
 

 

The Death of Marchella Pierce  

TEACHING NOTE 

 

 

This case deals with the tragic death of a child, Marchella Pierce in New York City. Her mother 

and grandmother neglected her and contributed to her death, but she was also under the 

oversight of a mixture of private non-profits (especially the (CDSC) that monitored mother’s 

drug treatment) and public actors. The aftermath of her death saw two key actors in the 

collaboration – Child Development Support Corporation (CDSC) and Administration for Child 

Services (ACS) –blame each other, underlining how contract relationships can collapse under 

tension. The case is also significant in that accountability processes that occurred after the case 

established a new legal standard of criminal liability for caseworkers. 

 

The case is not intended to generate a definitive and “correct” answer to the issues, but to 

force students the grapple with the complex questions raised below. 

 

 

This case was written by Eric Hepler of the Wisconsin Legislative Fiscal Bureau and Donald Moynihan of the  

McCourt School of Public Policy at Georgetown University.  It was a winning case in E-PARCC’s 2018-2019 

Competition for Collaborative Public Management, Governance, and Problem-Solving Teaching Materials. The case 

is intended for classroom discussion and not to suggest either effective or ineffective responses to the situation 

depicted.  It may be copied as many times as needed, provided that the authors and E-PARCC are given full credit. 

E-PARCC is a project of the Collaborative Governance Initiative, Program for the Advancement of Research on 

Conflict and Collaboration- a research, teaching and practice center within Syracuse University’s Maxwell School of 

Citizenship and Public Affairs.   

https://www.maxwell.syr.edu/parcc_eparcc.aspx
https://www.maxwell.syr.edu/parcc_eparcc.aspx
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Questions for discussion 

Who is to blame for Pierce’s death? 

 

What could have been done differently? What are the trade-offs for minimizing risk to 

children? 

 

What are the mechanisms of accountability used in the case? Will they fix the problem? 

 

Should Bell and Adams have seen the warning signs in advance? Why did they miss those signs? 

Do you think you would have done better in their situation? 

 

What are the ways of ensuring that a case like Pierce’s never reoccurs? What are the tradeoffs 

with the approach you propose? 

 

How do organizations like ACS seek to protect their reputation when a tragedy like the death of 

a child occurs? Was there something they could have done differently?  

 

CSDC and ACS are, on paper, part of a network of providers, connected by formal contracts and 

shared obligations toward clients. How would you characterize their relationship? What does 

the case tell you about how these relationships work under conditions of failure? What are the 

risks of blaming the contractor? Is there a way that ACS could have managed the contract 

better? 

 

What are the long-term effects of the legal standards that emerged from the Pierce case on the 

social work profession? What are the implications of asking social works to adopt more law-

enforcement techniques in their work?  

 

Having read the case are you more or less likely to consider a career in child protective 

services?  Why? 
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Readings to pair with the case discussion  

On the nature of accountability in the child protective services, social work and the public 

sector:  

LePore, Jill. 2016. Baby Doe. The New Yorker. February 1.  

 

Myers, John E. B. 2009. “A Short History of Child Protection in America.” Family Law Quarterly, 

42: 449-463.  

Romzek, Barbara S., and Melvin J. Dubnick. 1987. Accountability in the public sector: Lessons 

from the Challenger tragedy. Public Administration Review 47: 227-238. 

 

Some public jobs inevitably end in failure. Such is the case for child protective services. At some 

point, a child will die. Grim deaths create political action. The response of the City of New York 

after Marchella Pierce’s death, and Nixzmary Brown’s before her, reflects a deep-set pattern. A 

child’s death will be defined as a failure that the agency is responsible for. People are fired or 

resign. The agency is reformed in some way (Myers 2009). More kids are taken from their 

families. Indeed, the creation of child protective agencies across the country, including ACS 

itself, can often be traced to the death of a single child. But the existence of those agencies is 

no guarantee that those deaths will stop. The rate of murder of infants has increased over time, 

and about one in three children who die of maltreatment are under state supervision in some 

way (see LePore 2012).  

 

Once failure occurs, political and legal standards of accountability emerge (Romzek and Dubnick 

1987). In the Pierce case the modes of political accountability were predictable. Investigations 

took place. Caseworkers and the agency head were pushed out. Workers were reminded they 

were in the crosshairs. The turn to legal accountability is a novel aspect of the case. It expanded 

the legal risks that public employees face in such circumstances from civil to criminal liability, 

felony charges, and potential jail time.  

 

The effects of the shift in the legal landscape for caseworkers have yet to be fully understood. 

For one thing, caseworkers will likely spend less time helping people and more time 

documenting what they do. At one point, Adams told his supervisor: “We’re not really helping 

these people, Chereece.” It is also reasonable to assume it will make recruitment and retention 

into the profession even more difficult. One way at getting at this is to ask students if they 

would be more or less likely to work in child protective services having read the case.  

 

Is it fair that street level bureaucrats face such legal liability? Both of the caseworkers in the 

case are sympathetic figures. Bell is competent, an award-winning staff member, who was 

https://www.newyorker.com/magazine/2016/02/01/baby-doe
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aware of the risks and drove her staff to extra effort. Adams appears to be someone with high 

altruistic motivation to help others, though less suited to the accountability demands imposed 

upon him, such as documenting contacts. But these accountability processes were the ones 

that mattered when things went wrong. It is safe to say that these accountability processes only 

become more intense after an event like Pierce’s death, and once in place are there to stay.  

 

On how accountability mechanisms are retrospective, creating an exaggerated sense that 

failures were preventable:  

Gladwell, Malcolm. 2003. Connecting the Dots: The Paradox of Intelligence Reform. The New 

Yorker, March 10.  

 

In the aftermath of failure, it is easy to build a narrative of all the things that led to the failure. 

In the case, for example, it is tempting to say that the warning signs are obvious and apparent, 

and that each of the failures could be traced to a caseworker’s poor decision-making. Had Bell 

opened an investigation after the hospital’s phone call to the State Central Registry, the 

caseworker assigned to the case would have been required to make routine and documented 

visits to the family. Adams claimed to make a series of visits, which the agency suspected never 

occurred because of insufficient documentation. This question of whether the visits took place 

is never resolved, though it is fair to note that the home visits were not sufficient by either ACS 

or CDSC because they did not flag a hazardous situation for Marchella. Of course, the lack of 

documentation and inadequate visits only became revealed as a problem because Marchella 

died. 

 

We tend to assume that if we were in such a situation we would have observed the warning 

signs, and acted accordingly. However, in the present, it is more difficult to identify the cause of 

failure. Bell noted that the Pierce case was relatively stable: “In comparison to all the others, 

that case did not jump out at me. . . . That was not the one that I was afraid something would 

happen.” In the present, caseworkers have to make choices about how to deploy a limited 

amount of resources across many cases.  

 

Caseworkers have to balance two conflicting imperatives: protect the child, and the family unit. 

The family bond is deemed special enough that governments leave children with their biological 

parents, even when those parents have significant failings. Removing the child from the family 

is a dramatic – and possibly traumatic – act, justified only if there is a clear health and safety 

threat. Governments charge caseworkers with making those judgements, aided by the network 

of contractors used to supplement their information. Their judgement is inevitably informed by 

broader pressures and public opinion. When the public is outraged about deaths, caseworkers 

are under pressure to pull every kid. The grand jury report, for example, pushes social workers 

https://www.newyorker.com/magazine/2003/03/10/connecting-the-dots
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to behave more like criminal investigators, but did not acknowledge any potential for tradeoffs 

between a criminal justice approach and the mission of helping families, or the distinct 

professional mission and history of social work. But putting so many kids in foster care is not 

sustainable, and may, on net, be bad for those kids.  

 

Case workers make value judgements about what is a safe or unsafe home. Their ability to do 

so is compromised by having to juggle too much information at any point in time (too many 

cases). The work can be structured (which is why ACS employs investigators to train 

caseworkers), but it cannot be automated, and sometimes judgment calls are wrong. If 

caseworkers make what, in retrospect, is determined to be the wrong judgement, they can 

expect close investigation of every aspect of their work: Did they visit the homes? Did they miss 

anything on those visits? Was the right paperwork filed on time?  

 

In this respect, failures in child protective services is similar to a terror attack. Intelligence 

agencies sort through an enormous amount of information, trying to detect what is a true 

signal of potential danger versus noise under a high level of uncertainty.  

 

On basic concepts of blame.  

Hood, Christopher. The Blame Game: Spin, Bureaucracy, and Self-preservation in Government. 

Princeton University Press, 2010. Ch 1.  

 

On how blame can cascade through collaborative networks and contract arrangements:  

Moynihan, Donald P. 2012. Extra-Network Organizational Reputation and Blame Avoidance in 

Networks: The Hurricane Katrina Example.  Governance 25(4): 567-588.  

 

James, Oliver, Sebastian Jilke, Carolyn Petersen, and Steven Van de Walle. 2016. Citizens' Blame 

of Politicians for Public Service Failure: Experimental Evidence about Blame Reduction through 

Delegation and Contracting, Public Administration Review 76(1) 83-93. 

 

On how organizations try to develop and maintain positive reputations:  

Carpenter, Daniel P. and George A. Krause. 2012. Reputation and Public Administration. Public 

Administration Review 72(1): 26-32.  

 

When events like Pierce’s death occur there will be a cascade of blame. To try to protect their 

reputation (Carpenter and Krause 2012), organizations can adopt a series of tactics to explain 

failure (Hood 2010). In the case study, the government (ACS) tried to shift blame on CDSC, the 
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nonprofit. This works temporarily, since it does shift attention onto CDSC’s poor record. But it 

becomes clear that its initial press release understates ACS failures. 

 

In trying to shift blame, ACS faced three inescapable problems. First, if CDSC was as negligent 

was ACS claimed, why did the city work with it, delegating responsibility for a child as frail as 

Marchella to its care? Ultimately ACS would be deemed publicly responsible for the quality of 

its contractors. ACS had continued to refer vulnerable families to CDSC two years after the 2008 

audit that detailed CDSC’s problems. 

 

Second, it was indisputable that at the time Marchella died, she was under the supervision of 

ACS, not CDSC, and the agency could not show that adequate care had been offered. Even 

during the eight months that CDSC was assigned to the Pierce family, ACS had ultimate 

responsibility for Marchella’s well-being. 

 

Third, the CDSC does not quietly accept the role of scapegoat, but instead blames back. This is a 

particular risk for blaming in collaborative relationships, since different members of the 

collaborative may value protecting their own relationship more than their relationship with 

others in the collaborative (Moynihan 2012).  

 

Media attention ultimately returns to ACS, since the public generally does not accept the idea 

that the government is not responsible for the people that they hire. For example, the Jilke et 

al. (2016) article uses an experimental model to show that contracting out does not protect 

politicians from blame when things go wrong. An unknown non-profit is a less compelling actor 

than a public organizations, giving another reason for the media to focus on ACS rather than 

CDSC. 

 

On managing the contract relationship: 

Brown, Trevor L., Matthew Potoski and David Van Slyke.  Managing Public Service Contracts: 

Aligning Values, Institutions and Markets. Public Administration Review 66(3): 323-331.  

 

Romzek, Barbara S., and Jocelyn M. Johnston. 2005. State social services contracting: Exploring 

the determinants of effective contract accountability. Public Administration Review 65(4): 436-

449. 

 

From one perspective, ACS and CDSC are part of a broader network, along with medical 

providers and law enforcement, charged with taking care of the health and care of vulnerable 

children. Much of the literature on collaboration emphasizes the importance of trust and norms 



6 

 

of reciprocity. But we see little of that in the case, with poor communication between the two 

parties, and ACS ultimately dropping CDSC for performance issues.  

 

Using a principal-agent framework, ACS is a principal and CDSC is an agent to be overseen. How 

does this work in practice? CDSC has a contract to monitor clients assigned to it by the City. 

They are expected to follow some basic rules and guidelines, but they retain high degrees of 

discretion. The report by the Children’s Services Planning Group noted that CDSC could have 

called an Elevated Risk Conference with ACS to discuss the case. Carlotta’s failure to adhere to a 

substance abuse program or Marchella’s discharge from a medical facility provided adequate 

justification for doing so. Such a conference would have alerted ACS to the seriousness of the 

case and may have prevented the tragedy. This point represents something inherent to the 

nature of these contract arrangements: the city does not closely monitor what the contractor 

finds, but depends upon them to raise alarms if they see something wrong. If the contractor 

fails to do so, the government has little capacity to monitor what is happening, except in cases 

of a tragedy, which mandate ex-post evaluations. The purpose of contractors is to help the 

government manage the volume of work, but classic problems of information asymmetry exist 

in the relationship. If the contractor is not conscientious, the government is flying blind.  

 

A good discussion with students would be how ACS might have overseen CDSC better (see the 

Brown et al, and the Romzek and Johnston articles on monitoring in contract relationships). 

Options include more careful selection of contractors in the first place, more specific contract 

language, and more of a police patrol (constant oversight) rather than fire alarm approach to 

accountability. The problem is that these solutions can increase administrative burdens for ACS 

also. More complete contracts are costly to write and to monitor. After the tragedy, the ACS 

increased the use of Elevated Risk Conference to improve communication of risk between 

contractors and ACS. But Bell already spent much of her day in child-safety conferences, with 

could take up to two hours. She complained to a co-worker: “How am I supposed to get 

anything done with all these fucking conferences?” 


