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' The federal Child Abuse Prevention and Treatment Act requires the disclosure of facts and circumstances
related to a child’s near death or death. 42 U.S.C § 5106 a(b)(2)(A)(x). See also, 31 Del.C. § 323 (a).



Background and Acknowledgements

The Child Death, Near Death and Stillbirth Commission (“CDNDSC”) was statutorily created in
1995 after a pilot project showed the effectiveness of such a review process for preventing future
child deaths. The mission of CDNDSC is to safeguard the health and safety of all Delaware
children as set forth in 31 Del.C., Ch., 3.

Multi-disciplinary Review Panels meet monthly and conduct a retrospective review of the history
and circumstances surrounding each child’s death or near death and determine whether system
recommendations are necessary to prevent future deaths or near deaths. The process brings
professionals and experts from a variety of disciplines together to conduct in-depth case reviews,
create multi-faceted recommendations to improve systems and encourage interagency
collaboration to end the mortality of children in Delaware.

The case information presented below summarizes the findings and information gathered by the
Child Abuse and Neglect Panel (“Panel”) during the reviews of ten child death and near death
cases. The recommendations listed below have already been considered by the Joint
Commissions and have been incorporated into an action plan for system reform unless listed as a
recommendation from a final review. Attached please find a copy of the action plan.

Cases Reviewed

1. Case 9-02-10-00038: H.W. (Date of Birth: Feb. 2009; Date of Incident: March 2009,
Death) *Sibling to Case 9-03-11-00014.

A three-week-old female infant was reportedly laid down after being breastfed by Mother. As
Mother was walking away, Victim’s apnea alarm sounded. Mother checked on the infant, and
she was found unresponsive and not breathing. Attempts at resuscitation occurred but were
unsuccessful. Victim was pronounced deceased at the Emergency Department (“ED”). It was
noted that Victim was in the hospital the day before her death and discharged with an apnea
monitor. Law enforcement investigated the infant’s death and an autopsy was performed. The
manner and cause of death was undetermined. No criminal charges were filed at that time,
and there was no report to the Division of Family Services (“DFS”) Child Abuse and Neglect
Report Line as a result of this incident.

Mother had no history with DFS, as well as no significant criminal history. Mother reported
that the Victim was a product of rape. As such, no information was known about the Victim’s
father.

System Recommendations/Findings

1. CDNDSC recommends that law enforcement report all child deaths to the DFS Child
Abuse and Neglect Report Line. (from initial)

2. Case 9-03-11-00014: I.W. (Date of Birth: July 2010; Date of Incident: Sept. 2010, Near
Death) *Sibling to Case 9-02-10-00038

In September of 2010, the DFS Report Line received an urgent referral alleging life
threatening medical neglect and failure to thrive of a seven week old female infant. Reports
indicated that while Mother was driving, she turned to interact with Victim and found her to



be unresponsive. She additionally reported that she performed two rounds of CPR, but the
infant was unresponsive for two to three minutes. Upon arrival of Emergency Medical
Services (“EMS™), Victim was found responsive and appeared to be doing fine.

Upon admission, Mother disclosed to hospital staff that she had a history of mental illness,
including depression and delusion, but then denied it later. Throughout Victim’s
hospitalization, she had been gaining weight and had not had an episode of apnea as Mother
described. In addition, the apnea monitor recordings were obtained and demonstrated that
Mother had very poor compliance. The hospital also noted concern that Victim was reported
to have many of the same symptoms as the deceased sibling prior to her death. Victim also
had a brief hospital admission a few weeks prior to the near death incident for poor feeding,
fatigue and low temperature. As a result, hospital staff had suspicion of Medical Child Abuse
(Munchausen Syndrome by Proxy) for Mother.

During the DFS investigation, Maternal Grandmother (“MGM?”) filed a petition for
guardianship of Victim. MGM was also the custodian of Mother’s two daughters, a ten-year-
old and thirteen-year-old. The petition was initially denied and referred to DFS. Since MGM
resided in New Jersey, the caseworker contacted the out-of-state child protection services
agency and requested a courtesy home visit/safety check on MGM’s home. However, on that
same day, the DFS caseworker was contacted by the Court and informed that DFS should file
for emergency custody of Victim. The caseworker responded and informed the Court that
DFS was not seeking emergency custody of the infant, as Mother made a plan for the infant
to stay with MGM. DFS was advised that MGM must have a home study conducted before
the Court is willing to place Victim with MGM. The out-of-state child protective services
agency declined to do a home study with MGM. As result, the DFS caseworker drove to
MGM’s home to conduct the safety assessment and determined the home to be appropriate. A
Guardianship Hearing was held in which Mother agreed with MGM’s petition for
guardianship. DFS supported MGM’s petition as well. The Court awarded guardianship to
MGM. Mother was substantiated for life threatening medical neglect and was placed on the
Child Protection Registry at level IV. The incident was not referred to law enforcement for a
criminal investigation.

While DFS investigated this referral, it was noted that no report had been received regarding
the death of Victim’s sibling (Case 9-02-10-00038 described in report above). In fact,
Mother’s first contact with DFS came in October of 2009. It was alleged that Mother’s three
sons, who resided with their father and paternal grandmother, were being spanked with
wooden spoons by their grandmother. Mother was living in a shelter, and the children were
visiting her on weekends. The case was unsubstantiated with concern and closed.

Victim’s Father had no prior DFS involvement and resided out-of-state. However, there was a
recent incident of domestic violence against Mother in August of 2010, which occurred while
Victim was hospitalized. He was charged with strangulation, assault in the third degree, and
offensive touching. He pled guilty to offensive touching in June of 2011 and was sentenced to
5 years Level V, after service of 30 days Level V, balance of sentence suspended to | year at
Level 11. Additionally, he was required to complete a domestic violence and substance abuse
evaluation, and to have no contact with Mother unless authorized by a Family Court order.



System Recommendations/Findings

1. If during an investigation the Division of Family Services determines that a child is
unsafe, DFS must follow policy as it pertains to a home assessment in planning for the
safety of the child. (from initial)

2. CDNDSC recommends that all requests of a child/family be put in a Court Order. (from
initial)

Case 9-03-12-00006: B. P. (Date of Birth: Sept. 2009; Date of Incident: Dec. 2011, Death)
*Sibling to case 9-03-12-00007

A two-year-old female child was put to bed by Mother’s paramour as Mother had left for
work. Fifteen minutes later, Victim was reportedly found to be pulseless and apneic.
Paramour called Mother then called EMS. EMS arrived and cardiopulmonary resuscitation
(“CPR”) began. The child received four minutes of CPR before her pulse returned. A
breathing tube was placed in the trachea, and the child lost her pulse again as she was being
moved into the ambulance. CPR was re-initiated and her pulse returned again. The child was
transported to the ED.

Upon arrival at the ED, a computed tomography (“CT”) scan of the head demonstrated
diffuse cerebral edema but no discrete hemorrhage, and the CT scan of the abdomen showed
liver and spleen laceration, retroperitoneal blood and arterial extravasation from the superior
mesenteric artery resulting in intraperitoneal blood. Blood and urine cultures were sent, and
the child was started on broad spectrum of antibiotics and transported to the children’s
hospital.

At the children’s hospital, an exam revealed multiple bruises to the bilateral limbs, back, and
torso. Bruises and abrasions were also noted to the face. Laboratory studies noted significant
anemia, a prolonged bleeding time, low platelets, acidosis, elevated lactic acid level, elevated
liver enzymes, and blood in her urine. Ophthalmology performed an exam which
demonstrated multiple patches of retinal hemorrhaging in the left eye; however, a large
hemorrhage was also noted in the fundus. The coagulopathy as the source of this could not be
ruled out. After two brain death exams, Victim was taken off life support and death was
declared.

A joint investigation was conducted by DFS and law enforcement, during which a forensic
interview was done with the Victim’s older sibling. She disclosed that Mother’s paramour
physically abused them. Paramour began watching the children in December while Mother
was working. On the day of the incident, it was alleged that Mother called Paramour and
asked him to check on Victim. He noticed Victim’s eyes were half open and she was just
staring. He picked her up and began to shake her to wake her up, and he noticed she was not
breathing.

Approximately 48 hours after Victim’s death, the child’s siblings were examined in the ED of
the children’s hospital. It was determined that the four-year-old sibling was not suffering
from any physical injuries. However, the nine-month-old sibling was diagnosed with



fractures in various stages of healing, a laceration of the liver, and bruising on numerous
2
areas of the body.

As a result of the new allegations, DFS petitioned for temporary custody of the child’s
siblings. Upon their discharge from the hospital, the siblings were placed with a relative, who
was eventually awarded permanent guardianship.

Mother’s paramour was convicted of manslaughter in September of 2013. He was sentenced
to 25 years Level V (40 years for both incidents). Paramour was substantiated by DFS for
abuse of Victim, and he was placed on the Child Protection Registry at level IV. Mother was
substantiated for neglect due to the fact that she failed to act upon the indications that her
children were being abused, and she placed on the Child Protection Registry at level III.

System Recommendations/Findings

e Family Court did not follow its policy regarding reviewing related files for families (post
incident). Mother gave birth to three other children after this incident and petitioned for
guardianship of non-related children (from final review).

e The Panel noted the following as strengths: DFS investigation and the Court directed the
sentence to run consecutively instead of concurrently (from final review).

4. Case 9-03-12-00007: T.T. (Date of Birth: March 2011; Date of Incident: Dec. 2011, Near
Death) *Sibling to Case 9-03-12-00006

An eight-month-old infant was brought to the ED of the children’s hospital approximately 48
hours after the death of her sibling to rule out abuse. DFS recently placed the Victim and her
older sibling in the home of a relative through a safety plan. The relative noted Victim was
not using her left arm much, and she was irritable and wanted to be held more than usual. The
relative agreed to have the children examined at the children’s hospital.

Upon physical examination, Victim was noted to have sustained a Grade 2 liver laceration,
fractures to the left shoulder, humerus, radius and ulnar, and a right radial fracture. A new
referral was made to the DFS Report Line as a result of the injuries to Victim. A Children At
Risk Evaluation (“CARE”) consult was completed where it was determined that the differing
ages of injuries and types of fractures documented were consistent with more than one
episode of trauma, and that the injuries sustained by the infant were a result of non-accidental
trauma. As a result, Victim was admitted. On the same date, DFS petitioned for temporary
custody of Victim and her sibling, who was not injured.

Prior to this incident, in March of 2011, Victim was born drug exposed. Mother reported
taking a Percocet for severe back pain before going into labor. The same aunt, who is the
current relative caregiver for the infant and her sibling, signed the safety plan agreeing to care
for the infant until Mother completed her substance abuse evaluation. After no treatment was
recommended by the DFS substance abuse liaison, the case was unsubstantiated and closed in
April of 2011.

? Refer to case # 9-03-12-00007, for further information regarding this child’s injuries.



Mother’s paramour was convicted of assault by abuse in September of 2013. He was
sentenced to 25 years at supervision Level V suspended after serving 15 years, followed by 2
years Level 111 (40 years for both incidents). Paramour was substantiated by DFS for abuse of
Victim, and he was placed on the Child Protection Registry at level [V. Mother was
substantiated for neglect due to the fact that she failed to act upon the indications that her
children were being abused, and she placed on the Child Protection Registry at level 111.

System Recommendations/Findings

1. CDNDSC recommends that the Division of Family Services follow policy as it pertains
to interviewing or observing, within 24 hours, all other children not identified as victims,
when the reported victim is determined to not be safe. (from initial)

2. CDNDSC recommends that the medical profession educate the Division of Family
Services, the Department of Justice and law enforcement on all substance abuse
screenings within Delaware Hospitals. It is further recommended that cross training occur
among these professions as to the treatment received for such substances and the impact
that such substance have on the abuser’s ability to care for their children. (from initial)

Case 9-03-13-00004: (Date of Birth: July 2011; Date of Incident: Sept. 2012, Near
Death)

A fourteen-month-old male child presented to the ED via ambulance with the chief complaint
of seizing, lethargy and facial bruising. Medical personnel were informed that prior to
dispatch of EMS, Victim was fed, began to have trouble breathing and then became
unresponsive. A CT scan of the head was completed and demonstrated a right frontal
subdural hematoma. This injury was determined to be non-accidental. As a result of Victim’s
injuries, he was transferred to the children’s hospital for further evaluation and treatment. It
was noted that the family was Spanish speaking and therefore an interpreter was needed.
Once Victim arrived at the ED, the language line was used in order to help assist with
translation. During the use of the language line, it was noted that Mother provided multiple
variations of how Victim sustained his injuries.

The child abuse expert advised that the hematoma resulted from blunt impact rather than
Abusive Head Trauma. Furthermore, Victim had multiple bruises to his chest, sides and back.
Further, the bruising to Victim’s face was in a specific pattern as if he had been slapped.
Additionally, over the center of his chest there were three distinct oval bruises in a triangular
pattern with a fourth bruise directly below. The above described bruising patterns were most
likely an inflicted injury resulting from a frontal impact from a loose fisted punch. Due to the
pattern and location of the bruising, coupled with Victim’s age, it was concluded that his
injuries were indicative of abuse. Since Mother had previously established that she was the
sole caretaker of child, it was likely that Mother would have noticed the bruising on Victim’s
body. It was also noted that Mother had made no previous attempt to obtain medical
attention or contact law enforcement relating to these unusual marks. It was also advised that
Victim could have stopped breathing due to the direct force inflicted to his head. Likewise, he
could have also experienced seizure-like activity due to the subdural hematoma or impact to
the chest.

A joint investigation was conducted by DFS and law enforcement. Interviews were conducted
with Mother and all individuals residing in the home. A search warrant was also executed at



the home, where physical and photographic evidence was collected. DFS was awarded
temporary custody of Victim and his sister. It was decided that Victim’s sister would need to
be medically evaluated in order to rule out abuse. At that time, both children were placed in
foster care.

No prior history was noted with Victim and/or family, as they had recently moved from
Virginia to Delaware. Moreover, contact was made by the DFS caseworker with Virginia
Child Protective Services (“CPS”) and Nebraska CPS, where child’s biological father resides,
in order to ensure that no previous history existed in either state.

DFS substantiated Mother for physical abuse, and she was entered on the Child Protection
Registry at level [V. In February 2013, Mother gave birth to another child, and DFS was
awarded custody of that child as well. Criminally, Mother was charged with one count of
Assault by Abuse in the Second Degree and one count of Endangering the Welfare of a Child
(“EWC”), both felony level offenses. In March of 2013, Mother pled guilty to felony level
EWC. As a result, Mother was detained by Immigration and Customs Enforcement (“1CE”)
and was deported. All three children have been adopted by the same family and are residing
together.

System Recommendations/Findings

1. CDNDSC recommends that the language line be utilized within hospitals by law
enforcement instead of the use of minors as interpreters. (from initial)

2. CDNDSC recommends that Delaware hospitals comply with the American Academy of
Pediatrics as it pertains to the standard of care when performing full body skeletal
surveys. Medical staff declined to perform skeletal survey on the sibling as requested by
OCA and DFS due to increased exposure of radiation to the child (from final review).

Case 9-03-13-00014: 1.C. (Date of Birth: Oct. 2012; Date of Incident: March 2013, Near
Death)

A five-month-old female infant was brought to the ED due to Mother noticing swelling on
her head. A CT scan of the head revealed a skull fracture below the swelling. Victim was then
transferred to the children’s hospital for further treatment. Neither parent could provide an
explanation as to how the injury occurred. There were two other children residing in the
home, a four-year-old and a one-year-old who share a different biological father than Victim.

A CARE consult was done that same day. No additional fractures were seen and the bones
appear normal otherwise. There were no retinal hemorrhages. The child abuse expert had
concerns since there was no explanation for the injury from the parents. However, the type of
fracture sustained by Victim was often seen in accidental injuries. The appearance of the
swelling was consistent with the injury occurring within the last several days and therefore,
including while the child was reportedly in the care of her mother, her father and both the
maternal and paternal grandmothers.

Law enforcement and DFS conducted a joint investigation. Victim was discharged to the care
of the parents with a safety agreement in place. The agreement stated that the MGM would
supervise all contact between the parents and children. After hearing from law enforcement
that there would be no criminal charges, DFS closed the case, unsubstantiated with concern



for unexplained injury with lack of supervision by Father. Neither parent had a criminal
history or Family Court history.

System Recommendations/Findings

1. CDNDSC recommends that in serious injury cases, the Division of Family Services’
caseworker contact the Child Protection Unit of the Department of Justice Family
Division, so that a determination can be made as to whether or not custody should be
sought, a safety plan should be implemented OR the case be referred to treatment. (from
initial)

2. Unsafe bedsharing with infant was suspected (from final review).

3. Law enforcement did not interview the paternal grandmother during the investigation,
even though she was determined to be caring for infant at the possible time of injury
(from final review).

Case 9-03-13-00017: L.D.C. (Date of Birth: Jan. 2010; Date of Incident: May 2011,
Death)

A sixteen-month-old male child was found in his pack-n-play, by his older sibling, with rigor
mortis throughout. The child’s manner of death was determined to be natural and the cause of
death was dehydration associated with a non-specific febrile illness. That same day, law
enforcement went to Mother’s residence where physical and photographic evidence was
collected. The criminal investigation revealed that the room in which the children shared was
excessively hot with no working air conditioner, nor was a window open that would provide
proper circulation. It was determined that Victim’s sleep environment was not conducive for
a child of his age.

Father was not involved, his criminal history was unknown, and he had no history with DFS.
Prior to this incident, Mother had no significant criminal history; however, she was involved
in four investigations with DFS. The first investigation occurred in August of 2007. The DFS
Report Line received a routine referral alleging the neglect of Victim’s siblings. DFS
conducted an initial interview, in which Mother admitted to being overwhelmed and reported
she had been diagnosed with manic depression and could be suffering from post-partum
depression as well. A Hospital High Risk Medical Discharge Protocol meeting was held and
as a result a home visiting nurse was referred, twice a week, for two weeks. The investigation
case was closed as unfounded with concern and transferred to treatment. While in treatment
with DFS, documentation revealed that an intern had conducted unannounced home visits
three times until the case was closed in June of 2008, due to risk reduction, even though
living conditions did not improve. Mother received a mental health evaluation; however, her
diagnoses were not confirmed and no follow up was noted by the caseworker with the
evaluator.

Four months later, the Report Line received a second routine referral alleging the neglect of
Victim’s siblings. Child Development Watch and the Division of Public Health were
involved with the family at that time and voiced their concerns of inadequate weight gain by
the twins and inappropriate living conditions. The case was closed as unfounded with



concerns. Five months later, in March of 2009, the Report Line received the third routine
referral alleging the neglect of Victim’s siblings. The case was closed as unfounded with
concerns. The concerns noted were Mother’s financial instability and lack of housing. In
February of 2010, two reports were made to the Report Line alleging physical neglect by
Mother. Mother had recently given birth to Victim, and the reporters were concerned with
inappropriate living conditions. An announced home visit was conducted by DFS and
concerns were noted regarding the living conditions. The family agreed to make
improvements prior the next visit, but no safety plan was implemented. The case was
unfounded with concern and transferred to treatment for additional services. While in
treatment, in March of 2010, the home was noted to be deplorable by DFS. As a result, DFS
implemented weekly home visits and the family was given multiple opportunities to make
improvements. In December of 2010, the caseworker observed Mother’s new residence
which was noted to be a converted shed. The caseworker determined that the children were
safe. One month after that visit, the treatment case was closed as successful. Housekeeping
standards and poverty were noted as concerns at case closure.

Although the Medical Examiner was privy to the family’s DFS history, it did not change the
Medical Examiner’s ruling on the manner and cause of death as the Division of Forensic
Science must comply with the set of codes established in the International Classification of
Diseases (“ICD-9"). As a result of the Medical Examiner’s findings, prosecution was
declined. Mother was founded for severe physical neglect and entered on the Child Protection
Registry at level IV. Maternal grandmother was granted guardianship of Victim’s siblings,
and the case was transferred to treatment for ongoing services. In May of 2012, the treatment
case was closed as successful.

System Recommendations/Findings

1. CDNDSC recommends that the Division of Family Services comply with policy as it
pertains to the following areas (from initial):

e Monthly contact with children when there is an active investigation.

e Enforcement of agreed upon case plans. During the investigation, it was noted that
there was over a ten month period where there were repeated concerns by
caseworker, intern, and supervisor regarding the deplorable conditions of the home
and threats of consequences if such conditions did not improve.

e Consultation with the Department of Justice. Mother repeatedly showed an inability
to comply with case plans and provide suitable housing for her children.

» Proper advisement as to what constitutes inappropriate discipline.

* Proper evaluation of a participant’s mental health during an investigation.

e Recognition of the difference between poverty and poor living conditions as a major
concern for a family’s well-being. It is documented that caseworker identified poor
living conditions as a result of poverty.

o Identification of safety issues that may result in the removal of a child from the
home.

e Poor supervision of caseworker by supervisor. It was noted that supervision of
caseworker was lacking, and it was permitted for an intern to perform unannounced
home visits.

e Education of staff on what is considered child well-being. Caseworker failed to
address mother’s lack of recognition for the well-being of her children which resulted
in a lack of bonding/attachment, truancy, and hygiene issues.



2. CDNDSC recommends that cases involving multigenerational or chronic patterns of child
abuse and/or neglect should require and be given a high level of supervisory oversight.
(from initial)

3. CDNDSC recommends that in instances where a parent and/or caregiver is expressing
concerns of mental health issues that appropriate referrals be made to mental health
services for an immediate evaluation and that the Division implement a safety plan in
order to assure the parent/caregiver has the ability to properly care for his/her child(ren).
(from initial)

4. CDNDSC recommends that the Division of Family Services consider revising what is
considered a quality collateral contact (i.e. medical/mental health). (from initial)

5. CDNDSC recommends that the Division of Family Services continue in the development
of Structured Decision Making (“SDM”) for treatment cases in order to aide treatment
staff in making a decision to close a case. (from initial)

6. CDNDSC recommends that the Division of Family Services consult with the Department
of Justice’s Deputy Attorney General when considering case closure during investigation
for serious physical injury or death. (from initial)

7. CDNDSC recommends the establishment of a special victims unit with statewide
jurisdiction within the Department of Justice specializing in the investigation and
prosecution of felony level, criminal child abuse cases including those involving the
death, near death or sexual abuse of a child.® (from initial)

8. CDNDSC recommends a team of criminal investigators with expertise in the
investigation of child abuse should be established within the Department of Justice. This
investigation team should work directly with the special victims unit in the investigation
and prosecution of felony level, criminal child abuse. Referral to the investigation teams
should be mandatory in all such cases, statewide. The investigation team should have
authority to seek the assistance of police agencies with appropriate expertise, when
necessary to support resource constrained, local police jurisdictions in the investigation
phase, although local police should be permitted to partner in the investigation. * (from
initial)

9. CDNDSC recommends that during the investigation of child deaths, where
environmental conditions exist and may have impacted the child’s death, the temperature
of the room be recorded by appropriate investigative agency, whether law enforcement or
the forensic investigator. (from initial)

’ Recommendation was previously put forth in the final report from the Joint Committee on the
Investigation and Prosecution of Child Abuse. May 17, 2013. Page 23.
‘Recommendation was previously put forth in the final report from the Joint Committee on the
Investigation and Prosecution of Child Abuse. May 17, 2013. Page 23.
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10. CDNDSC recommends that legislation (such as a Children’s Bill of Rights) be
considered and drafted in order to provide and establish further protection of children’s
rights. (from initial)

11. CDNDSC recommends that the Child Protection Accountability Commission provide
best practice guidelines in regards to which agency shall complete the Sudden
Unexplained Infant Death Investigation (“SUIDI”) Form during investigations of an
infant death. The guidelines shall entail certain situations where it would be more
appropriate for the forensic investigator to complete the form; also taking into
consideration that certain situations would require the two agencies to work
simultaneously depending on the expertise of the law enforcement agency. (from initial)

12. CDNDSC recommends that the Division of Forensic Science provide training to the
Child Abuse and Neglect Panel as it pertains to the forensic investigation and roles and
responsibilities of the Medical Examiner. (from initial)

13. CDNDSC recommends that the Division of Family Services’ caseworkers educate
parents on the appropriate use of car seats for premature or medically fragile infants and
that car seats primarily be used for transportation. Moreover, follow up must occur and
documentation should be made by caseworker in the Family and Child Tracking System
(“FACTS”) to reflect such changes. (from initial)

14. CDNDSC recommends that the Division of Family Services consider adding
multigenerational history to the current six supplements of the SDM Risk Assessment
Tool. (from initial)

15. CDNDSC recommends that the Division of Family Services explore best practice as it
relates to cases involving multigenerational history. Furthermore, it is recommended that
a program be implemented to help address issues of multigenerational history with the
family when said history is present within an active investigation. (from initial)

16. CDNDSC recommends that further education; such as, the development of reference
book and/or guide pertaining to the psychological, developmental, and/or physical
impacts of abuse and neglect on nonverbal children who sustain serious, life threatening
injuries, be offered to professionals involved in the investigation and prosecution of such
cases. (from initial)

17. CDNDSC recommends that the Division of Forensic Science review this case and
provide a response to CDNDSC to help understand their protocol for reviewing records
(including medical, Division of Family Services, etc) when making a determination for
manner and cause of death.

Case 9-03-13-00023: C.M. Date of Birth: Jan. 2012; Date of Incident: May 2012, Near
Death)

A three-month-old male infant presented to the ED with seizure activity, grunting
respirations, and bulging fontanelles. A CT scan of the head was completed and demonstrated
an acute right subdural hemorrhage, subarachnoid hemorrhage in the right occipital lobe,
multiple parenchymal hemorrhages in the right temporal lobe, and a possible chronic right
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frontal subdural hematoma. No external injuries were visible on Victim’s body. These
findings were concerning for non-accidental trauma. Victim was transferred to the children’s
hospital for further evaluation and care management. It was determined Victim was most
likely suffering from Abusive Head Trauma/Shaken Baby Syndrome.

The DFS Report Line received a referral alleging the physical abuse of Victim and contacted
law enforcement to report the situation. Upon arrival at the hospital, law enforcement
obtained initial statements from Father, Mother and Paternal Grandfather (“PGF”). Father
advised that he, Mother and Victim reside in the home of PGF. Father admitted to being the
primary caretaker of Victim, as he was unemployed and Mother worked five days a week.
Father reported that Victim had not fallen nor had anything occurred that would have caused
such injuries.

Two days after Victim’s admission to the children’s hospital, Father confessed to inflicting
the injuries. Father had initially confessed to PGF who then instructed him to contact law
enforcement. A follow up interview occurred with law enforcement where a doll-reenactment
was done. Father advised that Mother had left for work around 3:30 in the afternoon. Father
stated that he was home alone with Victim and the baby was fussy. Father had placed Victim
in his bouncy chair, because he was unable to figure out why he would not stop crying. Father
then picked Victim up holding the infant in front of him as he stood. Father proceeded to
shake the infant twice while saying “stop.” As a result of the shaking, Victim’s head was
jerked fairly hard. Immediately following the shaking, Victim’s eyes became droopy and he
began making a grunting noise. Mother was then contacted and 9-1-1 was called.

Based on the information obtained during the interview and after consulting the Department
of Justice, Father was arrested and charged with Assault by Abuse. A No Contact Order was
issued between Father and Victim. Additionally, Father, Mother, PGF and his paramour
signed a Consent to Search Form, where additional evidence was seized from the residence as
well as other personal belongings. Father pled Guilty to Assault by Abuse in July of2013. In
September of 2013, he was sentenced to 25 years Level V suspended after service of 18
years, balance of sentence suspended to 5 years Level IV (DOC discretion) suspended after
service of 6 months, balance of sentence suspended to Level 1. In December of 2013, the
sentence was modified so that 25 years Level V was suspended after service of 7 years. The
balance of the sentence remained the same.

Mother had no prior history with DFS. However, there was one investigation in 1999,
pertaining to infant’s father, as a child. The investigation was a result of a domestic violence
incident, when Father was seven years of age. The investigation was closed as unfounded.

Seventeen days after Victim’s near death event, he was discharged into the care of his
Mother. He had more extensive brain damage than originally thought and the degree of his
visual impairment was unknown. Currently, he is receiving therapy five times a week at the
children’s hospital and it is expected that he will continue to need therapy for the remainder
of his life.

System Recommendations/Findings
1. CDNDSC supports the continued Abusive Head Trauma education within Delaware
Hospitals, as well as the continued training among Delaware’s first responders. (from

initial)
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2. CDNDSC applauds the efforts made by the Delaware State Police Detective in this case,
and those additional officers who assisted with the criminal investigation pertaining to the
assault of this child. (from initial)

3. The Panel expressed concern as to why the sentence changed from 18 years to 7.
Following DOIJ research, it was determined that in hindsight, the Superior Court Judge
felt 18 years was too harsh of a punishment than what the crime warranted. The sentence
was reduced at his discretion (from final review).

Case 9-03-14-00002: C.R. (Date of Birth: May 2012; Date of Incident: Aug. 2013, Near
Death)

A fifteen-month-old female child obtained a fentany! patch belonging to her MGM, with
whom she lived. After placing it on her abdomen, Victim became very lethargic and EMS
was called. She was admitted to the intensive care unit (“1CU”) of the children’s hospital due
to her lethargy. Medical personnel could not test for what level of the drug was in the child’s
system. A larger quantity of the drug could have been fatal.

DFS and law enforcement were contacted. During the investigation, it was revealed that
MGM, who was paralyzed and prescribed several medications, was the primary caregiver for
the children. Law enforcement also shared that there were two recent incidents at the home as
a result of Mother’s seizure disorder and noncompliance with treatment. During those
incidents, her behavior was described as violent. It was also discovered that the conditions
within the home were hazardous for children. DFS was granted temporary custody of the
Victim and her sibling, and they were placed in foster care.

Several months prior to this incident, DFS received a referral regarding concerns of neglect
for Victim and her sibling. It was alleged the home was dirty and had a stench of cat
urine/feces and cigarette smoke. The case was unsubstantiated with concern for the family
continuing to maintain upkeep of the home and closed. There was no documented DFS
history involving the alleged biological father of the children.

As a result of the incident, MGM was substantiated for abuse - poisoning due to the fact that
the fentanyl patch belonged to her, and she was entered on the Child Protection Registry at
level IV. Mother was substantiated for Dependency and Severe Physical Neglect due to the
conditions of the home, and she was entered on the Child Protection Registry at level l11. The
case was transferred to DFS treatment for ongoing services. Mother’s DFS treatment plan
was to work on housing, finances and appropriate supports. She needed to follow up with her
own medical appointments and take her prescribed medication. She also needed to follow up
with the children’s medical appointments to ensure that their developmental growth was on
target. Despite efforts at reunification, a termination of Parental Rights Hearing was
scheduled in August 2015.

System Recommendations/Findings
1. CDNDSC recommends that the Division of Family Services comply with policy as it
relates to utilizing a minimum of two collateral contacts prior to case determination, what

is considered to be an appropriate collateral contact, and timeliness of collateral contacts.
(initial review)
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2. CDNDSC recommends that the Division of Family Services comply with policy as it
pertains to the medical assessment of a child when said child is not the focus of the
investigation but presents with possible medical needs. (initial review)

3. During the January 2013 investigation, there was an accumulation of risk factors
identified that should have prompted immediate attention by the DFS caseworker;
however, the cleanliness of the home was the primary focus and the case was closed,
unsubstantiated (from final review).

4. The law enforcement officer did not report the case to the Criminal Investigative Unit.
However, it was noted this was an older case, and extensive training has occurred since
this incident (from final review).

10. Case 9-03-14-00006: J.M. (Date of Birth: Oct. 2013; Date of Incident: Dec. 2013, Near
Death)

In December of 2013, a referral was made to the DFS Report Line alleging physical abuse of
a two-month-old male infant by his Father. Victim’s mother advised the reporter that she had
left the home in the afternoon, leaving infant in the care of his Father. When she returned
home, she heard screaming coming from inside the home. She found Father holding the
infant. She asked why Victim was screaming and noticed a napkin/baby wipe with blood on
it. She snatched the infant from Father’s arms and observed the bruising and blood on the
infant’s face. She immediately called MGM and was advised to take Victim to the ED.
Mother left the residence with the infant, on foot as they lived nearby and responded to the
ED.

Upon medical examination, Victim had facial contusions and bilateral edema to the face. X-
rays and additional testing, such as blood work and CT scans were completed; all yielded
negative results. Victim was stabilized and breathing without intubation. He was admitted for
the night for observation. Some of the marks on Victim’s face looked to be fingerprints as if
someone were trying to stop him from crying. The doctor planned to order an eye
examination for the infant to ensure there was no damage. Medical staff was concerned since
no explanation was provided by the parents.

Law enforcement was contacted and arrived at the hospital prior to the DFS caseworker. In
speaking with Mother, law enforcement ascertained that only Mother, Father and Victim
resided in the home and neither parent had other children. Mother revealed that she was
prescribed five or six different psychotropic medications for her Bipolar and Schizophrenia
disorders. Father also suffered from Bipolar and Schizophrenia; however, he was not taking
medication. Multiple family members had arrived at the ED. All family members reported
that Father was violent and had beaten Mother on a number of occasions. The medical staff
reported that Mother had been treated at the ED previously as a result of this domestic
violence. During his interview, Father reported he put a bottle into Victim’s mouth too hard.
He said Victim was screaming and when he removed the bottle, the infant’s face was covered
in blood. Law enforcement suspected that Mother was not at the home at the time of the
incident, because she was purchasing marijuana.

Father was arrested and charged with Assault 1%, Child Abuse 1%, and felony level
Endangering the Welfare of a Child. He took a plea to Assault 2" and was sentenced to 8
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years at Level IV, suspended after 12 months to 6 months work release, to 1 year Level I11.
Father was substantiated for Blunt Force Trauma and entered on the Child Protection
Registry at level IV. DFS transferred the case to treatment for ongoing services.

During the above treatment case, a subsequent referral was made to the DFS Report Line for
Other Physical Abuse alleging that Mother was using drugs in front of Victim, putting
marijuana in his bottle and letting the infant sniff marijuana. Upon investigation of this
referral, the caseworker concluded the referral was made out of spite after viewing text
messages between Mother and another person. The home visiting nurse that saw the child
regularly stated Victim was developing well and contact between Mother and Victim was
appropriate. The caseworker noted no concerns during the visit. Law enforcement was not
contacted regarding this referral. Discussion occurred during the Panel as to why no medical
evaluation was done for Victim as a result of this referral. However, DFS determined that a
medical assessment was not needed since the visiting nurse did not identify concerns.
Following the incident, Victim’s adult cousin filed for temporary guardianship of the child.
The case was initially sent to mediation. However, since the cousin is considered a non-
relative, the case will be scheduled before a judge. The matter is still pending before the
Court.

Findings

1. Law enforcement did not complete a scene investigation. The initial response was made
to the hospital (from final review).

2. Family Court does not have the ability to examine administrative findings in DFS cases

prior to granting guardianship or custody unless a substantiation petition has been filed
with the Court. (from final review).

15



e

“3sigojoyaAsd _U_Eu Ag mainay p
. - . 10
| e ‘Gupjrom swely (eand Suuinbay o
‘malnal Alosinaadns
- e [9A9( 43481y e Buninbay g
= ‘podai
- [eyuawsajddns Jaisew e Suisn e
o 'SB UINS ‘SU0IIN|os |BIIUYI3] JOPISUO)
L - ‘]aued N2 2y} wody sajdwiexa oynads
o l 3sN pUe §]IVY+ Ul M3IADJ 0} J3ISed
QIO o apew ag pino2 Al0ISIYy MOy 5SNISIp
: pmzm:,q Lo .ﬁ..; S4d € 01 s10sIAI8dNS 1IUN S4g Yum 1330 "€

‘3unLaw 1xau
1 UOISS|WWOD Wuiof
01 21epdn apIAoad ‘€

T e

NS Ul Iy31am u1ea.3
U3AI3 89 p|noys sia310dal |euolssajoid

D W pue ‘A1o3siy |euolzesauasd-ninw
1sn8ny "z | S4d dADSA ‘T | ‘©2U3|OIA 211S8WOP Jaylaym aulwis1ad ‘g

e
AN

‘Bunsaw xau |
1B UOISSIWWOD) JUIOf

01 a1epdn apiroid 'Z.

: *A103s1Y 03 S93e|a4 31 5B |00 (INAS) s UETURESN I
ST0c | s4a ~ oSUDJBIAl UOISINAQ PRINIINAS BY) A101SIH uonesisanu]
"paisdwo) T ‘9z a4 T 3 ISANGI T 10 8sn 3Y11N0Qe [sued NvD 8yl ulel] T At joesn ‘@jeu| s4a

ue|d Aujqisuodsay S32U31IN2Q
UORDY UOISSIWWO) JUiof  Jweldwi] Adua8y SUOI1EPUIWWOIDY UOISSIWILWIOY) JUIOf Jo# Suipuiy ealy walsAs

SUOIIEPUBWIWIOIRY [duked NYD paziiliold

STOZ ‘g AMenuef — 1ea119y /3unasp o
UOISSIWWOD YHIG||I3S PUE Yiead B3N ‘Y1ead plIyd 3 UOISSIUWIOD AJ[IGRIUN0IDY UO[II3104d PlIYD



‘Bunasw 1xau

1B UOISSIWWOo) JUIof
0} 91epdn apiaoid
*9211WWOo) Sulujel )

ysnoyy Jvdd ‘uoneduUNWWo) D
01 sa1epdn apinoid pue ‘sjeuoissajoid

Juawdo|anap Agq 2ouendwod-uoN  °q

Suturesy pue ‘Mijennuapyuo)y e
Suiyeis yum asisse :ssalppe
01 ¥)O "J0luow 01 1I_YS 3} "S|euOISSa}04d SI9Y10 Woly
29 1wwo) duures] 5102 Ss|eJa1e[|02 Suluielqo Ul Ye1s S4q 1sisse

J¥dD 01 usIssy ‘¢ 1390120 ‘T rog -z | 031jo01 pue weiSoid Suiuierny e dojanaq g

‘sjeuoissajoud
1ueAd|as yum suoness||e
01 asuodsal ul sjuswaels
s Ajlwey 2yl Suneloqosio)  p
‘pue (uas)p|iyod Jo/pue
SJaAn18a.4ed 104 pa1dadsns/pada||e
9Je S9NSSI 9snge 3Jueisqns
pue yijeay |elusw usaym
siapinoad jusuniealy Suipeuo) o
‘suonedajje ayi 031 ujuteysad
UOI1BUWLIOUI JUBAS|DJ dARY 1BY]
$32Jno0s |eJa1e[j0d SulAjiluap]  °q
‘Ajiwey ayy ur uaap|1yo |je Joy
S32UN0S |BJ31E||00 SUIMIIAIDIUI] "B
:apnjoul jjeys
1] 'ss@20.d Sujew-uoiSIIap Y} WIoUl
0} pue ‘suoiledsj|e ayl 03 JUBA3|3J 3]

‘Burlsaw xau 01 ‘Ajlwey ay3 Jo spasu anbiun a3y} 03
1B UOISSILIWOY) Julof ST0C aaIsuodsal aq 01 ainpadoud pue Adjjod uonesisanu|
01 a1epdn aptaoid ‘T 1940190 °T S4a°T [2121B]]0D S4Q 1uaNd 3yl puedx] ‘T 91 S|e1a1e||0d sd4a

ueld Aujiqisuodsay S9IULINIIQ
UOIDY UOISSILUWIOD JUIOf  Swelsuwly, Aduasy SUOIIEPUBLLILIOITY UOISSILILIOY JULOf 10 # Suipui ealy WalsAs

SUOIlePUDIWILIOIRY [dued NV paziHiold
Q10¢ ~NN >LNDCN—. - HN@&HUK\MC_HQQ_\/_ uior
UOISSIWWOD YMIQIIS PUe Y1ead JeaN ‘Yieaq pliyd 3 Uoissiwwod AN|IqeIunoddy Uoda1oid pliyd




= = “JUslUageuell J0j saul[aping pue w

90UBUNSYE |E1RUOSU UO 3311ILILIO)

1 e - 2leDJosplepueis S,OIAHA Ag

| padojanap spaepuess ayr apnpuj 4

| -adieydsip 0y Joud ‘eduawy

. sal|iwed AyyjesH eia swesdoid
SUI1ISIA SWOY PIsSeq-2JUBPIAS

03 Ua4p|iyd 3)1Sely Ajjedipaw 133y '3

1 ‘US4p|IYyd 313ely Ajjeaipatu 1oy
. ~ UOI1BJ0CR||0D pUB UOIBIIUNWWOD
- | 3uoBuoui 1gIA 3y} Sulajoau) ‘pue _
i s = ‘V1d¥D 42d a1e3 ajes 4o ue(d ay) _
= | Bupuswsjdwi pue sjuejul pasodxs
-3n4p 031 Buipuodsal :apnpoul
[IBYS 3] "Ua4p|iy2 3|13el) Ajjedipaw
: pue pasodxa-3n4p e spnpul
- 03 030104 mmmwﬁm.ﬁ_&_mu‘_vu?

Sl

NSIY Y3IH _B_awo_._ wﬁ. ww_>wx

i
s S L
G

- wumpm w—t
. ul sanljioey BuUlypIg ||e ul s1uBjul Jo)
. S3uIus342s 3nip [BSISAIUN 10NPUO) D

"33n3e]s 193|33u 03 aden3ue| uippe
x_@vmwm_d%v:m papaau Se uoiuyap

Tl

~ 3yrJonw oy Lneaseyeiq q

e T e

e

o nslieln vmt_vvm\vmmoaxw

G T

-3n.p 0 3A(SN|PUI ‘plIYd 3|18ely

. IR | Ajjeatpswi jo uoiuap e ysijgesy e | siueju
. ‘ - :suollepusItuo23) SUIMO|| 04 pasodx]
"gunaaw 1xau : _ 31 SSaJppe 01 uaap|iyd 3ji8el -3oueISqNS | [EedIPaIAl pue
1B UOISS(WWOD) JUI0f - JSANaD Al|BDIp3Al pUR pasodx3-a3uelsgnsg | /an8eud uonesnisanu|
0} 31epdn 9pIA0Ld °T | 9TOT YIBIN T O¥dd T | Ug9a1lWwIo] Julor ea1eal) 1 LT | Aleaipain s4a

ue|d Anjqisuodssy S3JULINNDQ
| UOIPY uoIsSIWWO) ulof awexswi] Adualy SUOIIEPUDWIWOIDY UOISSIWWOY) JuIof Jo# Suipul4 ealy WaisAs

SUOI1EPUBWIWOIRY [dued NYD paziiliold
ST0T ‘TT Aenuer — 1eas3ay/3unasiA wior
UOISSIWWOD YHIg||I3S pue yieaq JeaN ‘yread piiyd 1 uoissiwwo) Ajjiqeiunoddy uoi3dalodd pliyd



‘Bunasw 1xau
1B UOISSIWWO) 1ulof
01 a1epdn apinold v

‘Bunasw 1xau
1B UOISSIWWO) uiof
01 a1epdn apinoid ‘€

‘Builssw 1xau
1e uoIssiwwo) juior
01 91epdn 3pINCId °T

‘Bunsaw 1xau
1B UOISSIWIWOD) JUlof
0} 91epdn apinoad ‘T
ue|d
UOI1DY UOISSILULWIO)) Julof

"(109183u 10
9sNge }JO )Si 95e34239p 0] SullSIA dwoy
3°1) $931A135 uoUaAaLd/ uolUAAIBLUI _

Apea u) pade8ua aJe sayjwey
¥sid ySiy aJnsse 0] suoiepuUSWIWOIBL |
Ajlauapl 01 991UWIWIO) JUIOf B YsI|qels ‘y |

STOC
Jaquindss 'y

JSANdd
BIVAI ¥

‘31eldoudde se ‘Aemuspun

2Je S2IIAIDS |BUI2)21 1BY] Suiluswniop

M3alIn3L Aosiaiadns e Jnoylm paso|d aq

im ased ou pue ‘Bujuueld A1ages ojug

pa1e40dI0oUl BIB SJUIWSSISSE DIUI[OIA

J11SSWOP pPUR ‘@snge aJue1sgns ‘yijeay

{ElUaW Wou} uoilewWJIOoU] 1BY] 24NSUI
01 sainpadoud pue sapjjod dojansag ‘¢

‘S9SEI U3eap Jeau

pue y1eap pjiys uo pedwi sulwialep

01 sJe3A 7 1Se| 9Y31 JaA0 sjuawanoidwi
wa1sAs 4@ Jo SisAjeue ue 19Npuo) ¢

‘(suonepuawiwodal ul HIAVSA

pue ‘ssq ‘Hdd Aqg papinoad sad1Ales

0} SI3144eq) DY dD 01 SI3UOISSILIWOD) SB

SSHQ 10 540303417 uoIsIAIQg 10 A1elaud3s
9yl ppe 01 uone|si8a] Japisuo) ‘T

STOC

Jaquwiardas ¢ S4a ‘¢

ST0¢

Jaquandas 'z S4a°¢

STOC

‘ogaunr-t IvdD 'T

Augisuodsay

aweyawi] Adua8y SUOIIEPUSWIWOIRY UOISSILIWO)) JUIof

(4]
S9DUB44NIIQ

o #

Asiy
panjosasun

3
ue|d A1ajes

Buipuly

uawieal)
uonesinsanu|
Sd4a

ealy WIISAS

SUOIIEPUDWIWIOIRY |dued NVYD pPOzII0lid
G102 ‘¢z AMenuer — jeasiay/3unas wiior

UOISSIULIOD YHIG|IIRS PUB yieaq JeaN ‘yiead piiyd g UOISSIWWOD A}|IqeIuN0ddY U013I3304d PIIYD




uawdo|anap
3uiulely pue
‘3UlJIRIS YIIMm 1sIsse
0] YD O ‘103uowW 03
931uWWo) Suturel]
~ DvdDorudissy g

‘Sunesw 1xau
1B UOISSIWWO) JUIOf
0] 21epdn 3pInOCLd T

18 co_mm_EEou E_oﬁ

e

01 a1epdn mvSo& T

UOIIY UOISSILILWOY) Julof

9107
Asenuer ‘g

dea
G
ae

o e
e
e o

W 5107
Jaquiandas g

S10¢
Jaquialdas T

swejawl}

mxmxtaou
T e
 Ajureq

el

. ROovdIEe

e

-

e

VI B
‘4A250 700 T

Al G

,w,f: [|BYS 1] "34B1S 4ADSA J04 wesdoud

r0amsiaT |
Aunqisuodsay
Aduady

*sau)|diasip ssoJoe Juluiel) 1340 "yans

TECE
S

SS9ULM 10 JaU3lIadXs .oEs cm:_o__r_u

e
«zaoa$9»»vas§§$a$ﬁeo»so. - :

|BQISA-UOU UO 3SNE JO SWI04 1330

s e e
G e

pue 92UB|0IA 10 SaWILD Jo 30edwi auy

s A

Suissalppe Aleipnf syl Jo siaquiaw

SRR S s
G

10y weiSoud Suujesy e dojanaq °¢
L A ‘weJsgoud
Sujuiesy jenuue syl 919|dwod
0} pue sapuade ayy usamiaq
uo1L3|NSUO02 pUR LUDI1edIUNW WO
31e11|12e4 01 |02030.d

S R el
S e

US1LIM B JO JUBWYSIgeIs] D

G e e
e R e R e
- . puUe
e e e e S
i c &%@&;wf&i»:Tiv:«i:::l.
‘Aou=se Uaea 10} spagu uoneanpy -°q
Y e N e

u
- ,wmm_o
uaamiaq sded uonesiun E\Eoux B

St sssippe
“||eys 1| *Asessadau se wuﬁ_EEou

e e

9AIINJ9X3 DYdD 3yl pue ‘yels

AJessa2au ‘Ifuey Jaftuusf Aue3audas

13UIge) 4ADSA ‘Uusd N |BJB3URD
A3aulo11y U2amiag SuilBaW e 3|NPaYIs ‘g

'pa1|Nsu0d ag p|noys
(00 Yolym J3pun Sa0UBISWNAID) g

‘bue
- ‘rod Eot a|qe|leAe §321A135 (e8] ‘B
:s521ppE

3uluiesy jenuue ‘apimalels e dojsnsg T

SUOIIEPUBILIOIBY UOISSILUWOD) JUIOf

ve
$92Ua.4N200

0 #

roa yim
ple)zalifoly)

S4a B
aAI1R|SI89T

Suipuiy

|edaT |

ealy WalsAs

SUOIIEPUBWIWOIAY [dued NY) paziliolid

ST0¢ ‘¢z Aenuer —jeaayay/3unlas|A iior
UOISSILIWOD YLH|1IS PUe Y1eaq JeaN ‘Yiead p|iyd 3 uoissiwwod AljIqelunoddy uoide104d piyd



"2Jnu0 |
PIIYD Uo d91IWIW0)
U101 01 paudissy ‘v

£ TA4 Ag 1sanbau
198pnq ansind

pue Jojiuow 01 3vdd ‘¢

‘dnoudxiom

92UaJajuo) Juiof —

221wwo) Sujulet|
JVdD 01 udissy ¢

‘dnoudyiopn
§32110el1d 1589 NVD
- 391wwo) ululedy
JVdD 03 pausissy T
ueld
UOI1dY UOISSIWIWIO) Julof

910C Ys4elN 'y

9TOZ 3ulds "¢

L10¢C "uer-g

LTOC uef ']

awelswi|

JSANAD
BIVdD P

Jvdd B 104 '€

Jvdd 't

ovdd T
Ajgisuodsay
Adua8y

‘pazin

aq ||Im |sued NYI 9yl wol) sajdwexa
214129dS *34N1I0] PJIYd JO S3SED 0}
puodsaus Aja1endouidde pue aziu8ooau
sjeuoissagoxd djay 03 s8ululeuy 1o/pue

sao11oead 159q dojaAap pue yodieasay -

'S9Se)

asnge p|1yd |3A3| Auojay Jo uojindasoad
9y3 uj asipadxa yum sioindassoud

[9A3] Auoj3ay Jo uswdojanap

pue uojppe ‘Juawlinidal 3yl apnjoul
01 ‘s224n0SaJ [eUOIPPE 10} S1Sanbal
Aie198pnq ajerdoidde Joddns pue
[OQ 404 S1UIBIISUOD 321N0S3J AJIUap|

‘asnqe Jo 1oedwi |euolowsa
3 |ea13ojoydAsd ‘|eusawdojaneg o
‘pue ‘ainuo] pue asnqy

J0 si01edipuj g susi§ Sujuaepy
S1uBwWISSassy |edpal g A1ajes
‘ewnels] pesaH aAIsnqy

‘asnqvy Joyoo|y pue Snig e
:Ppnpuljleyssiyl LA
9y} 40 suaquiaw Joj Ajjenuue sweadoud

FoRNSIE .1

Bulureay pasuenape apinoad pue dojanaq

'sas5ed 353y Suirndasoud pue
3unesisaaul 1o} sauljaping adnoead
152q ay3 uo wes3osd Sujuiesy e dojanap
pue Jy) pue ‘Juawadiojui me7

‘10 ‘4AJSA UsaMIaq NOW WBWa|dw| *

SUOI1EPUBWILIGITY UOISSILLLWOT JUIOf

8¢
$32U3.1INJ20

0 #

NOIA YHMm
2oue|dwod
-UON %
SM3IAIB1U|
‘9uUadg

awL) |

8uipuyy

asuodsay
LA

ealy WalsAg

ﬂ

SUOIIEPUAWIWO0J3Y |[dued NV Paziolid
ST0T ‘gz AMenuer —jeas1ay/Sunasy uior
UOISSILIWOD YHIQ||IAS PUB Yleaq JeaN ‘Yiead PlIyD 1§ UOISSIWWIOD ANjIGeIuN0dY UoN3104d PlIYD




. =P e e IEND
] e | aesse jenxas pue honins
o | 2Bojolpes Buiqossip Bulpnjoul
;Hmmemmewmwaokagm a8e a19idwoy
W MWWWM&WMMHMM«Q pue
‘Bupjey Aolsiy anisusyaidwoy  q
aiemelad “19piaoad
4o A0S a1endoidde ue jo Juawugissy e
e [ [e2ipalgs - :aziseyduwis [[eys 1| ‘dIDV PUe d4vY
== = | RSuisinN. fu« ‘dyy 9U1 Jo sauljapin3 3y sad ﬁ
e e e e
 peuseuosswos | | ‘stidpsia | plyp ejoauswsBeuew pue uoenjens |
~ duoroysepdn | | s a3 saselodiooul |
3pInoid ‘3|gisuodsal | . = . aunsuaoi wizgmmﬁ mmwo id [e31paL 1o}
sapuage syl o1iema) | 10T Wwwmum@mmﬁ wcwEE_:cm\mm@owm%%gﬁm&mu:_uc_ 01 aie)
e oluM [|eYS ISANTD T | (‘T | 40P MBS 90 0} UON¢ Jo piepuels | [e3IpaN
ueld )H___n_mco%mm © s3uUaLNQ
| UOIIDY UOISSILIWIOD) JUIOf  Bwelawi] Aouasy SUOIIEPUBWILIOIDY UOISSILUWO) Juiof JO # Suipui4 eaJly WaisAs

SUOIIEPUBWIWOIRY |[aued NY) paziliolid

ST0T ‘¢z AMenuer —1ean1ay/8unasin wiior
LOISSILIWIOD YHIG||I3S PUB Y3eaQ JeaN ‘Yiead plIyD 7§ UOISSIUWOD AY|IGRIUNOIDY UOIIIDI0IG PIIYD



