crying, but I.V. did not answer. 

Officer Kuc also told DCYF that, later that same afternoon, the Department received a report from 

Connor asserting that I.V ran away.  

ii. Although DCYF removed I.V. from Connor’s care, they permitted 
Dennis, M.V., S.V., and E.V. to remain in her care.  
 

232. On July 10, 2019, DCYF CPSWs met with Connor at Bartlett Beach in Laconia. 

Connor allowed I.V. to go with Danielle, but she refused to let Dennis leave with Danielle. 

233. DCYF’s failure to remove Dennis, M.V., E.V., and S.V. defied all notions of 

common sense, was contrary to DCYF’s statutory duty to ensure the children’s safety, and was 

contrary to DCYF Policy 1210’s clear mandate: “When the child’s safety cannot be secured, the 

child must be placed outside the home.” 

234. The egregiousness of this failure by DCYF is highlighted by the New Hampshire 

Child Protection Act – the same act creating DCYF’s statutory duty of child protection – provided 

DCYF with the means to remove Dennis, M.V., E.V., and S.V. from Connor’s care. See RSA 169-

C:6, VI (“the court having jurisdiction over a child who appears to be abused or neglected, and in 

imminent danger may issue ex parte orders pursuant to RSA 169-C:6-a, permitting the child or the 

alleged perpetrator to be removed from the home at the request of the department [including 

DCYF] or a law enforcement officer”); see also RSA 169-C:6, I (“a police...officer may take a 
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child into protective custody without the consent of the...person legally responsible for the child's 

care if the child is in such circumstances or surroundings as would present an imminent danger to 

the child's health or life unless immediate action is taken and there is not enough time to petition 

for a court order”).  

235. The next day, on July 11, 2019, Danielle contacted Hunt to report disclosures that 

I.V. made to her, including that Connor duct taped him to a chair during the camping trip, Connor 

put hot jalapeno sauce on his and M.V.’s privates for punishment, and Connor made S.V. sleep in 

a laundry basket for punishment. This report should have raised concerns for DCYF that the 

Vaughan children who remained in the home were being subjected to, inter alia, sexual abuse, 

physical abuse, psychological abuse, torture, tying and confinement, and inadequate basic care. 

236. Later that day, on July 11, 2019, Hunt interviewed I.V. at Danielle’s home. Hunt 

noted that I.V. said Connor taped him to the chair over his arms so he couldn't run away again. 

When Hunt asked I.V. where the tape was on his body, he said it was around his arms and the 

chair. Hunt asked if he could move out of the chair if he wanted, and I.V. said he could not.   

237. Based on the disclosures that I.V. made to Hunt during the interview, CPSW Hunt 

created a Safety Plan to remove I.V. from Connor’s home and place him with Danielle based on 

the physical and emotional/psychological abuse he suffered by Connor. Additionally, Hunt said 

that he would question the other children. Hunt’s Safety Plan noted concerns of “excessive 

discipline, confinement while in the care of grandmother [and] grandmother instructing other 

children (siblings) to harm [I.V.].”  

238. Both Hunt and Danielle signed the Safety Plan on July 11, 2019. 

239. With I.V.’s disclosures to CPSW Hunt, I.V. was interviewed at the Child Advocate 

Center (CAC) on July 25, 2019. He disclosed that Connor taped him to a chair at the campground, 
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hit I.V. and M.V. on the back with a belt leaving bruises, and Connor left bruises all over Dennis’s 

body from beating him. 

240. Following DCYF’s Safety Plan removing I.V. from Connor’s care and returning 

him to Danielle, Connor – who retained unfettered control over Danielle’s access to the children 

– did not allow Danielle to see the other children again. 

241. In fact, Danielle never saw Dennis again due to his tragic homicide on December 

24, 2019, and she did not see M.V., E.V., nor S.V. until after Dennis’s homicide.  

242. The Family Division Court described Connor’s conduct as “the maternal 

grandmother’s sadistic isolation of [Danielle] from her children.” 

243. After this time, Danielle had no direct knowledge of her children’s condition and 

relied on DCYF to perform its activities to protect her children. 

244. Although I.V. disclosed physical abuse of the other children by Connor in his CAC 

interview, there is no record that CPSW Hunt met or observed the children about I.V.’s disclosures. 

Likewise, DCYF has no documentation that the caseworker contacted Connor about I’V.’s 

disclosures. This was in violation of DCYF policies.  

245. In fact, after I’V.’s Safety Plan and his CAC interview disclosures, DCYF did not 

meet with or see Connor and the children during the remainder of July 2019 nor during the entire 

month of August 2019. 

F. The Court’s hearings on Danielle’s motion to terminate guardianship and 
their aftermath: DCYF does nothing to remove the children from Connor’s 
home, nor to ensure their safety, despite that the Court ordered DCYF to  act 
in this regard.   
 
1. August 26, 2019: the first scheduled hearing on Danielle’s motion to 

terminate guardianship  
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246. On August 26, 2019, the Family Division Court held a hearing on Danielle’s motion 

to terminate Connor’s guardianship.  

247. A letter from CPSW Hunt and DCYF Supervisor Cross was submitted to the Court, 

which reported DCYF had an open assessment. The letter stated, in part, that “additional concerns 

for the children’s safety and well being (sic) while in Ms. Connor’s care have been brought forward 

and are still being investigated.”  

248. At the hearing, the Court indicated that it was inclined to grant the motion to 

terminate Connor’s guardianship, stating a “transition” from Connor’s care to Danielle would be 

necessary and that the Court thought it prudent to hear testimony on this matter.  

249. The Court rescheduled the hearing, ordered CPSW Hunt to attend, and instructed 

DCYF to “assert a position as to the permanency of this family.” 

250. The rescheduled hearing was to occur on October 2, 2019. 

2. Though the Court’s hearing on Danielle’s motion to terminate guardianship 
was scheduled for October 2, Connor made baseless reports concerning 
Danielle’s ability to care for the children in the days leading up to the hearing 
in order to keep the children under her care and control.  

 
a. Report # 21 to DCYF on September 26, 2019 

251. On September 26, 2019, DCYF received a report from Ann Barach, a guidance 

counselor at M.V.’s school.  

252. This report was opened as DCYF Assessment #834550.  

253. Barach reported that Connor called Barach for the purpose of relaying to Barach 

disclosures which Connor asserted M.V. made to her. Connor told Barach that M.V. purportedly 

disclosed concerning conduct by Danielle, Dennis, Sr., and his former foster mother to Connor. 

254. In other words, Connor told Barach that M.V. disclosed concerning conduct by all 

of the caregivers M.V. had ever had – that is, except for Connor, of course. 
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255. The timing of Connor’s call to Barach was suspect given that Connor placed this 

call to Barach only six days before the Court’s October 2 rescheduled hearing to terminate 

Connor’s guardianship. 

256. Connor’s decision to call Barach – a school employee – to discuss this matter was 

further suspect given Connor’s expressed distrust for school staff when it came to the safety and 

wellbeing of the children and that Connor had, on multiple prior occasions, contacted DCYF 

and/or law enforcement to report purported abuse and neglect concerns, where it was proper for 

those agencies to field such concerns. 

257. Under DCYF Policy 1208, DCYF had a mandatory sixty (60) day timeframe within 

which to conclude Assessment #834550. However, as described below, DCYF failed to timely 

close this assessment and continued to add “Additional Information” reports to it, instead of 

properly opening those new reports as new assessments. DCYF would not close this report until 

February 4, 2020, which was after Dennis’s homicide. 

b. Report # 22 to DCYF on September 27, 2019 

258. The very next day, DCYF received a report from a reporter whose name is redacted. 

Despite the redacted reporter’s name, the individual who caused the report to occur was clear, as 

the reported stated that, “per Sherry” (i.e., Connor), “the older children [are] being abusive to the 

younger children.”  

259. This report was added to Assessment #834550 as an Additional Information report 

# 834674. 

c. October 2, 2019: the second (rescheduled) hearing on Danielle’s motion to 
terminate guardianship 

 
260. At the October 2, 2019, rescheduled court hearing to terminate Connor’s 

guardianship, DCYF Supervisor Cross informed the Court that DCYF received Connor’s recent 
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reports and, prior to the recent reports, “the Division was prepared to reunite the children with their 

mother,” but “the [recent] reports were such that their support would be suspended, pending the 

interview of the children.”  

261. Danielle learned of Connor’s baseless reports to DCYF for the first time during the 

hearing, and Danielle knew this was Connor’s attempt to prevent or delay the guardianship 

termination. 

262. DCYF’s receipt of the reports, and the information it provided to the Court about 

the reports, delayed resolution of Danielle’s motion to terminate Connor’s guardianship. The Court 

stated, “[t]he Court has heard the concerns of the Division and has reserved any further 

consideration [of the guardianship termination] until the children have been interviewed at the 

CAC.” 

263. DCYF knew, as documented by Supervisor Jennifer Cross, that the Court “would 

await a motion from DCYF on when the hearing could move forward” before the Court would be 

able to rule on the motion to terminate Connor’s guardianship. 

264. In other words, DCYF knew that  the children would remain under the care and 

control of Connor until DCYF took action.  

265. However, the action that the Court required DCYF to take was quite simple, as set 

forth in the Court’s October 2 order: (1) schedule the children for CAC interviews; and (2) update 

the Court before another hearing will be scheduled. 

266. As it would turn out, however, even this DCYF could not do. 

G. After the Court’s October 2 order imposing obligations upon DCYF, Danielle 
begged DCYF – and anyone else who would listen – for DCYF to do as the 
Court had instructed in an effort to protect her children.  
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267. On October 8, 2019, Danielle called CPSW Wilcox about Connor’s reports and 

indicated that she wanted DCYF to complete the children’s CAC interviews and the investigation. 

Danielle requested a callback “to ensure her children are safe.” 

268. On October 11, 2019, CPSW Bastian documented that Danielle left multiple 

voicemail messages.  

269. That same day, Danielle called the Office of the Ombudsman at DHHS (OMB) to 

report that “DCYF isn’t doing anything” within the context of the Court’s October 2 order. The 

OMB is that state agency, within DHHS, which assists with complaints and disagreements for 

matters involving DHHS. 

270. From October to December 2019, Danielle made multiple reports to the Office of 

Child Advocate (OCA) about DCYF and her children. The OCA was statutorily created for the 

purpose of “provid[ing] independent oversight of...[DCYF] to assure that the best interests of 

children are being protected.” See RSA 170-G:18. 

271. Prior to M.V.’s CAC interview, Connor met with CPSW Bastian and others 

involved in the CAC process. 

272. When Connor was asked how this disclosure came about, Connor said she “just 

knows.” Bastian documented that Connor gave “a lot of information from the past and it was 

difficult to follow to whom, if anyone, M.V. disclosed to recently.” (Emphasis added). 

273. Bastian documented that Connor reported “M.V. never said anything; but later 

stated ‘the other night’ [and] ‘a couple of weeks ago’ he made his disclosure.” 

274. Also, Bastian noted that while Connor spoke about M.V.’s purported disclosure, 

she used language that “sounded to be her own verbiage, not to have come from a disclosure [by 

M.V.].” 
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275. On October 17, 2019, M.V. had his CAC interview about Connor’s report.  

276. According to the Laconia Police Department, M.V. made no disclosure consistent 

with Connor’s report during his CAC interview.  

277. DCYF did not update the Court about the results of M.V.’s CAC interview or 

DCYF’s interview of Connor concerning her reports.  

278. On October 18, 2019, Danielle complained again to the OMB. Danielle reported 

that “DCYF is not doing anything, and the process has been stalled too long.”  

279. The OMB documented that “Complainant’s story holds up, as the prior assigned 

worker has since left DCYF. Further, Jason Hunt made the safety plan to place one child with the 

mother instead of the grandmother in July after it was revealed and corroborated that the 

grandmother taped the child to a chair.”  

280. The OMB called DCYF Supervisor Andrews, who reported that DCYF’s plan, at 

least at that time, was CAC interviews of all the children, after which DCYF intended to report the 

findings thereof to the Court.  

281. Yet, unsurprisingly, DCYF did not make efforts to schedule the other children for 

CAC interviews.  

282. Danielle called CPSW Bastian on October 22, 2019, requesting a return call. 

Bastian explained to Danielle that M.V. had completed his CAC interview and that Bastian was 

“meeting with the rest of the children” in two days on October 24, 2019. Bastian told Danielle she 

would “follow up regarding the next steps” after the visit with the other children.  

283. On October 24, 2019, CPSW Bastian made a home visit to Connor’s home. In 

Connor’s presence, Bastian observed and met with S.V., M.V., Dennis, and E.V. 
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284. Of the four children in Connor’s household, Bastian documented that because M.V. 

had just had his CAC interview about Connor’s report, she focused on his interactions with family 

members. Moreover, Bastian asserted that, because E.V. was only 3 years old, she did not speak 

to him, although she, like other CPSWs, had been trained to ask questions of children this age in 

a developmentally appropriate way. 

285. As for S.V. and 5-year-old Dennis, Bastian had access to the children but failed to 

meaningfully investigate the allegations of Connor’s report. There is no documentation that she 

ever questioned the children about the September 26, 2019, report.  

286. Bastian’s home visit on October 24, 2019, was the last time that DCYF saw Dennis 

alive before he died of homicide exactly two  months later. Bastian’s home visit was also the last 

time that DCYF saw Dennis’s siblings until after his homicide.  

287. The Safety Assessment for Assessment #834550, due on October 25, 2019, was not 

completed until December 12, 2019. Bastian did not fill out the Safety Assessment, and the 

children were marked “Safe” without any required information entered on the Safety Assessment 

form. Failure to timely and fully complete the Safety Assessment was a violation of DCYF Policy 

1192.  

288. On October 28, 2019, Danielle called Bastian about the safety of her children.  

289. Two days later without any return call, Danielle left multiple messages for the 

CPSW on October 30, 2019.  

290. On October 31, 2019, Danielle called the OMB again to complain about DCYF. 

Danielle reported that “DCYF isn’t doing enough to protect her kids from abuse by their 

grandmother.”  
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291. On November 4, 2019, Danielle called CPSW Bastian for an update because it had 

been over a month since the Court’s October 2 hearing. At this point, M.V. had his CAC interview 

on October 17, and the caseworker met with the other children on October 24, 2019.  

292. Still, the Court was waiting for DCYF’s update before it could rule on whether 

Connor retained guardianship of the children, which DCYF knew. 

293. While DCYF continued failing to take the simple action of telling the court that it 

had spoken to all of the children, the children continued to suffer abuse and neglect by Connor. 

294. After another two weeks without any action by DCYF, Danielle complained to 

DCYF Supervisor Amber LeMien on November 20, 2019. By then, it had been almost one month 

after CPSW met with the other children. The Supervisor documented Danielle’s frustration with 

DCYF and Danielle’s reminder that “the court is waiting on an update from DCYF.”  

295. Danielle feared – and rightfully so – that every day DCYF failed to further 

investigate or update the Court meant the children’s safety was at risk in Connor’s care. 

296. On November 21, 2019, Danielle contacted CPSW Bastian again about DCYF 

providing the court an update. Danielle understood from Bastian that DCYF had concluded its 

investigation.  

297. Nevertheless, DCYF still failed to update the Court on the reports consistent with 

the Court’s order.  

298. This matter was not brought before the Court’s attention again until Danielle, 

effectively, did what the Court had instructed DCYF to do: she filed a motion with the Court 

informing it that, because DCYF had completed their investigation, she was therein requesting a 

hearing with the Court in order to be hear on her motion to terminate Connor’s guardianship.  



 
 

55 
 

299. Even then, DCYF did not file anything with the Court in response to Danielle’s 

motion. 

300. Despite DCYF’s knowledge that the Court “has reserved any further consideration” 

of Danielle’s effort to remove the children from Connor’s care until DCYF’s update on the report, 

DCYF never submitted an update to the Court on the status of the children’s interviews and the 

report in utter disregard for the Court’s October 2 instructions to DCYF. 

301. After Bastian’s October 24 meeting with the children in Connor’s presence, DCYF 

did not take any action regarding the Vaughan children for the remainder of October, the entirety 

of November, or for the first two weeks of December.  

H. In the two weeks leading up to Dennis’s homicide, DCYF still had time to save 
his life and prevent his siblings from suffering the permanent, life-altering 
trauma they would endure from observing Dennis’s homicide but, without 
surprise, DCYF failed the Vaughan children yet again. 

 
i. Report # 23 to DCYF on December 12, 2019  

302. With just twelve days for Dennis to live, CPSW Bastian spoke with a professional 

reporter, Ann Barach, a guidance counselor at Dennis’s school.  

303. Barach’s report, containing new allegations of abuse with injuries to Dennis, should 

have been screened in as a new assessment under DCYF Policy 1212. Moreover, by the date of 

Barach’s report, DCYF was beyond the timeframe required for closure of Assessment # 834550. 

If  Barach’s report had been properly screened in as a new assessment, a CPSW would have been 

required to conduct a home visit within 72 hours, interview all the children in the home, notify law 

enforcement of the allegations, conduct a safety assessment, and address the concerns with Connor 

and the children. DCYF failed to take any of these steps in violation of its own policies and its 

statutory child protection duties.  
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304. Moreover, if Barach’s report had been properly screened in as a new assessment, 

the CPSW who would have performed the required home visit within 72 hours of the report would 

have seen, firsthand, the bruises on Dennis which were the subject of this report. 

305. Specifically, Barach reported, that Dennis had bruises around his mouth and added 

that “Dennis comes to school with bruises more often than not.”  

306. Moreover, when Barach called Connor to ask her about how Dennis obtained 

bruising around his mouth, Connor asserted that the Velcro on Dennis’s coat scratched his neck 

and chin. 

307. Such an implausible explanation should have raised suspicion with the CPSW, 

given that Connor’s story: identified a different type of injury that what occurred (i.e., scratching 

instead of bruising); identified different body parts as the location of the injury (i.e., neck and chin 

instead of mouth area); and asserted that a portion of Dennis’s coat – from merely wearing the coat 

– had somehow inflicted bruising. 

308. Despite this, the CPSW never contacted Connor or met with Dennis. 

ii. Report # 24 to DCYF on December 13, 2019 

309. The very next day, DCYF received a report from a professional reporter, Marie 

Liimatainen, the nurse at Dennis’s kindergarten.  

310. Liimatainen’s report was improperly downgraded as Additional Information to 

Assessment #834550, which was Connor’s September 26th report.  Rather, Liimatainen’s report 

should have been added as an Added Allegation to the Assessment that DCYF should have been 

opened from the guidance counselor’s December 12, 2019, report or, perhaps, even could have 

been screened in as a new assessment. 
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311. Liimatainen wrote a detailed letter stating that she had been the school nurse for the 

past 28 years and she was “very concerned” about Dennis. Liimatainen wrote that Dennis 

“presented here on multiple occasions with bruises, scratches, or other skin conditions of concern.” 

The reporter stated, “I am making sure that the records from school have been presented [to DCYF] 

on his behalf." 

312. Liimatainen summarized multiple “events” over a period of months indicating that 

Dennis was suffering long term abuse and/or neglect in the home, including the following:  

On October 22, 2019, Dennis had "a dry scab from a previous injury." 
 
On November 12, 2019, Dennis "had a small abrasion on his forehead, with 
healing scratches noted lateral to [the] right eye. [In addition, a] dime-sized 
bruise noted in the center of [the] right cheek." 
 
On December 9, 2019, Dennis had "a bruised lower lip and 1" bruise on 
[the] left cheek." 
 
On December 12, 2019, after being absent for two days without being called 
in absent, Dennis had "several scratches and bruises on [the] face, neck, and 
arms 
 
On December 13, 2019, Connor called the school to report Dennis as absent 

 
313. Although the reporter wrote that she was “very concerned” about Dennis, there is 

no record that the CPSW contacted this professional reporter about her report in violation of DCYF 

Policy 1190. Moreover, DCYF failed to contact Connor about the detailed allegations or meet or 

observe Dennis. These failures were also in violation of DCYF policies. 

314. Had DCYF properly assigned the report, a CPSW was required to conduct a home 

visit within 72 hours, interview all the children in the home, notify law enforcement of the 

allegations, conduct a safety assessment, and address the concerns with Connor and the children. 

DYCF failed to take these actions in violation of DCYF policies. 

315. The required home visit, if the report were properly classified, would have resulted 

in the CPSW who responded to the home observing Dennis’s injuries firsthand. 
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iii. Report # 25 to DCYF on December 16, 2019  

316. On December 16, 2019, DCYF received a report from a professional reporter at 

M.V.’s school; however, the name was redacted.  

317. Similar to DCYF’s failings in handling Nurse Liimatainen’s December 13th report 

about Dennis, this report was improperly added to Assessment #834550 as an Additional 

Information report #847396. Where this report contained new allegations of abuse about M.V., it 

should have been have screened in as an Added Allegation to the assessment that should have been 

screened in on Nurse Liimatainen’s report on December 13, 2019, under DCYF policies. 

318. Had DCYF properly screened in this report, a CPSW would have been required to 

meet and interview the children within 72 hours, conduct a safety assessment, report the allegations 

to law enforcement, and address the concerns with the children and Connor.  

319. Had DCYF properly screened in this report, the CPSW who did the required home 

check would have observed concerning injuries on both Dennis and M.V., and perhaps the other 

children as well. 

320. Here, the reporter noted that, after M.V. was suspended from school, Connor 

immediately called him in as absent when he was supposed to return. When M.V. did return, the 

reported stated that “he had concerning marks on his body” which were visible, including a quarter-

sized “fading purplish bruise” to his left cheek, a one-inch “red circle” in the center of his right 

cheek, and a “large abrasion” to the left side of his cheek. 

321. There is no record that DCYF ever, as required, contacted the reported nor met with 

Connor and the children about this report.  

H. Because DCYF failed to take appropriate interventive action to protect the 
Vaughan children from reasonably foreseeable harm, despite ample 
opportunity to do so, the next reports that DCYF received were to inform he 
agency of Dennis’s homicide.  
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322. Early on the morning of December 24, 2019, Connor found Dennis unresponsive 

in an upstairs bedroom and carried him downstairs. In addition to Connor and Dennis, in the home 

at the time were Dennis’s siblings, S.V., M.V., and E.V.  

323. Upon information and belief, S.V. called the police or 911. According to a 

neighbor’s account, S.V. was outside on the phone with 911 and Connor said, “he’s not breathing.” 

324. At around 8:00 a.m., the Laconia Fire Department arrived at Connor’s home and 

found Dennis lying on the floor, wearing only a diaper.  

325. Dennis had no pulse and was unconscious and not breathing. The first responders 

carried Dennis outside to the ambulance, which, upon information and belief, was witnessed by 

Dennis’s siblings. 

326. Dennis was brought to Lakes Region General Hospital. At the Emergency Room, 

the examining doctor noted Dennis was pale, cold to the touch, and his extremities were stiff. 

Dennis was pronounced dead, and the case was referred to New Hampshire Medical Examiner’s 

Office. 

327. Later that morning, at 9:26 a.m., DCYF was notified by the Laconia Police 

Department that Dennis “was found deceased in the home…[Connor] is not saying anything. There 

was some bruising around his face/chin. The grandmother stated that he must have fallen onto 

something.”  

328. Minutes later, at 9:29 a.m., DCYF received a report from Andrew Frechette, a nurse 

at Lake Region General Hospital that Dennis was deceased and “he has multiple bruises all over 

his body, face, arms, back.” 
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329. Later, on December 24, 2019, a CPSW spoke with Connor, who had her sister and 

son present. The CPSW noted that, at one point, Connor began “shouting that the PD and DCYF 

don’t care about the kids [and] are ruining Christmas.” 

330. The CPSW told Connor that DCYF and the police were conducting a “full 

investigation” into Dennis’s death and Connor asked if she was being arrested. 

331. On December 24, 2019, following Dennis’s death, DCYF obtained an emergency 

court order granting DCYF protective custody of the children. The Court found that continuation 

in Connor’s home was contrary to the children’s welfare because, in part, “[t]here is an ongoing 

investigation as to whether [Connor] physically abused Dennis Vaughan, Jr., a sibling of the 

children, causing his death.” The Court noted that the Laconia Police Department was investigating 

Dennis’s death “as the child had significant bruising on his body that is consistent with physical 

abuse.” 

332. In DCYF’s affidavit in support of the emergency court order, DCYF represented to 

the Court that Connor “is the primary suspect.” 

333. S.V., M.V., and E.V. were removed from Connor’s home and placed into emergent 

foster care.  

334. DCYF filed neglect petitions on behalf of the children against Connor. In DCYF’s 

affidavit in support of its neglect petitions, DCYF alleged that Connor exposed the children “to 

violence and unsanitary and unsafe home conditions and provided them with improper care and 

supervision.”  

335. In its order, the Court found that Connor neglected the children and terminated her 

guardianship. Among the reasons, the Court found that Connor’s neglect resulted in physical 

injuries to Dennis, M.V. and E.V., which were other than accidental. The Court found the condition 
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of Connor’s home to be, not only unsanitary, but also a danger to the health and welfare of the 

children. Also, the Court found that “[t]he children have suffered significant trauma in their 

grandmother’s care.” 

336. In a court order, the Court described Connor’s guardianship as a “Guardianship of 

horror for the children by the maternal grandmother.” 

337. After Connor’s guardianship was terminated, DCYF was appointed temporary 

successor guardian of the children, with the rights, duties, and powers of temporary guardians. 

338. Soon after Dennis’s death, DCYF had medical examinations of M.V. and E.V. The 

examinations revealed “significant bruising” in unusual locations, which “rais[ed] concerns of 

non-accidental injury to these children.” 

339. The manner of Dennis’s death was ruled a “homicide” and the cause of death was 

“blunt force trauma to the head and neck.” According to the Certificate of Death, Dennis’s the 

injuries from “physical assault” and the onset to death was “minutes to hours.” 

340. Based on the autopsy conducted by the New Hampshire Medical Examiner’s 

Office, Dennis suffered physical abuse over an extended period leading up to his death based on a 

multitude of injuries all over his body in various stages of healing and, upon information and belief, 

he suffered from Battered Child Syndrome. 

341. Connor was responsible for Dennis’s homicide on December 24, 2019.  As a direct 

and proximate result of Connor’s abuse and neglect of Dennis and his siblings, Dennis died. 

342. On December 25, 2019, the morning after Dennis’s homicide, Connor told Danielle 

that, leading up to Dennis’s death, he was hallucinating and could not eat or drink. Connor further 

told Danielle that Dennis “knew he was going to die” and that Dennis “said the devil was there to 

take him.” 
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343. Danielle did not get access to DCYF files until late in 2020. 

344. DCYF continued to have legal guardianship of I.V., S.V., M.V., and E.V. later into 

2020. 

COUNT I: Negligence Causing Death (Homicide) of Dennis Vaughan, Jr. 
(As brought by Plaintiff in her representative capacity as the appointed  

administratrix of the Estate of Dennis Vaughan, Jr.) 
 

345. Plaintiff repeats and realleges all paragraphs set forth above and below as if set 

forth fully herein. 

346. A negligence claim requires that, although the defendant owed a duty to the 

plaintiff, the defendant nevertheless breached such duty and thereby caused the plaintiff harm. 

Estate of Joshua T. v. State, 150 N.H. 405, 407 (2003). 

347. At all times relevant to the allegations contained herein, DCYF and its employees 

and agents owed Dennis – a child under its legal care and among the class of persons the class of 

persons which DCYF is statutorily charged with protecting – a duty to exercise reasonable care to, 

inter alia: to protect him from reasonably foreseeable risks of abuse and neglect, including death; 

to provide for his physical and emotional/psychological well-being; to promptly and thoroughly 

investigate allegations, instances, and indications of abuse and neglect of Dennis; and the duty to 

otherwise comport with notions of due care to avoid exposing Dennis to foreseeable risks of abuse 

and neglect, including his homicide. 

348. Despite and in breach of the aforesaid duties and of minimum standards of care, 

DCYF – as an agency charged by statute with the protection of abused and neglected children in 

New Hampshire – committed negligent acts when, with probable cause to believe that Dennis was 

being abused and neglected, DCYF, as alleged herein and inter alia, nevertheless: failed to 

appreciate the danger that Dennis faced; failed to properly and timely investigate reports informing 
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DCYF of the abuse and neglect of Dennis; failed to protect Dennis from reasonably foreseeable 

risks of abuse and neglect, including his death; failed to avoid both affirmative acts and inaction 

which exposed Dennis to reasonably foreseeable risks of abuse and neglect, including his death; 

failed to provide for Dennis’s physical and emotional/psychological well-being; failed to follow, 

revise, and/or implement its own policies, practices, and procedures to carry out the child 

protection duties which DCYF owed to Dennis; and failed to take appropriate preventive, 

interventive, or other remedial action to prevent Dennis’s death including, but not limited to, that 

DCYF failed to remove Dennis from the abusive and neglectful home. 

349. For example, DCYF was negligent when it, inter alia: made untimely 

determinations regarding reports of abuse and neglect of Dennis and, where timely determinations 

would have enabled DCYF to meaningfully investigate and address such reports; interviewed 

Dennis in front of the alleged perpetrator of his abuse and neglect and in the location where the 

alleged abuse and neglect occurred, thereby depriving DCYF of the benefit of a neutral, 

uninfluenced interview of Dennis; failed to follow up with individuals who reported abuse and 

neglect of Dennis, thereby depriving DCYF of meaningful investigation and all information 

available to it pertaining to such reports; failed to meaningfully interview Dennis’s siblings; failed 

to meaningfully interview Connor as the alleged perpetrator; failed to properly screen in and 

categorize reports of Dennis’s abuse and neglect, thereby precluding such information from 

receiving the required and appropriate response; failed to notify law enforcement and other 

agencies charged with child protection of reports of abuse and neglect of Dennis; failed to 

meaningfully assess Dennis’s safety before leaving him in Connor’s home; and failed to take any 

appropriate preventive, interventive, or other remedial action which would have prevented Dennis 

from suffering the reasonably foreseeable homicide that he suffered as a result of DCYF’s failings.  
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350. As a direct and proximate cause and result of the above negligence and breaches of 

care by DCYF and its employees and agents, Dennis suffered significant damages for which DCYF 

is both directly and vicariously liable and for which his Estate seeks relief on his behalf including, 

but not limited to, the following damages for: Dennis’ wrongful death, along with his conscious 

suffering, mental and physical pain suffered by him in consequence of said wrongful death; the 

reasonable expenses caused to his estate by his injuries; the probable duration of his life but for 

his injuries; his capacity to earn money during his probable working life had he survived; enhanced 

compensatory damages for the wanton, malicious, and oppressive manner in which DCYF 

negligently caused Dennis’s death; any damages recoverable under RSA 556:12 and/or 

recoverable under any other law; and with the foregoing all within the minimum and maximum 

jurisdictional limits of the Superior Court, plus interest and costs.  

COUNT II: Negligent Supervision & Training  
Causing Death (Homicide) of Dennis Vaughan, Jr. 

(As brought by Plaintiff in her representative capacity as the appointed  
administratrix of the Estate of Dennis Vaughan, Jr.) 

 
351. Plaintiff repeats and realleges all paragraphs set forth above and below as if set 

forth fully herein. 

352. An employer is directly liable for damages resulting from the negligent training of 

its employees and the negligent supervision of its employee’s activities. Cutter v. Town of 

Farmington, 126 N.H. 836, 840 (1985); Trahan-Laroche v. Lockheed Sanders, Inc., 139 N.H. 483, 

485 (1995). “A person conducting an activity through servants or other agents is subject to liability 

for harm resulting from his conduct if he is negligent or reckless: (a) in giving improper or 

ambiguous orders o[r] in failing to make proper regulations; or (b) in the employment of improper 

persons or instrumentalities in work involving risk of harm to others; (c) in the supervision of the 

activity.” Cutter, 126 N.H. at 840-841. This rule holds because “one initiating conduct having an 
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undue tendency to cause harm is liable therefore,” and the agent's “incompetence or unskillfulness 

due to...his lack of experience considered with reference to the act to be performed” may create a 

“dangerous quality.” Id. 

353. RSA 169-C:2, I identifies the purpose of New Hampshire’s Child Protection Act: 

“to provide protection to children whose life, health or welfare is endangered.” The legislature 

intended this purpose to be effectuated, in part, by RSA 169-C:34, aptly named “Duties of the 

Department of Health and Human Services,” i.e., DCYF. The statute states, in part, as follows:  

I. If it appears that the immediate safety or well-being of a child is endangered, the 
family may flee or the child disappear, or the facts otherwise so warrant, the 
department shall commence an investigation immediately after receipt of a report. 
In all other cases, a child protective investigation shall be commenced within 72 
hours of receipt of the report. 
 
II. For each report it receives, the department shall promptly perform a child 
protective investigation to: (a) Determine the composition of the family or 
household; (b) Determine whether any person in the same family or household was 
named in a prior report of abuse or neglect, and, if there are 2 or more prior 
unfounded or unfounded but with reasonable concern reports involving any family 
or household member, conduct an administrative review of all identified reports; 
(c) Determine whether there is probable cause to believe that any child in the family 
or household is abused or neglected, including a determination of harm or 
threatened harm to each child, the nature and extent of present or prior injuries, 
abuse, or neglect, and any evidence thereof, and a determination of the person or 
persons apparently responsible for the abuse or neglect; (d) Determine the 
immediate and long-term risk to each child if the child remains in the existing home 
environment; and (e) Determine the protective treatment, and ameliorative services 
that appear necessary to help prevent further child abuse or neglect and to improve 
the home environment and the parents' ability to adequately care for the children. 
 
IV. Upon notification by the department that the immediate safety or well-being of 
a child may be endangered, the court shall, upon finding probable cause to believe 
that the child's immediate safety or well-being is endangered, order a police officer 
or a juvenile probation and parole officer or child protection service worker, 
accompanied by a police officer, to enter the place where the child is located, in 
furtherance of such investigation. 
 
VII. If the child's parents refuse to allow a social worker or state employee on their 
premises as part of the department's investigation, and the department has probable 
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cause to believe that the child has been abused or neglected, the department shall 
seek a court order to enter the premises.... 

 
See RSA 169-C:34 (emphasis added). Further, with respect to DCYF’s duties to “determine 

whether there is probable cause to believe that any child...is abused or neglected,” that probable 

cause standard is met – and therefore triggers DCYF’s corresponding duties to act in response to 

the abuse and neglect – when DCYF has “facts and circumstances based upon accurate and reliable 

information, including hearsay, that would justify a reasonable person to believe that a child 

subject to a report under this chapter is abused or neglected.” RSA 169-C:3, XXIII.  

354. Thus, the plain text of RSA 169-C:34 makes apparent that DCYF cannot perform 

its statutory child protections duties without properly training, supervising, and controlling its 

employees and agents in the performance of DCYF’s duties. 

355. At all times relevant to the allegations contained herein, DCYF and its employees 

and agents owed Dennis – a child under its legal care and among the class of persons which DCYF 

is statutorily charged with protecting – a duty to exercise reasonable care in the training and 

supervision and control of its employees and agents including, inter alia, the duty to: properly 

supervise, train, and control its employees and agents to promptly and thoroughly investigate 

allegations, instances and indications of the abuse and neglect of Dennis; follow and implement 

its own policies, practices, and procedures relative to proper training and supervision of its 

employees and agents to ensure that its employees and agents were trained to – and actually did –  

provide for the physical and emotional/psychological well-being of Dennis as well as identify, 

report, and take appropriate preventive, interventive, and otherwise remedial action so that the 

children under its care, including Dennis, would not be exposed to abuse and neglect; properly 

supervise, train, and control its employees and agents so as to ensure that they did not have the 

opportunity to commit – and did not actually commit – acts or omissions that would cause abuse 
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or neglect to the children under its care, including Dennis, nor make such acts or omissions as 

would expose them to same; and otherwise comport with basic notions of due care in its training, 

supervision and control of its employees and agents.  

356. Despite and in breach of the aforesaid duties, DCYF – charged by statute with the 

protection of abused and neglected children in New Hampshire – was negligent and breached 

minimum standards of care in failing to train, supervise, and control its workers in DCYF’s 

performance of the aforesaid duties and otherwise, thereby resulting in Dennis’s untimely death 

by homicide. For example, DCYF negligently supervised, trained and controlled its employees 

and agents in the performance of DCYF’s duties where said employees and agents, inter alia: made 

untimely determinations regarding reports of abuse and neglect of Dennis and, where timely 

determinations would have enabled DCYF to meaningfully investigate and address such reports; 

interviewed Dennis in front of the alleged perpetrator of his abuse and neglect and in the location 

where the alleged abuse and neglect occurred, thereby depriving DCYF of the benefit of a neutral, 

uninfluenced interview of Dennis; failed to follow up with individuals who reported abuse and 

neglect of Dennis, thereby depriving DCYF of meaningful investigation and all information 

available to it pertaining to such reports; failed to meaningfully interview Dennis’s siblings; failed 

to meaningfully interview Connor as the alleged perpetrator; failed to properly screen in and 

categorize reports of Dennis’s abuse and neglect, thereby precluding such information from 

receiving the required and appropriate response; failed to notify law enforcement and other 

agencies charged with child protection of reports of abuse and neglect of Dennis; failed to 

meaningfully assess Dennis’s safety before leaving him in Connor’s home; and failed to take any 

appropriate preventive, interventive, or other remedial action which would have prevented Dennis 

from suffering the reasonably foreseeable homicide that he suffered as a result of DCYF’s failings.  
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357. Further, DCYF negligently supervised its employees and agents where, after the 

majority of these and other unnamed negligent acts occurred, a DCYF supervisor “signed off” on 

such negligent acts pursuant to pursuant to either DCYF policies or custom and practice. 

358. As a direct and proximate cause and result of the negligence and breaches of care 

by DCYF, Dennis suffered significant damages including his homicide, for which DCYF is both 

directly and vicariously liable and for which his Estate seeks relief including, but not limited to, 

damages for Dennis’ wrongful death, conscious suffering, mental and physical pain suffered by 

him in consequence of his injuries, the reasonable expenses caused to his estate by his injuries, the 

probable duration of his life but for his injuries, his capacity to earn money during his probable 

working life had he survived, along with enhanced compensatory damages for the wanton, 

malicious, and oppressive manner in which DCYF negligently caused Dennis’s death; any 

damages recoverable under RSA 556:12 and/or recoverable under any other law; and with the 

foregoing all within the minimum and maximum jurisdictional limits of the Superior Court, plus 

interest and costs.  

Count III: Negligence Causing Abuse and Neglect of the Vaughan Children  
(As brought by Plaintiff in her capacity as parent and next friend of  
S.V., M.V., I.V., and E.V, and in her representative capacity as the 

appointed administratrix of the Estate of Dennis Vaughan, Jr.) 
 

359. Plaintiff repeats and realleges all paragraphs set forth above and below as if set 

forth fully herein. 

360. A negligence claim requires that, although the defendant owed a duty to the 

plaintiff, the defendant nevertheless breached such duty and thereby caused the plaintiff harm. 

Estate of Joshua T. v. State, 150 N.H. 405, 407 (2003). 

361. At all times relevant to the allegations contained herein, DCYF and its employees 

and agents owed Dennis, S.V., M.V., I.V., and E.V. (the Vaughan children collectively) – children 
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under its legal care and among the class of persons which DCYF is statutorily charged with 

protecting – a duty to exercise reasonable care to, inter alia: to protect them from reasonably 

foreseeable risks of abuse and neglect; to provide for their physical and emotional/psychological 

well-being; to promptly and thoroughly investigate allegations, instances, and indications of abuse 

and neglect of the Vaughan children; and the duty to otherwise comport with notions of due care 

to avoid exposing the Vaughan children to foreseeable risks of abuse and neglect. 

362. Despite and in breach of the aforesaid duties and of minimum standards of care, 

DCYF – as an agency charged by statute with the protection of abused and neglected children in 

New Hampshire – committed negligent acts when, with probable cause to believe that the Vaughan 

children were being abused and neglected, DCYF, as alleged herein and inter alia, nevertheless: 

failed to appreciate the danger that the Vaughan children faced; failed to properly and timely 

investigate reports informing DCYF of the abuse and neglect of the Vaughan children; failed to 

protect the Vaughan children from reasonably foreseeable risks of abuse and neglect; failed to 

avoid both affirmative acts and inaction which exposed the Vaughan children to reasonably 

foreseeable risks of abuse and neglect; failed to provide for the Vaughan children’s physical and 

emotional/psychological well-being; failed to follow, revise, and/or implement its own policies, 

practices, and procedures to carry out the child protection duties which DCYF owed to the 

Vaughan children; and failed to take appropriate preventive, interventive, or other remedial action 

to prevent the Vaughan children from suffering reasonably foreseeable abuse and neglect 

including, but not limited to, that DCYF failed to remove the Vaughan children from the abusive 

and neglectful home. 

363. For example, DCYF was negligent when it, inter alia: made untimely 

determinations regarding reports of abuse and neglect of the Vaughan children, where timely 
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determinations would have enabled DCYF to meaningfully investigate and address such reports; 

interviewed the Vaughan children in front of the alleged perpetrator of their abuse and neglect and 

in the location where the alleged abuse and neglect occurred, thereby depriving DCYF of the 

benefit of a neutral, uninfluenced interview of the Vaughan children; failed to follow up with 

individuals who reported abuse and neglect of the Vaughan children, thereby depriving DCYF of 

meaningful investigation and all information available to it pertaining to such reports; failed to 

meaningfully interview each of the Vaughan children’s siblings for reports pertaining to each 

child; failed to meaningfully interview Connor as the alleged perpetrator; failed to properly screen 

in and categorize reports of the Vaughan children’s abuse and neglect, thereby precluding such 

information from receiving the required and appropriate response; failed to notify law enforcement 

and other agencies charged with child protection of reports of abuse and neglect of the Vaughan 

children; failed to meaningfully assess the Vaughan children’s safety before leaving them in 

Connor’s home; and failed to take any appropriate preventive, interventive, or other remedial 

action which would have prevented the Vaughan children from suffering reasonably foreseeable 

abuse and neglect including, but not limited to, that DCYF failed to remove the Vaughan children 

from the abusive and neglectful home. 

364. Each one of the individual incidents of abuse and neglect suffered by the Vaughan 

children was serious, severe, and damaging. 

365. As a direct and proximate cause and result of the above negligence and breaches of 

care by DCYF and its employees and agents, DCYF is liable to the Vaughan children for the 

significant injuries they suffered thereby including, but not limited to, their: each one of the 

separate incidents of abuse and neglect that each of the Vaughan children suffered; physical 

injuries; pain and suffering; past, present and future permanent mental and emotional pain and 



 
 

71 
 

suffering; loss of enjoyment of life; past, present, and future costs of therapeutic care, medical 

care, and other similar treatment; lost earning capacity; enhanced compensatory damages for the 

wanton, malicious, and oppressive manner in which DCYF negligently caused the Vaughan 

children’s injuries; any other damages recoverable under law; and with the foregoing all within 

the minimum and maximum jurisdictional limits of the Superior Court, plus interest and costs.  

Count IV: Negligent Supervision and Training Causing  
Abuse and Neglect of the Vaughan Children  

(As brought by Plaintiff in her capacity as parent and next friend of  
S.V., M.V., I.V., and E.V, and in her representative capacity as the 

appointed administratrix of the Estate of Dennis Vaughan, Jr.) 
 

366. Plaintiff repeats and realleges all paragraphs set forth above and below as if set 

forth fully herein. 

367. An employer is directly liable for damages resulting from the negligent training of 

its employees and the negligent supervision of its employee’s activities. Cutter v. Town of 

Farmington, 126 N.H. 836, 840 (1985); Trahan-Laroche v. Lockheed Sanders, Inc., 139 N.H. 483, 

485 (1995). “A person conducting an activity through servants or other agents is subject to liability 

for harm resulting from his conduct if he is negligent or reckless: (a) in giving improper or 

ambiguous orders o[r] in failing to make proper regulations; or (b) in the employment of improper 

persons or instrumentalities in work involving risk of harm to others; (c) in the supervision of the 

activity.” Cutter, 126 N.H. at 840-841. This rule holds because “one initiating conduct having an 

undue tendency to cause harm is liable therefore,” and the agent's “incompetence or unskillfulness 

due to...his lack of experience considered with reference to the act to be performed” may create a 

“dangerous quality.” Id. 
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368. As explained elsewhere herein, supra, RSA 169-C:34’s plain text makes apparent 

that DCYF cannot perform its statutory child protections duties without properly training, 

supervising, and controlling its employees and agents in the performance of DCYF’s duties. 

369. At all times relevant to the allegations contained herein, DCYF and its employees 

and agents owed the Vaughan children – children under its legal care and among the class of 

persons which DCYF is statutorily charged with protecting – a duty to exercise reasonable care in 

the training and supervision and control of its employees and agents including, inter alia, the duty 

to: properly supervise, train, and control its employees and agents to promptly and thoroughly 

investigate allegations, instances and indications of the abuse and neglect of the Vaughan children; 

follow and implement its own policies, practices, and procedures relative to proper training and 

supervision of its employees and agents to ensure that its employees and agents were trained to – 

and actually did –  provide for the physical and emotional/psychological well-being of the 

Vaughan children as well as identify, report, and take appropriate preventive, interventive, and 

otherwise remedial action so that the children under its care, including the Vaughan children, 

would not be exposed to abuse and neglect; properly supervise, train, and control its employees 

and agents so as to ensure that they did not have the opportunity to commit – and did not actually 

commit – acts or omissions that would cause abuse or neglect to the children under its care, 

including the Vaughan children, nor make such acts or omissions as would expose them to same; 

and otherwise comport with basic notions of due care in its training, supervision and control of its 

employees and agents.  

370. Despite and in breach of the aforesaid duties, DCYF – charged by statute with the 

protection of abused and neglected children in New Hampshire – was negligent and breached 

minimum standards of care in failing to train, supervise, and control its workers in DCYF’s 
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performance of the aforesaid duties and otherwise, thereby resulting in the Vaughan children 

suffering abuse and neglect. For example, DCYF negligently supervised, trained and controlled its 

employees and agents in the performance of DCYF’s duties where said employees and agents, 

inter alia: made untimely determinations regarding reports of abuse and neglect of the Vaughan 

children, where timely determinations would have enabled DCYF to meaningfully investigate and 

address such reports; interviewed the Vaughan children in front of the alleged perpetrator of his 

abuse and neglect and in the location where the alleged abuse and neglect occurred, thereby 

depriving DCYF of the benefit of a neutral, uninfluenced interview of the Vaughan children; failed 

to follow up with individuals who reported abuse and neglect of the Vaughan children, thereby 

depriving DCYF of meaningful investigation and all information available to it pertaining to such 

reports; failed to meaningfully interview the Vaughan children’s siblings for reports pertaining to 

each child; failed to meaningfully interview Connor as the alleged perpetrator; failed to properly 

screen in and categorize reports of the Vaughan children’s abuse and neglect, thereby precluding 

such information from receiving the required and appropriate response; failed to notify law 

enforcement and other agencies charged with child protection of reports of abuse and neglect of 

the Vaughan children; failed to meaningfully assess the Vaughan children’s safety before leaving 

them in Connor’s home; and failed to take any appropriate preventive, interventive, or other 

remedial action which would have prevented the Vaughan children from suffering the reasonably 

foreseeable abuse and neglect that they suffered as a result of DCYF’s failings.  

371. Further, DCYF negligently supervised its employees and agents where, after the 

majority of these and other unnamed negligent acts occurred, a DCYF supervisor “signed off” on 

such negligent acts pursuant to pursuant to either DCYF policies or custom and practice. 
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372. Each act of abuse or neglect is a single incident  for which DCYF is liable to the 

Vaughan children. 

373. As a direct and proximate cause and result of the above negligence and breaches of 

care by DCYF and its employees and agents, DCYF is liable to the Vaughan children for the 

significant injuries they suffered thereby including, but not limited to, their: each act / single 

incident of abuse and neglect suffered by the Vaughan children; physical injuries; pain and 

suffering; past, present and future permanent mental and emotional pain and suffering; loss of 

enjoyment of life; past, present, and future costs of therapeutic care, medical care, and other similar 

treatment; lost earning capacity; enhanced compensatory damages for the wanton, malicious, and 

oppressive manner in which DCYF negligently caused the Vaughan children’s injuries; any other 

damages recoverable under law; and with the foregoing all within the minimum and maximum 

jurisdictional limits of the Superior Court, plus interest and costs.  

Count V: Negligent Infliction of Emotional Distress  
Caused by Death (Homicide) of Dennis Vaughan, Jr.  

(As brought by Plaintiff in her capacity as parent and next friend of S.V., M.V., I.V., and E.V.) 
 

374. Plaintiff repeats and realleges all paragraphs set forth above and below as if set 

forth fully herein. 

375. A claim for negligent infliction of emotional distress (NIED) requires 

demonstrating that the plaintiff suffered serious mental and emotional/psychological harm 

accompanied by objective physical symptoms, that such harm resulted from the causal negligence 

of the defendant, and that such harm was foreseeable.  Tessier v. Rockefeller, 162 N.H. 324, 342 

(2011). Further, “it is reasonably foreseeable that, if one negligently...injure[s] a person, there will 

be one or more persons sufficiently attached emotionally to the injured person that he or they will 

be affected.” Corso v. Merrill, 119 N.H. 647, 652 (1979). Although not a rigid framework, three 
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factors are used to assess the foreseeability of bystander injury: (1) whether the injured bystander 

was near or far from the scene which he claims injured him; (2) whether the bystander sustained a 

direct emotional impact from the sensory and contemporaneous observance of the incident, as 

opposed to learning of it from others afterwards; and (3) whether the victim and bystander were 

closely related. Id. at 653–654; Graves v. Estabrook, 149 N.H. 202 (2003). 

376. S.V., M.V., I.V., and E.V. (Dennis’s siblings, collectively) were in the home at the 

time of Dennis’s homicide and observed all, or part, of the homicide from the point that Dennis 

first suffered the injuries that would result in his death through when Dennis’s lifeless body was 

removed from the home by first responders. 

377. As such, Dennis’s siblings suffered serious mental and emotional/psychological 

harm including, but not limited to, sadness, distress, pain and suffering, loss of enjoyment of life, 

anxiety, panic attacks, overwhelming fear, depression, and/or future permanent mental and 

emotional pain and suffering. The serious mental and emotional/psychological harm suffered by 

Dennis’s siblings was accompanied by objective physical symptoms including, but not limited to, 

sleep disturbances, night terrors, night sweats, bed wetting, headaches, shaking and/or tremors, 

rapid and deep breathing, shut down of proper mind and body functioning, and/or varied 

deterioration of their physical, mental, and/or psychological wellbeing.  

378. The harm suffered by Dennis’s siblings resulted from the causal negligence of 

DCYF where, as alleged in these These Counts and elsewhere herein, supra, DCYF’s negligent, 

wanton, malicious, and oppressive conduct caused the death/homicide of Dennis that caused his 

siblings the harm complained of here. 

379. The harm suffered by Dennis’s siblings was foreseeable to DCYF. As alleged in 

these Counts, and elsewhere herein, supra, Dennis’s homicide was reasonably foreseeable to 
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DCYF. Further, DCYF knew that Dennis and his siblings were in Connor’s home, where Dennis’s 

homicide occurred, together. Further, DCYF knew or had reason to know, from multiple prior 

reports, that the Vaughan children often witnessed as abuse and neglect was inflicted on their 

siblings, including Dennis. 

380. Further, the three factors used to assess the foreseeability of bystander injury all 

indicate that the injuries to Dennis’s siblings – as bystanders to his homicide – were reasonably 

foreseeable, applied as follows: (1) Dennis’s siblings were in the home, the scene of Dennis’s 

homicide, when it occurred; (2) Dennis’s siblings sustained a direct emotional impact from the 

sensory and contemporaneous observation of Dennis’s homicide; and (3) Dennis’s siblings were 

closely related to Dennis, their brother. 

381. As a direct and proximate cause and result of the above negligence and breaches of 

care by DCYF and its employees and agents, DCYF is liable to Dennis’s siblings for the significant 

injuries they suffered thereby including, but not limited to, their: serious mental and 

emotional/psychological harm accompanied by objective physical symptoms as alleged herein and 

as otherwise; past, present and future permanent mental and emotional pain and suffering; loss of 

enjoyment of life; past, present, and future costs of therapeutic care, medical care, and other similar 

treatment; lost earning capacity; enhanced compensatory damages for the wanton, malicious, and 

oppressive manner in which DCYF negligently caused injuries to Dennis’s siblings; any other 

damages recoverable under law; and with the foregoing all within the minimum and maximum 

jurisdictional limits of the Superior Court, plus interest and costs.  

Count VI: Negligent Infliction of Emotional Distress  
Caused by Abuse and Neglect of Siblings 

(As brought by Plaintiff in her capacity as parent and next friend of  
S.V., M.V., I.V., and E.V, and in her representative capacity as the 

appointed administratrix of the Estate of Dennis Vaughan, Jr.) 
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382. Plaintiff repeats and realleges all paragraphs set forth above and below as if set 

forth fully herein. 

383. A claim for negligent infliction of emotional distress (NIED) requires 

demonstrating that the plaintiff suffered serious mental and emotional/psychological harm 

accompanied by objective physical symptoms, that such harm resulted from the causal negligence 

of the defendant, and that such harm was foreseeable.  Tessier v. Rockefeller, 162 N.H. 324, 342 

(2011). Further, “it is reasonably foreseeable that, if one negligently...injure[s] a person, there will 

be one or more persons sufficiently attached emotionally to the injured person that he or they will 

be affected.” Corso v. Merrill, 119 N.H. 647, 652 (1979). Although not a rigid framework, three 

factors are used to assess the foreseeability of bystander injury: (1) whether the injured bystander 

was near or far from the scene which he claims injured him; (2) whether the bystander sustained a 

direct emotional impact from the sensory and contemporaneous observance of the incident, as 

opposed to learning of it from others afterwards; and (3) whether the victim and bystander were 

closely related. Id. at 653–654; Graves v. Estabrook, 149 N.H. 202 (2003). 

384. Starting in June 2017, all five of the Vaughan children were residing in Connor’s 

home together. This remained the case for more than two years until July 2019, when I.V. was 

removed from Connor’s care and placed with his mother, Danielle. From July 2019 to Dennis’s 

homicide on December 24, 2019, Dennis along with S.V., M.V., and E.V. remained in Connor’s 

home together. 

385. During that time, the Vaughan children were in the home together, and each were 

present for much of the abuse and neglect inflicted upon their siblings. 

386. As such, the Vaughan children suffered serious mental and 

emotional/psychological harm including, but not limited to, sadness, distress, pain and suffering, 
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loss of enjoyment of life, anxiety, panic attacks, overwhelming fear, depression, and/or future 

permanent mental and emotional pain and suffering. The serious mental and 

emotional/psychological harm suffered by the Vaughan children was accompanied by objective 

physical symptoms including, but not limited to, sleep disturbances, night terrors, night sweats, 

bed wetting, headaches, shaking and/or tremors, rapid and deep breathing, shut down of proper 

mind and body functioning, and/or varied deterioration of their physical, mental, and/or 

psychological wellbeing.  

387. The harm suffered by the Vaughan children resulted from the causal negligence of 

DCYF where, as alleged in these Counts and elsewhere herein, supra, DCYF’s negligent, wanton, 

malicious, and oppressive conduct caused each of the Vaughan children to suffer abuse and 

neglect, which was then observed by the siblings of each abused and neglected Vaughan child.  

388. The harm suffered by the Vaughan children from observing the abuse and neglect 

of their siblings was foreseeable to DCYF. As alleged in these Counts and elsewhere herein, supra, 

the abuse and neglect of the Vaughan children was reasonably foreseeable to DCYF, as was it 

reasonably foreseeable that the children would be harmed by observing their siblings suffer from 

abuse and neglect. This is so where DCYF knew that Dennis and his siblings were in Connor’s 

home, together, and where DCYF knew or had reason to know, from multiple prior reports, that 

the Vaughan children often witnessed the abuse and neglect that was inflicted on their siblings. 

389. Further, the three factors used to assess the foreseeability of bystander injury all 

indicate that the injuries to the Vaughan children – as bystanders to the abuse and neglect inflicted 

on their siblings – were reasonably foreseeable, applied as follows: (1) the Vaughan children were 

in the home, the scene of the abuse and neglect, when it occurred; (2) the Vaughan children 
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sustained a direct emotional impact from the sensory and contemporaneous observation of the 

abuse and neglect; and (3) the Vaughan children were closely related to one another as siblings. 

390. As a direct and proximate cause and result of the above negligence and breaches of 

care by DCYF and its employees and agents, DCYF is liable to the Vaughan children for the 

significant injuries they suffered thereby including, but not limited to, their: each one of the 

separate incidents of abuse and neglect that each of the Vaughan children suffered; serious mental 

and emotional/psychological harm accompanied by objective physical symptoms as alleged herein 

and as otherwise; past, present and future permanent mental and emotional pain and suffering; loss 

of enjoyment of life; past, present, and future costs of therapeutic care, medical care, and other 

similar treatment; lost earning capacity; enhanced compensatory damages for the wanton, 

malicious, and oppressive manner in which DCYF negligently caused injuries to the Vaughan 

children; any other damages recoverable under law; and with the foregoing all within the minimum 

and maximum jurisdictional limits of the Superior Court, plus interest and costs.  

Count VII: Damages for Wrongful Death (Homicide) / Loss of Familial Relationship 
(As brought by Plaintiff in her individual capacity) 

 
391. Plaintiff repeats and realleges all paragraphs set forth above and below as if set 

forth fully herein. 

392. DCYF is negligently responsible for Dennis’s homicide as alleged in these Counts 

and elsewhere herein, supra. Further, as was foreseeable to DCYF, Danielle suffered significant, 

irreparable, permanent and life altering damages and injuries due to Dennis’s homicide negligently 

caused by DCYF. 

393. Accordingly, where Danielle is the surviving parent to Dennis, a decedent minor 

child, she is entitled to damages “for the loss of [her] familial relationship [with Dennis], whether 

caused intentionally or by negligent interference.” RSA 556:12. Danielle’s loss of familial 
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relationship with Dennis includes, inter alia, the loss of his comfort, society, affection, guidance, 

and companionship. Id. 

394. Further, as a direct and proximate cause and result of the above negligence and 

breaches of care by DCYF and its employees and agents, DCYF is liable to Danielle for the 

significant injuries she suffered thereby including, but not limited to, her: loss of familial 

relationship with Dennis including her loss of Dennis’s comfort, society, affection, guidance, and 

companionship; all expenses and other damages suffered by Danielle as a result of Dennis’s 

homicide; any damages recoverable under RSA 556:12 or under any other law; and with the 

foregoing all within the minimum and maximum jurisdictional limits of the Superior Court, plus 

interest and costs.  

Count VIII: 42 U.S.C. § 1983 — Deprivation of Familial Privacy/Association in Violation of 
the Fourteenth Amendment to the United States Constitution 

(As brought by Plaintiff in her individual capacity against Kelly Andrews, Megan Bastian, 
Jennifer Cross, Emily Wilcox, Amber LeMien, and John and/or Jane Does 1 through 20, 

 
395. Plaintiff repeats and realleges all paragraphs set forth above and below as if set 

forth fully herein. 

396. A plaintiff establishes a prima facie case for violation of § 1983 of the Civil Rights 

Act where he shows (1) conduct that deprived him of his rights, privileges or immunities secured 

by the Constitution of the United States and (2) that such conduct was committed by a person 

acting under color of state law. Martinez–Velez v. Simonet, 919 F.2d 808, 810 (1st Cir.1990). 

397. Plaintiff Danielle Vaughan, in her individual capacity, brings a claim for the 

deprivation of her right to familial privacy/association with her son, Dennis Jr., a decedent minor. 

Danielle brings this claim against Defendants Kelly Andrews, Megan Bastian, Jennifer Cross, 

Emily Wilcox, Amber LeMien, and John and/or Jane Does 1 through 20 (collectively the 

“individual defendants”).  
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398. Danielle had a right to familial associational privacy with Dennis, a liberty interest 

protected by the substantive due process clause of the Fourteenth Amendment to the United States 

Constitution. 

399. The individual defendants’ acts and omissions – where such acts and omissions 

were made under color of state law and where such acts and omissions were directly aimed at the 

parent-child relationship – affected, interfered with, and permanently deprived Danielle of a 

relationship with her minor child, in violation of her constitutional rights. 

400. Further, in violating Danielle’s constitutional rights, the individual defendants were 

deliberately indifferent in taking acts and omissions which shock the conscience in the absence of 

any legitimate or justifiable government interest.  

401. As alleged herein, supra, DCYF repeatedly received reports containing credible 

allegations that Connor was abusing and neglecting the Vaughan children, including Dennis. 

DCYF knew of the danger that the Vaughan children were in, but DCYF nevertheless elected to 

leave Dennis in the home.  Within months, Dennis’s homicide occurred.  

402. In the interim between DCYF’s July 2019 decision to leave Dennis in the home and 

his December 2019 death, Danielle filed a motion to terminate Connor’s guardianship of the 

children. At the October 2 hearing on that motion, DCYF informed the court that it had been 

“prepared to reunite the children [including Dennis] with their mother,” but DCYF had received 

reports just prior to the hearing which required investigation before DCYF could recommend that 

the children be returned to Danielle.  

403. This delayed resolution of Danielle’s motion to terminate Connor’s guardianship 

and also delayed return of the children to her care.  The Court stated, “[t]he Court has heard the 
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concerns of the Division and has reserved any further consideration [of the guardianship 

termination] until the children have been interviewed at the CAC.”  

404. DCYF knew, as documented by Supervisor Jennifer Cross, that the Court “would 

await a motion from DCYF on when the hearing could move forward” before the Court would rule 

on the motion to terminate Connor’s guardianship. In other words, DCYF knew that  the children 

would remain under the care and control of Connor until DCYF took the action the Court required.  

The action that the Court required DCYF to take was quite simple, as set forth in the Court’s 

October 2 order: (1) schedule the children for CAC interviews; and (2) update the Court before 

another hearing will be scheduled. 

405. As it would turn out, however, even this DCYF did not do.  

406. DCYF had completed the tasks ordered by the Court by on or about October 24, 

2022, but DCYF failed to notify the Court one of the children’s CAC interview had occurred on 

or about October 17, and DCYF had observed the children in the home on or about October 24. 

407. Because DCYF never notified the Court, the Court did not rule on the motion to 

terminate Connor’s guardianship, causing the children to remain with Connor and not  be returned 

to Danielle’s care.  

408. DCYF knew that the Court could not rule on the motion to terminate Connor’s 

guardianship until DCYF updated the Court as to the status of its investigation. 

409. DCYF also knew that the children were in imminent and serious danger through 

the abuse and neglect reports it received, as detailed herein.  Danielle also communicated to DCYF, 

at this time, that she feared for her children’s safety while they remained in Connor’s care. 



 
 

83 
 

410. DCYF’s failure to update the Court as directed, prevented the children from being 

returned to Danielle’s care, caused the children to remain in Connor’s care, and ultimately resulted 

in Dennis’s homicide.  

411. DCYF’s acts and omissions in this regard transcend negligence and enter the 

bounds of intentional conduct where, for two months between October 24 and December 24, 

DCYF intentionally chose to keep the Vaughan children, including Dennis, in Connor’s home by 

making the conscious decision not to inform the Court of the completed investigation despite 

repeated reminders by Danielle of the agency’s obligations and despite repeated 

acknowledgements by DCYF that the agency was well aware of these obligations.  

412. Accordingly, DCYF’s acts and omissions are the kind which demonstrate stunning, 

arbitrary, capricious, deliberately indifferent, and conscience-shocking behavior, and DCYF is 

liable for the harm caused thereby, including Dennis’s homicide and the deprivation of Danielle’s 

constitutionally protected right to familial privacy/association with her son.  

413. As a direct and proximate result thereof, Danielle suffered significant and 

irreparable damages for which DCYF is liable, and Danielle seeks recovery of all damages to 

which she is entitled under law including, but not limited to: an amount of damages to compensate 

her for her injuries, including compensatory damages; punitive damages sufficient to deter all 

defendants and other similarly situated State actors charged with child protection duties from 

engaging in such conduct in the future; and attorney’s fees and costs to the extent permitted by 42 

U.S.C. § 1988; pre-judgment interest as permitted by law; and all other damages to which she is 

entitled under law. 
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WHEREFORE, Plaintiff prays that this Honorable Court will grant judgment in her favor 

and award the following relief: 

A. An amount of compensatory damages and all other damages set forth above to 

compensate her for her children for their injuries, including enhanced compensatory damages 

because of the Defendants’ wanton, malicious, and oppressive conduct; 

B. Pre-judgment interest as permitted by law; 

C. With respect to Plaintiff’s claim under 42 U.S.C. § 1983, punitive damages 

sufficient to deter all defendants and other similarly situated State actors charged with child 

protection duties from engaging in such conduct in the future; 

D. With respect to Plaintiff’s claim under 42 U.S.C. § 1983, attorney’s fees and costs 

to the extent permitted by 42 U.S.C. § 1988;  

E. All other damages to which she is entitled under law; 

F. Provide a trial by jury;  

G. As discovery is ongoing, the plaintiff expressly reserves the right to amend and/or 

supplement this Complaint and Demand for Jury Trial and does not waive any other or further 

claims available to her;  

H. Find all defendants liable for each and every claim as set forth above; and 

I. Grant any and all further relief that this Honorable Court deems just and reasonable. 

Respectfully submitted, 
DANIELLE VAUGHAN, Individually, as 
Administratrix of the Estate of D.V., and 
a/p/n/f of S.V., M.V., I.V., and E.V., 
By her attorneys, 
DOUGLAS, LEONARD & GARVEY, P.C. 
 

Dated: December 9, 2022   By: /s/ C. Kevin Leonard     
C. Kevin Leonard, NH Bar #10019 
14 South Street, Suite 5 
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Concord, NH 03301 
(603) 224-1988 
kleonard@nhlawoffice.com  

 
Dated: December 9, 2022   By: /s/ Samantha J. Heuring    

Samantha J. Heuring, NH Bar #272321 
14 South Street, Suite 5 
Concord, NH 03301 
(603) 224-1988 
samantha@nhlawoffice.com  
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