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Senator Maher, Representative Paris, and members of the legislature’s Committee on Children, 
 
Thank you for allowing me the opportunity to speak today and testify in support of Senate Bill 
264, An Act Concerning Children’s Well-Being. 
 
My name is Kelsey Elizabeth Matthews, and I am a Bachelor of Social Work, a Harry S. Truman 
Scholar, an Advanced Standing MSW Policy Practice student with UConn School of Social 
Work, a Maxwell Leadership Certified Team Member, and the reigning Miss Shoreline 2026.  
 
I am also the Founder & Chief Executive Officer of Phoenix Rising Coaching & Consulting, 
where we are committed to addressing the challenges posed by ineffective and abusive 
leadership, mitigating the lasting effects of institutional trauma, and cultivating positive, people-
centered, and trauma-informed leadership practices that unite communities, restore trust, and 
reform systems. 
 
Above all else, though, I am testifying before you today as someone who understands the lived 
experiences of children who end up falling through the cracks in the DCF system, and the 
detrimental impact that can have on their well-being– because I was one of those children.  
 
From the moment I was born, I immediately fell victim to the gaps, inadequacies, agendas, and 
injustices within our systems and institutions. Born to a mother who struggled with significant 
trauma and mental health challenges that led to substance abuse, my future seemed bleak. 
Doctors doubted my survival; at just three pounds, I faced prenatal exposure to cocaine and other 
substances. They predicted limited potential and irreversible impairments. Yet, against all odds, I 
defied their expectations, though not without enduring immense hardship and overcoming 
numerous hurdles. 
 
My first experience of being failed by the system was not long after I was born. After spending 
the first two weeks of my life in the NICU, the hospital sent me home with my mother. 
Reflecting on this, I question how such a decision was made. Was the Department of Children 
and Families (DCF) involved? Who deemed it appropriate to entrust me to a woman unable to 
care for herself, let alone her child? Did the hospital or DCF overlook the warning signs? Was 
there any follow-up or supervision? These questions have haunted me, fueling my passion for 
social work and determination to understand and address systemic/institutional failures. 



 
As an undiagnosed neurodivergent child with Autism/ADHD who was raised in a family full of 
personality disorders, drug abuse, domestic violence, coercive control, and emotional 
immaturity, I became acutely aware of the dysfunction both at home and in the world around me. 
Even as a young child, I was empathic and sensitive, yet unafraid to call out injustices. This 
made my upbringing tumultuous. By age five, I struggled to comprehend the cruelty and 
suffering I saw. Despite enduring abuse, neglect, and bullying from caregivers, peers, and 
authority figures, I remained driven by compassion and a desire to make the world better. 
 
During my childhood, the system repeatedly failed me. My involvement within the DCF system 
began in 2005, when I found my mother on floor after she attempted to end her life. This was 
just the first of dozens of times that I would go on to save her life over the course of the next ten 
years, whether it be from accidental overdoses or intentional ones. Despite the ongoing trauma 
and repeated DCF reports that were filed over the course of those years, no one from the state 
intervened in a way that made a positive or long-term impact on me or my situation. My needs, 
concerns, and cries for help went unheard, even by those legally responsible for my protection.  
 
My experiences in the DCF system occurred before the passage of Jennifer’s Law and Public Act 
21-78 in 2021, at a time when coercive control was not legally recognized as a form of domestic 
violence in Connecticut. Because the law did not include coercive control in its definition or 
understanding of DV, the chronic psychological abuse and patterns of control I was living under 
went undocumented and unaddressed. Without legal recognition of these patterns, the system 
focused narrowly on isolated events, overlooking the broader reality of harm. This legal and 
policy gap directly contributed to my continued exposure to domestic violence. 

However, even when the state had dozens of open DCF reports, and the abuse and neglect I was 
enduring were extensively documented, there was still no meaningful intervention. Despite clear, 
repeated indicators of danger, the state left me in a situation where I was routinely placed in life-
threatening situations and forced to carry the burden of trying to keep my mother alive until I 
found her dead of an accidental overdose ten years ago this week on February 26th, 2016. The 
system did not just fail me— it failed her, too. She needed support, intervention, and safety long 
before the crisis point, and neither of us received it.  

I will never forget the day DCF told me they were coming with a police officer to remove me 
from my home and place me in foster care. I was a child who took them at their word, so I 
packed up everything I could fit into a few bags and sat on the porch waiting for them to arrive. I 
waited for hours. They never showed up. That moment— the anticipation, the fear, and the 
silence that followed— taught me more about the gaps in this system than any report ever could. 
It was the day I learned what it feels like to be promised protection and then left entirely on my 
own. This is just one of the many horror stories I have about the negligence and harm I 
experienced under DCF’s oversight.  

Institutional failures are universal. From healthcare facilities to government agencies, deeply 
rooted issues persist. People slip through the cracks daily and are often left traumatized and 
betrayed by the very systems they seek support from. When systems fail due to outdated policies, 
inadequate leadership, or a lack of integrity and concern for humanity, serious malfunctions 
occur, disproportionately impacting the most vulnerable populations.  



Although my experience within the DCF system was over a decade ago, my story is not 
irrelevant. Accountability matters now because the consequences of these failures extend far 
beyond a single child or case. My grandparents also lost a daughter while attempting to navigate 
a heartbreaking situation that they were unequipped to handle, and DCF’s involvement only 
ended up adding more burdens to all of us instead of relieving them. That loss illustrates exactly 
what happens when generational cycles of trauma are not addressed and then become reinforced 
through systemic failures. When agencies treat trauma as an isolated behavioral issue rather than 
a multigenerational pattern requiring intervention, families remain trapped in the same conditions 
that harmed the generation before them. This is why accountability must be included in this 
study: to examine how unaddressed trauma interacts with policy gaps, and how systemic inaction 
allows these cycles to continue across decades without the proper support, attention, or 
intervention. 

I have several recommendations to strengthen this bill on behalf of Connecticut’s children and 
families. The language is broad, key terms lack definition, and the scope does not provide 
enough detail to ensure a study of this magnitude produces meaningful, actionable findings. 
Transparency must be written directly into the bill, because without clear goals, objectives, 
reporting requirements, and accountability measures, the implementation of the bill itself will be 
left solely to DCF’s discretion. 

It is also essential that a neutral third party be involved in the study. Asking DCF to evaluate its 
own potential systemic failures creates an unavoidable conflict of interest. No agency can, or 
should, be expected to objectively analyze the shortcomings of its own practices, especially 
when the findings may reflect negatively on institutional performance. Without external 
oversight, there is a real risk that the protection of the system will outweigh the protection of the 
children it serves. 

I want to reiterate that I do support this bill— not despite these recommendations, but because of 
them. The intent of the bill is necessary and long overdue, and these adjustments would 
strengthen its impact and ensure the study leads to real, measurable change for children and 
families across Connecticut. 

Statistically, given what I lived through, I should not be alive today— and certainly not thriving. 
That reality is exactly why I feel a responsibility to speak on behalf of the children and families 
still navigating the DCF system today, and for all of them that will in the future. The well-being 
of children and families must always come before the protection of the system itself, and I share 
my story so others may have a chance to avoid the same gaps and failures that shaped my 
childhood.  

Thank you for allowing me the opportunity to share my story today— for the children and 
families of Connecticut, and for my younger self, who deserved to have her voice heard long 
before now. If you have any questions about this testimony, I can be reached at 
kelsey@phoenixrisingleaders.com.  

Best, 
Kelsey Elizabeth Matthews, BSW 
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