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! The federal Child Abuse Prevention and Treatmanttréquires the disclosure of facts and circumstanc
related to a child’s near death or death. 42 UE5T06 a(b)(2)(A)(x). See also, 31 Del.C. § 323 (a)



Background and Acknowledgements

The Child Death, Near Death and Stillbirth Comniagf*CDNDSC”) was statutorily created in
1995 after a pilot project showed the effectiversssuch a review process for preventing future
child deaths. The mission of CDNDSC is to safeguledhealth and safety of all Delaware
children as set forth in 31 Del.Ch., 3.

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

The case information presented below summarizesrtimgs and information gathered by the
Child Abuse and Neglect Panel (“Panel”) duringidiews of seventeen child death and near
death cases.

Cases Reviewed

1. Case9-03-12-00009: A.L. (Date of Birth: Sept. 2011; Date of Incident: Nov. 2011,
Death)

Emergency Medical services (‘EMS”) were dispatctethe Maternal Grandmother’s
residence for a report of a two-month-old femafanhfound unresponsive in bed by a
caretaker. EMS arrived on scene where law enforoemas performing
cardiopulmonary resuscitation (“CPR”") on the infaufito had no pulse or respiratory
effort. CPR was continued by ambulance staff, areltd proximity of “advanced life
support staff” at the local emergency departmeBD()? the infant was taken to the ED
without delay.

Upon physical examination, the infant had no puisel fixed and dilated pupils and had
no outward signs of trauma. Resuscitation effagtssed and the infant was pronounced
deceased. No blood studies, blood gases or toggdtudies were completed. The
medical examiner was contacted and claimed jutigsaic

A joint investigation was conducted by DivisionkFdmily Services (“DFS”) and law
enforcement. Maternal Grandmother (“MGM”) was cgrfar Victim at the time of her
death in violation of a DFS safety plan. She feleap on a mattress with Victim and her
own child. Another adult was also sharing the bedi @voke to find MGM partially
covering the Victim. While the Victim was suppodede hooked up to the apnea
monitor, a monitor was not located at the scenerdfbre, the results could not be
obtained. Mother was not present at the time ofrtbielent nor was Maternal Great
Grandmother, who was the child’s primary caregagagreed upon by DFS.

Prior to this incident, in September of 2011, Motheého was seventeen-years-old, tested
positive for marijuana at the birth of Victim. Sledt against medical advice on the same
date. It was noted that Mother refused to learmikdical procedures necessary to care
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for infant and was rarely present during the inkahospitalization. The DFS Report Line
was contacted, and the report was screened in¥esfigation. In October of 2011, the
infant was discharged, with an apnea monitor, ¢ocdre of Maternal Great
Grandmother, who agreed to supervise all contaetden Mother, Maternal
Grandmother and Victim. DFS found that due to MaakGrandmother’s history,
Maternal Grandmother was not appropriate to prosigeervision or care for the infant.
The investigation was unfounded and linked to dive¢reatment case with the family.
The family had a significant DFS history involvieix investigations prior to the
September and November reports regarding Victirighificant substance abuse history
was also noted for MGM and Maternal Great Granderoth

As a result of the death investigation, DFS sulistead Maternal Great Grandmother for
Severe Physical Neglect for violating the safegnplwhich resulted in the death of
Victim. She was entered on the Child Protectioni&egat level Ill. Maternal
Grandmother was also substantiated for the deatimealical neglect of her own son.
She was entered on the Child Protection Registigvat IV. The case remained open in
treatment with DFS. Victim’s sibling and MGM'’s serere adopted by the same family
in July of 2014.

An autopsy was performed and Victim’'s manner oftilegas determined to be
accidental; overlay due to co-sleeping. The cafisieath was a history of compression
asphyxia. As a result of these findings, prosecutvas declined by the Department of
Justice.

System Recommendations/Findings

1. DFS did not contact the maternal great grandmarebstance abuse provider
before entering into a safety plan for her to ¢arehe infant in the September of
2011 investigatiorifrom final review).

2. Case presented with an accumulation of risk indgdiubstance abuse, housing
issues, multigenerational histoffyomfinal review).

3. Standard of care was not followed with documentatibthe resuscitation efforts
following the Pediatric Advanced Life Support (“PAlguidelines(fromfinal
review).

4. DFS did not consult with the Department of Jus{i€#0J”) in regards to obtaining
custody of the infant. Per the action plan apprdwethe Joint Commissions, DFS
and DOJ have agreed to establish a protocol tbtéaeicommunication and
consultation between these agencies, particularthild near death and death cases
(fromfinal review).

Case 9-03-13-00005: A.T. (Date of Birth: Nov. 2009; Date of I ncident: Sept. 2012,
Near Death)
A three-year-old female child was brought into Ei2, wrapped in bandages, by Father.

She presented as unresponsive. Victim had a skglure to the back of her head. She
also had fresh burns behind her leg, small circoiees on her chest/inside upper arm
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area, and on her buttocks. She had bruising tértvetal area, forehead, left side of face,
and some older bruising and scars. Her vaginahaesaalso red, and there was faint
bruising inside the thigh area. Father had giveedistories regarding how Victim had
sustained her injuries: she walked into a wall larake her glasses, was rough housing,
and has developmental delays. Victim was considerédal. As a result, she was
intubated and transported to the children’s hokfatafurther evaluation and treatment.

A joint investigation was conducted by DFS and &viorcement. Prior to transporting
the Victim to the ED, Father had visited two diéfet relatives’ homes with his three
children. Mother had contact with the children adlwdespite a criminal no contact order
from a May of 2012 incident, in which she was cleargvith hitting her four-year-old son
with a belt and leaving injuries. The one-year-atd four-year-old siblings were
medically evaluated and abuse was ruled out. DF&eidiately planned with paternal
aunt to care for the siblings. A forensic interviesas scheduled with the older sibling at
a later date. Law enforcement conducted intervieiils all of the parties and were
concerned that the family was being protectiveathEr. No one confessed to causing
the injuries, but the children with both parentsd®-5 hour window on the date of the
incident. Either parent could have caused theiggur

Law enforcement did request that DFS petition festody of the children during the
investigation. However, DFS felt strongly that gegernal aunt was protective. She was
awarded guardianship of all three children at erldate.

Father was charged with two counts of Endangehegd/Nelfare of Child (“EWC”) and
Conspiracy. He pled guilty to felony level EWC amds sentenced to 2 years Level V,
suspended for 1 year Level Il. Mother was chargith fglony level EWC and pled
guilty. She was sentenced to 2 years, Level V. oémd Father were substantiated for
abuse — head trauma and entered on the Child Ront€egistry at level IV. The case
was also linked back to treatment since the famidg active with DFS at the time of the
incident.

DFS first had contact with the family in 2011. T¢eese was referred to treatment in
January of 2012 due to the following concerns: m@dieeds of children which Mother
has been slow to address, substance abuse isslegf@arents, financial issues due to
unemployment, domestic violence and a no contaterdsetween the parents. Two of the
children have genetic heart conditions. Victinodtas a cleft palate and has had a
gastrointestinal tube. They are seen by an in-hamse and are active with Child
Development Watch. The parents have had difficmi&ntaining the children’s medical
appointments and are not always compliant withamé services.

System Recommendations/Findings

1. CDNDSC recommends that the Division of Family Segsgireconsider its decision
making process when participants fail to completestance abuse evaluations
and/or recommended treatment. This non-compliahceld be a basis for referral
for services, not case closurofninitial review)

2. CDNDSC recommends that the Division of Family Segel substance abuse policy
be changed to include referrals for servickanginitial review)
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CDNDSC recommends that a consultation occur wighDlpartment of Justice
Family Division prior to case closure in cases afgmtal non-compliance with
recommended evaluations/servicesorQiinitial review)

CDNDSC recommends that Team Decision Making (“TDMigetings occur in all
serious non-accidental injury and death cases siegnitom Delaware’s Emergency
Departments.fiominitial review)

CDNDSC recommends that the use of the Divisionawshify Services' Domestic
Violence Liaisons be utilized in cases where doimesblence is suspected and that
appropriate referrals for services are offeredhéovictim by said liaisonflominitial
review)

CDNDSC recommends that in instances where the ivarelg expressing concerns
of mental health issues that appropriate refeb@lsade for an immediate mental
health evaluation and that DFS implement a safiety im order to ensure that the
caregiver has the ability to properly care for¢héd(ren). frominitial review)

CDNDSC recommends that when a participant violates contact order that
criminal and/or civil penalties be incurred by spatticipant. Moreover, the violation
of the contact order should be reported to law eeiment and properly documented.
(frominitial review)

CDNDSC recommends that within the Division of Fan8krvices' Risk Assessment
Tool a drop down box be added in which the caseeramiust articulate why the
child is considered safe at case closurenginitial review)

CDNDSC recommends that when a child is consideredically fragile, as defined
by the High Risk Medical Discharge Protocol, theg Division of Family Services
assists the caregiver in receiving appropriaterrglfefor service and/or petition for
guardianship.ffominitial review)

CDNDSC recommends that Family Court be privy toftreds and circumstances of
cases where the Division of Family Services isenily active, so that appropriate
oversight can be given through the exchange ofnmédon and data. Moreover, it is
recommended that such information exchange occougjh the use of the DFS
Family Court Liaison.féominitial review)

Case 9-03-13-00007: L.L.N. (Date of Birth: July 2012; Date of Incident: Nov. 2012,
Near Death)

A sixteen-week-old female infant presented to tBeviith 1% and 2° degree splash
scalds to her face, ears, and back. Mother indidhi® she was holding the infant in her
left arm while she attempted to balance a bowbofson her chest. She was attempting
to take a bite when she accidentally hit the boither right hand, spilling the soup
onto the baby. She stated she was also hit witsdhp but was not burned. She alleged
that she placed the soup in the microwave for omeit@ and allowed it to cool before
eating.



DFS and law enforcement responded to the hospithirderviewed Mother. They
suspected Mother’'s paramour as the perpetratosafédy plan was put into place at that
time, because Victim was being transferred to a loenter for treatment of her injuries.

Upon further interviews, Mother admitted that sl hed about what happened because
she was afraid and protected her paramour bechasdidnot want him to be arrested.
She revealed that the paramour woke her with thg bareaming, stating that he had
spilled the soup on the baby, and asked her tottekblame so that he would not be
arrested. Mother’s paramour was taken into custodgWC and Assault™ and

ordered to have no contact with Victim. He was asested for Violation of Probation
(refused to submit to an ordered drug screenifgg@mily members of Victim also
contacted Probation and Parole, because they waréed about his interaction with the
infant due to his drug use.

Mother’s paramour initially denied the allegati@msl blamed the incident on the
Mother. In a second interview, he admitted thah&e the bowl of soup in his hands and
the container was so hot that he had to have a&halilerneath it. He put some of the
soup in his mouth, and spit it out because it wasle dropped the soup and it fell onto
the infant. It is noted that he had no visible lsum his mouth; he stated he had no pain
and was not scalded from the soup.

Following the arrest of Mother’s paramour, Mothexrsrasked to leave his home and had
no place to stay. She temporarily stayed with apamamour. DFS felt that it was in
Victim’s best interest to be removed from Motherége. She was given the opportunity
to make alternative arrangements. Maternal Great Agreed to care for the infant and
filed for guardianship of both the infant and these-year-old sibling currently being
taken care of by the maternal grandmother.

Mother’s paramour was convicted of felony EWC amildCAbuse 3 in May of 2013.

He was substantiated for abuse, and entered dbhifak Protection Registry at level IV
for burns and scalding of Victim. Mother was nobstantiated; however, DFS was
concerned because she was not protective of Vititchabout the incident, and covered
up the abuse for her paramour. Concern was alsd ioat she was unstable,
unemployed and had housing/financial issues. The was transferred to treatment for
further services. Maternal Great Aunt was awarder@janship and she filed to
terminate parental rights for both children. Mothensented and her rights were
terminated. Mother later appealed, claiming shendiddo so willingly. The Judge
upheld the termination of parental rights. BotHaitgn remain with the maternal aunt.

System Recommendations/Findings

1. Family Court does not have the ability to examidmistrative findings in DFS
cases prior to granting guardianship or custodgaséa substantiation petition has
been filed with the Cour{from final review).

2. The DFS investigation caseworker did not repodgations of sexual abuse to the
Report Line after reported allegations to her dytime October of 2012
investigation. As a result, CONDSC agreed to makepart(fromfinal review).



4. Case 9-03-13-00012: K.B. (Date of Birth: Oct. 2011; Date of Incident: May 2013,
Near Death)

A one-year-old male child was brought to the EChisymother at approximately 4:30
p.m. due to concerns that he had ingested Motpegscription seizure medication.
Mother had reportedly spilled the bottle of pregstioin pills on the kitchen counter two
days prior to the incident. Mother explained thisrning she found the child holding one
100 mg Tegretol pill. She took the pill away frone tchild, swept his mouth using her
finger and found no other pills. She pushed theaieimg pills into the trash can and
continued on with her day although Victim preserasdethargic, his eyes were rolling
into his head and his limbs were limp.

A joint investigation was conducted by DFS and &viorcement. Mother reported

Victim ingested the medication around 5:30 a.m. simelknew something was wrong;
however, she opted to wait until 4:30 p.m. to seeklical treatment for him. Mother

later admitted she had failed to seek earlier nadieatment because she felt she needed
emotional support, and feared the potential actai3FS and law enforcement. The
following day, DFS was granted temporary custodyl "ictim was placed into foster

care.

Mother had an extensive history with DFS and latoe@ment. One incident involving
DFS resulted in Mother’s substantiation for modegttysical neglect and dependency,
placing her on the Child Protection Registry atld\. Additionally, Mother had a

history of bipolar disorder and depression, as agkubstance abuse. Child’s father also
had an extensive criminal history including traffiolations, robbery, drug related
charges, assault, and criminal trespassing. Haristtly serving an eight year sentence
on weapons and drug charges, and is scheduledraddased in January 2020.

As a result of this incident, Mother was arrested eharged with Child Abusé®z&nd

two counts of EWC. She was substantiated for LHec@itening Medical Neglect and
Poisoning and placed on the Child Protection Regéstlevel IV. Mother pled guilty to
one charge of misdemeanor EWC and was sentendg&intmnths Level V suspended to
12 months Level Il. Victim was adopted in Decemb@t 4.

System Recommendations/Findings

1. The law enforcement officer did not report the dasthe Criminal Investigative
Unit. However, it was noted this was an older casd, extensive training has
occurred since this incidefftom final review).

5. Case9-03-14-00013: A.M. (Date of Birth: April 2013; Date of Incident: Oct. 2013,
Death)

A six-month-old female infant died as a result atl8en Unexplained Death in Infancy
(“SUDI”); the manner of death was undeterminedcti was placed in a bassinet, in a
back bedroom with the door closed, with blanketapped around her neck area to prop
her bottle. Several hours later, Victim's Fatharrfd her cold and unresponsive with the
blankets covering her face. Law enforcement ingastid Victim's death and a report
was made to DFS which was screened out at the Am&ther referral was made to DFS
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in November of 2013 with the original allegatiorsscgescribed above which was then
opened for investigation, as Father was facinggg®sin her death. It was determined
that at some point, Father checked on Victim artited the blanket was covering her
face; however, he did not remove the blanket, attee closed the door and walked
away assuming she was asleep. Upon investigatiotinVs two-year-old sibling was
placed in the care of a relative and parents wisengsupervised visitation. The case was
transferred to treatment for ongoing services inddeber of 2013. The parents were
compliant with their treatment case, resultingne safety plan being lifted in February

of 2014. Three months later, the case was closadsascessful plan, although the
Strengthening Families program had not yet beerpteted.

Prior to this incident, there was no DFS histoatiag to Father as an adult or a child.
His criminal history was minimal. There was onepDFS investigation relating to
Mother as a child in October of 1994. The repdegadd lack of supervision and physical
neglect by her mother, and the case was unsulatechtind closed in January of 1995.
Mother had several non-violent adjudications asreormand no relevant adult history.

As a result of Victim’s death, DFS substantiatethbdother and Father for death due to
neglect. Both parents appealed the DFS substamtiatid Father’s criminal conviction
placed him at Level Il on the child protectionistgy. DFS dismissed Mother’s petition
after an appeal since there were no criminal clsdfifpl against her. Father pled guilty
to misdemeanor Endangering the Welfare of a Chittlwas sentenced to one year level
V confinement suspended to six months level Il ptamn, followed by six months level |
probation.

System Recommendations/Findings

1. CDNDSC recommends that the Division of Family Segsireview and comply with
its policy as it relates to the closure of treatteses.fominitial review)

Case 9-03-14-00014: N.T. (Date of Birth: June 2000; Date of I ncident: Aug. 2000,
Death)

At one month of age, a male infant was placed $tefiocare due to his mother’s
incarceration and substance abuse, and his fathabdity to care for the child. Shortly
after his placement, the infant was a victim of give Head Trauma (“AHT") at three
months of age by his foster mother. Following tih&dent, Victim had a complex history
of static encephalopathy (brain damage) secondangiti-accidental trauma from shaken
baby, laryngotracheal separation (separation oéupjpway from digestive tract to avoid
aspiration), trach/vent dependent with chronicrieste lung disease, reactive airways
disease, cerebral palsy, seizure disorder, cotilsadness, deafness, mutism, and
osteopenia (bone weakness secondary to decreasediéosity). He had a feeding tube
and remained on life support measures until hishdateage 13.

In January 2003, foster mother, was convicted afalift by Abuse or Neglect, and was
sentenced to 10 years Level V suspended aftercgenti4 years to 6 months Level llI
followed by 2 years Level Il. She was also condadé felony-level Endangering the
Welfare of a Child, and sentenced to 2 years Lewalispended after service of 6 months
to 1 year Level Il. She was ordered to perform A60rs of community service providing
assistance to programs that deal with AHT, to recsubstance abuse and mental health
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evaluations complying with all recommendationsdounseling and treatment, and to
pay restitution of $31,202 to the Victim's Compeiima Board. She was prohibited from
being employed in a child/foster care situation &inch having contact with the victim or
his foster family. She filed a motion for modificat of her sentence, and in March 2006,
the Level V sentence was reduced by 3 months kecte3 years, 9 months at Level V.

Following Victim’s death, law enforcement consulteith the Child Victim’s Unit of the
Department of Justice. Although the manner of death ruled a Homicide, no charges
were pursued as the death was a result of thaliabuse incident, which had already
been litigated, and the perpetrator was now dede&4etim’s cause of death was
respiratory arrest secondary to mucus plug S/P&hBrby Syndrome.

System Recommendations/Findings

1. The Panel identified the following strength: Exeall medical care provided by the
child’s therapist, whom eventually adopted thedfilom Initial/Final).

Case 9-03-14-00017: J.L. (Date of Birth: February 2011; Date of Incident: May
2014, Near Death)

A three-year-old male child arrived at the ED & tthildren’s hospital with his Mother,
following an injury that reportedly occurred theepious night. Mother reported that
Victim had fallen down thirteen steps of uncarpettairs. Per Mother, she and her
boyfriend were smoking outside while Victim wasegg in bed. Mother alleged Victim
woke up looking for her in the dark and fell dove steps. It was identified during
Victim’s medical evaluation that he resided in Dedae with his maternal great-aunt,
who was also his legal guardian. He was visitirgMother in Pennsylvania at the time
of the reported fall. Upon medical exam, child lsagklling of his left scalp, tenderness
and swelling of his left shoulder, and multipleibas on his face, trunk and extremities.
X-rays of his left shoulder showed an acute fractfrhis left clavicle. A report of
suspected abuse was made to Child Protective 8er(iCPS”) in Pennsylvania. CPS
responded and restricted visitation by Mother amddoyfriend pending investigation.
DFS completed a courtesy review to assist CPSthin investigation. A consult with
the Children at Risk Evaluation (“CARE”) consultooecred and concluded Victim’s
injuries were inconsistent with said history oftairsvay fall. The cause of injury was
identified as child physical abuse. A safety plaswput into place by DFS whereas the
children would reside with the maternal great-anridelaware, and she would allow no
contact or visitation between the mother and caildCPS and law enforcement
investigated the incident in Pennsylvania; howelaather was not cooperative.

Prior to this incident, between September of 201d April of 2014, the DFS Report

Line received multiple referrals alleging negletimther’s four children. Two of the
cases were abridged, and the remaining cases areengd out. Mother had a history of
drug use with multiple relapses, depression anieampand homelessness. Mother also
admitted to a history of domestic violence involyihe father of one of her children,
who was incarcerated. As a result of unresolvedgiaer risk, the children were shuffled
back and forth between Mother and other relati@® month before Victim presented
to the ED with physical injuries, DFS received teral alleging that maternal great-aunt
was caring for three of Mother’s children, and alas overwhelmed and wanted to turn
the children over to the state. However, maternedtgaunt was also their guardian, and
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the reporter was not concerned that she wouldrréhér children to Mother. As a result,
the report was screened out.

As a result of the near-death incident, other fammémbers were considered as
placement options to assist the maternal great-&udtine 2014, the oldest child’s
paternal grandparents petitioned for and were gdagtiardianship of that child. Victim
and another sibling remained in the care of matemeat-aunt. Later that month, the
DFS case was closed, unsubstantiated with conagera siaternal great-aunt allowed the
children to visit with Mother for long periods dfrte knowing her history with drug use
and mental health issues. Pennsylvania law enfaneand CPS continued to
investigate the abuse allegations, but no crinthalges were filed in Delaware.

System Recommendations/Findings

1. CDNDSC recommends that in cases where a familahagcumulation of risks, the
Division of Family Services should consider proxglifurther assistance to the
family by transferring the investigation case &atment rather than case closure
(from Final).

Case 9-03-14-00020: J.C. (Date of Birth: Jan. 2014; Date of Incident: June 2014,
Near Death)

The DFS Report Line received a referral allegingsital abuse of a five-month-old

male infant. Mother changed the infant’s diapeuatbmidnight, and noticed blood on
the infant’s penis. Mother was concerned and tbekinfant to the ED. Upon medical
examination, Victim had a small laceration to hémig just below the head, and a small
abrasion to the right side of his testicle withsweelling; there was no injury to the anal
area. Due to medical staff's concern, a full heatbé examination was completed. The
infant’s left arm was swollen and hard, comparethtoright arm, and bruising was noted
to the infant’s forehead and right temple. Concevaee reported to the doctor, and a full
skeletal x-ray was completed, which revealed aaspiacture to the infant’s left humerus
and evidence of an old fracture to the right hurseru

It should be noted that the infant was seen asdinge ED in January of 2014 for his left
arm; the Father was burping infant and heard a Yapys were completed but revealed
no injury. A small laceration was also noted onitifant’s neck to which the mother
explained was caused by the car seat. Medicaldgaitd this could happen due to
positioning of the infant in the car seat. Mothetau the bruise on the infant’s forehead
was from the infant hitting himself with a toy; nmiea staff also denied this could happen
as an infant this age would not have enough stheiagtause such a bruise. Victim was
seen by his primary care physician (“PCP”) thregsdaior for a well-visit and
immunizations, and he was noted to be fine.

Victim was transferred to the children’s hospitatladmitted for further medical
treatment and observation. A second referral waden@athe DFS Report Line alleging
the same injuries but was screened out due tartedferral being assigned as an
investigation. Law enforcement was contacted byriltial reporter.

At the children’s hospital, a computed tomograpi@/1(’) scan was ordered as well as
full body skeletal x-rays and labwork. The meditalff revealed that the initial x-rays
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from the ED also showed two rib fractures on tigatrside and two rib fractures on the
left side of the infant’s body.

DFS and law enforcement responded to the childfemspital. Mother was noted to be
the primary caretaker of the infant. When the issargcerning Victim’s arm was brought
up to the family, Father advised that he noticeabitut one week ago. Mother advised
that she brought the concern up with the infan€®Rluring his earlier visit. The doctor
checked it and reported the infant’'s arm to be.firfee maternal grandmother advised
that she noticed the infant to seem to be in pdiengver she picked him up. No
perpetrator was identified.

A team decision making (“TDM”) meeting was held €Tparents, maternal and paternal
grandparents, and two paternal aunts were pre3eftwas prepared to place the infant
with one of the paternal aunts; however, Mother liaternal Grandmother noted that
they would prefer the infant be placed in fosteeaather than with the paternal side of
the family. The mother stated she had concernstiwéhpaternal aunt but would not state
what those concerns were. The DFS caseworker eotgthued conflict between the
family members. As a result, DFS petitioned for penary custody of Victim, and the
infant was discharged into foster care.

Mother and Father’s parental rights were terminatedugust 2015. Victim is currently
placed with pre-adoptive parents and doing welthBmarents were substantiated for
Physical Abuse — Bone fracture. Mother appealedititing. Her hearing is scheduled
for September of 2015. Father was entered on tlid Etotection Registry at level IV
since he never appealed. No criminal charges vileck f

System Recommendations/Findings

1. The Panel noted the following as strengths: DFStamitiated both parents since no
perpetrator could be identified; DFS filed for et due to concerns with the family
members; and medical professionals in the EmergBepartment (ED) conducted a
full evaluation. frominitial review)

2. The child’s Family Court case file should be fladggth an indicator of history, so
that such information can be properly assessedrpisubsequent filings related to
the child and a decision made whether such filstgauld be scheduled for mediation
or be referred to a Judicial Officeft@gminitial review)

3. There is no mechanism in place for hospitals an8 BFcommunicate in cases
where a child is born to parents who have had palreghts terminated, been found
guilty of abuse, etc. No recourse for DFS involvamentil an incident of abuse or
neglect occurg¢from Initial/Final).

Case 9-03-14-00024: A.R. (Date of Birth: March 2012; Date of I ncident: July 2014,
Near Death)

A two-year-old female child fell from a three stoxindow in her home onto a mattress
on the sidewalk. Emergency Medical Services (“EM&&re dispatched to child’s
residence and reported that she had fallen appet&lyn30 feet. Victim’s Mother denied
any loss of consciousness. Child was transportéaket&D of the children’s hospital. She
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was admitted to the pediatric intensive care URItGU”) for further evaluation. DFS
and law enforcement were contacted.

Further medical evaluation revealed that the Vigir@sented with a skull fracture,
bruising, depressed injury, small hematoma, andmidislocation of neck/spine.
Neurosurgery and CARE consults were completediietas not a candidate for
neurosurgery, and the CARE consult determinedrjoeiés were consistent with the fall.
Mother reported to medical staff that there wasedige or other means for the child to
step up to the window. She also stated the windaw closed and secured with child-
safety locks, which was inconsistent with the infation obtained during the forensic
interviews of two non-victims. One child disclogbe victim fell on her own as she was
looking out the window while the other child saie ffirst child pushed the victim. It
could not be determined if the child was pushedrmyther child or accidentally fell from
the window. Victim was referred to the concussibnic for follow-up. Those
appointments were missed.

A TDM meeting was held by DFS one month later, tilueoncern that Mother had
missed several medical appointments for child uidicig her first appointment following
the incident, the rescheduled appointment and ¢lxefollow-up appointment. As a

result of the TDM, it was determined that Victimw remain in the care of her Mother.
The case was transferred to treatment. Mother wasampliant with the treatment case
and continued with her destructive behavior, illewang a registered sex offender to
reside in the home, arrests for shoplifting anegotiharges, substance abuse and unstable
housing. In March of 2015, the family’s whereabouése unknown. DFS was able to
make contact with Mother in April of 2015; Mothexdhnot yet completed the substance
abuse evaluation. The family was again unable toopéacted; the last attempt was made
by DFS in May of 2015. The case remains listedctisain treatment.

No criminal charges were filed. DFS substantiaterhdr for lack of supervision and
medical neglect, and she was placed on the Chdtb&ion Registry at level Ill.

System Recommendations/Findings

1. The Panel identified the following strength: a coefensive medical assessment
was conducted following the incideffitom Initial/Final).

2. Mother failed to complete a substance abuse evalyatas noncompliant with
medical follow-up, has an active warrant, curremnklessness and appeared to be
evading the DFS caseworker. However, DFS did noesicer group supervision, a
framework or consultation with the Department ditihe regarding the incident and
risk to the childfrom Initial/Final).

3. No documentation of consult with the Departmeniustice by law enforcement;

however, a DOJ representative was present durséptiensic interviews with the
children(from Initial/Final).
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10. Case 9-03-14-00026: K .B. (Date of Birth: Sept. 2014; Date of Incident: Oct. 2014,
Near Death)

A one-month-old female infant was taken to the Bihwrepitus in the chest, rash on
neck and around left eye, bleeding in the right &k of movement in left arm, possible
bite mark on lower left leg, and vomiting withoewer. Victim’s father reported that
infant had fallen onto the floor from a couch iresttie home. Father further explained
that he was feeding the newborn at 4:00 a.m., arfthl fallen asleep. When he woke
up, he saw the infant on the ground crying.

Law enforcement and DFS began a joint investigatctim was referred to the CARE
team for further evaluation. She had a skull frestbroken clavicle, left retinal
hemorrhage, and right subconjunctival hemorrhageas further noted that the specific
bruising of the chest, both arms, and left leg wadt be produced by a fall or
associated with coughing or vomiting. Victim’s inps were consistent with non-
accidental trauma. The infant and her older sibliege placed with the paternal
grandparents through a safety agreement and pavengéspermitted no unsupervised
contact.

Prior to this incident, both parents had only bieeolved with DFS as children. Neither
parent had Family Court history or criminal history

As a result of the DFS investigation, both parevise substantiated for neglect due to
the deplorable home environment. Father was alsstantiated for abuse (shaken baby)
and entered on the Child Protection Registry &ll&y. The case was transferred to
treatment; however, neither parent was compliatit wweatment recommendations.
Relatives filed for guardianship of Victim’s sibiinbut parents retained legal custody of
Victim. Father pled guilty to felony level EWC; s sentenced to 2 years Level V
suspended to 18 months Level lll. He also pledigtil Assault 2nd and was sentenced
to 8 years Level V suspended to 1 year Level Nofekd by 2 years Level Il (to be hot-
bedded for 15 consecutive weekends at Level IV \@d@Rter from 6:00 PM Friday to
6:00 PM Sunday).

System Recommendations/Findings

1. The Panel identified the following strength: A dadlenactment was completed by
law enforcement with fathéfrom Initial/Final).

2. The DFS Risk Assessment Tool was not accuratelgviield, which resulted in
Moderate Risk. Although the case remained openasdtransferred to treatment,
the Panel felt that the case should have beenidderr by the supervisor and placed
at High Risk(from Initial/Final).

3. No forensic interview was conducted with the foeasrold siblingfrom
Initial/Final).

4. Medical assessment of the four-year-old sibling delayed four days although child

was present at the initial hospital response wtarit. Law enforcement requested
child to be assessed at the children’s hospitaerahan with primary care physician;
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however, the child was eventually assessed atrthmayy care physician’s office
(from Initial/Final).

5. A permanency plan was not established for the Micfilthough the child was
placed in the care of her paternal grandparergse tvas no file with Family Court
requesting legal guardianship of the child; thenefthe parents retained legal
custody. The guardians should be encouraged téofilegal guardianshigrom
Initial/Final).

6. SENTAC guidelines need to reflect equal penaltieChild Abuse 2 (class G
felony) and Assault®(class C felony). Law enforcement had to add treegsh of
Assault 2° to obtain the harsher sentence since Ass&lis 2 violent felonyfrom
Initial/Final).

11. Case 9-03-14-00027: A.C. (Date of Birth: Jan. 2014; Date of Incident: Oct. 2014,
Near Death)

A nine-month-old female infant was left unsuperdige a plastic tub with 6-8 inches of
water, which was placed inside a regular-sizedthhthVictim’s father placed the infant
in the tub for a bath, left the room to run a Haththe older sibling, and returned to find
the infant face-down and unresponsive. Fatheraoted 911 immediately, emergency
personnel arrived on scene and transported thetitdahe local hospital, where she was
assessed and transferred to the children’s hosphialmother was not home at the time
of the incident.

A joint investigation was conducted by DFS and &viorcement. A safety plan was
implemented whereas the father would have no umgiggel contact with the children,
which was later voided. Both Mother and Father hagbrior Family Court, DFS or
criminal history.

Law enforcement completed their investigation ef thse and consulted with the DOJ;
however, prosecution was declined as the incidastdeemed to be an accident. Father
was substantiated for lack of supervision of acchks than six years old and was placed
on the Child Abuse Registry at level I11.

System Recommendations/Findings

1. The Panel identified the following strength: An elent investigation was
conducted by law enforcement. The law enforcemganey secured the scene first
prior to responding to the hospital, and photogi@pkidence was takgffrom
Initial/Final).

2. No doll re-enactment was done by law enforcemeattduhe nature of the incident.
Law enforcement requested that CDNDSC researcavidability/purchase of
plastic dolls to utilize in re-enactments involviwgter as the current dolls utilized
are not water resista(ftom Initial/Final).
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12. Case 9-03-14-00032: K.T. (Date of Birth: Aug. 2011; Date of Incident: Sept. 2014,
Death)

A three-year-old female child was playing in hetgpaal aunt’s bedroom. She fell asleep
on the bed about 7 p.m., earlier than usual asFatbrks night shift and she is typically
on her Father’s schedule. Child was later cariieaer Mother by her fifteen-year-old
cousin. Mother laid child down on their bed but dat notice anything out of the
ordinary with her. Mother went to bed later in thight, with child and her one-year-old
sibling (normal sleep environment, no Cribs for Kréferral made). Father returned
home for his lunch break at approximately 1 a.mwlitaessed all three sleeping in the
bed; he ate lunch and returned to work. At apprexaty 2:15 a.m., Mother awoke. She
checked Victim’s one-year-old sibling and changeddiaper. She decided to change
Victim’s diaper as well. Mother then noticed chélidll had her shoes on. Mother
removed Victim’s shoes and noticed her feet todrg ¢old. She then noticed child was
not breathing. She woke up the paternal aunt antkukiother began CPR on child and
911 was called. Child vomited a small amount du@RR but remained otherwise
unresponsive.

During the law enforcement investigation, it wasemiothat the paternal aunt, kept
prescription medication in her room, allegedly sedun their original containers. The
medications included Lisinopril (for blood pressui@lonidine (blood pressure patch),
Lantus (for diabetes), NovolLog (for diabetes), Zaf(for nausea), Phenergan (for
nausea), Protonix (for acid reflux), Reglan (foidaeflux), Tramadol (opioid for pain,
schedule V), and Tylenol w/Codeine (prescribetiéo 15-yr-old son). Paternal aunt
stated that she sometimes would awaken duringitid shaking, due to her digestive
issues. When that happens, she would spill the @illthe floor but would try to retrieve
all of the pills.

An autopsy was performed. The cause of death wasnd@ed to be methadone toxicity.
The manner of death was determined to be acciddraaicology reports found no trace
of Tramadol in the child’s system. The child ha® 28g/ml of methadone in her system,
and it was noted by the Deputy Medical Examinet ithia impossible to know exactly
how many pills were ingested.

A search of the Division of Professional RegulasdPrescription Management Program
revealed that paternal aunt was prescribed 5 mgadehe HCL pills in January and
February of 2014. She also had them prescribedrtomnine occasions during 2013.
The residence was searched for methadone, witbus fon aunt’'s bedroom; no
methadone was located. The criminal case was diedusith DOJ and it was determined
that there was no evidence of criminal activityertfore, there would be no criminal
prosecution. It was discussed that the DOJ pusrettié manner of death to be changed
to undetermined rather than accident as there @ras $vel of neglect or lack of
supervision with the drugs being in the home. Havero such modification has
occurred.

Upon the child’'s death in September of 2014, arraffevas made to the DFS Report
Line; however, it was screened out as the caudeath was unclear. Law enforcement
reported the case to DFS again in November of 20lawing the medical examiner’s
ruling on cause and manner of death. The case ecapi@d for investigation. Home
visits and collateral contacts were completed,ansdfety plan was put into place. The
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case was closed in January 2015 as unsubstanwatedoncern. There was no prior
DFS history with the family.

System Recommendations/Findings

1. The Panel identified the following strength: exestlinvestigation by law
enforcementfrom Initial/Final).

2. There was a seven week period from the time o€liid’s death until the case was
accepted for investigation by DFS. When reporthmydeath to the DFS Report Line,
law enforcement did not indicate that the death dvag related or suspicious, as this
would have prompted the case to be accepted festigation(from Initial/Final).

3. The hospital did not report the child’s death te BFS Report Lingfrom
Initial/Final).

4, CDNDSC recommends that the Division of Forensiefoe review this case and
provide a response to CDNDSC to help understandgheatocol for reviewing
records (including medical, Division of Family Siees, etc) when making a
determination for manner and cause of death.

Case 9-03-14-00034: N.P. (Date of Birth: July 2014; Date of Incident: Nov. 2014,
Near Death)

A three-month-old male infant was taken to the BDsfvelling to his head and eye. He
was diagnosed with two linear skull fractures anldl forain bleed. Victim was
transferred to the children’s hospital. DFS and émforcement investigated the case.

Maternal grandmother resided in same residenaefastj paternal grandparents visited
from out of state. All three grandparents babysatihfant while parents went out and
returned home at 11:00 p.m. The injury was notetfiotim at 3:30 a.m. upon feeding.

There were discrepancies noted in the explanafitiw Victim was injured. During the
forensic interview of the older sibling, he revehie the waiting room that Mother had
dropped the infant down the stairs. Mother deniext dropping the child down the
stairs; however, this was the most plausible exgilan of how the injuries occurred as
noted in the CARE consult. The parents continudalame the grandfather and stated
that he had been diagnosed with dementia and ile sktedically, the suspicion of
abuse/neglect was solely based on the lack of iplausxplanation by the parents.
Otherwise, the infant had appropriate medical eaktreatment.

The five-year-old sibling was placed into fosterecand eventually into the custody of
his biological father who resided in Texas. Upasctarge from the hospital, Victim was
placed in the care of relatives. Both Mother anth&awere substantiated for Abuse due
to Head Trauma and entered on the Child Prote®egistry at level IV. The case was
transferred to treatment. Parents followed allttneast recommendations; custody of the
infant was rescinded to the parents and the tredtoaese was closed as successful. Law
enforcement was unable to determine how injury meclor who caused injury, thus no
criminal charges were filed.
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System Recommendations/Findings

1. The Panel identified the following strengths: DEE§uested a non-negotiable mental
health evaluation for parents as they displayddtaffect at the hospital; and law
enforcement investigated the scene by taking phapdg, and completing a doll re-
enactment with the grandfath@rom Initial/Final).

2. Safety of the older sibling was assessed a daythftancident. However, a safety
plan was not put into place until five days latpon completion of the forensic
interview; at which time, custody of the child waetitioned for and grantgdtrom
Initial/Final).

3. Due to the infant’s unexplained injuries, medicsdessment of the older sibling
should have been completed immediatélgm Initial/Final).

4. The Child Victim’s Unit of the Department of Jugtisras not immediately notified
by law enforcementfrom Initial/Final).

5. Train ED staff in how to manage and communicatesameglect cases with law
enforcement. It was noted that ED nurses are dlowad” to give their opinion on
injuries to law enforcement or parenffsom Initial/Final)

Case 9-03-14-00033: D.M. (Date of Birth: Dec. 2012; Date of Incident: Oct. 2014,
Near Death)

A twenty-two-month-old male child was taken to pignary care physician by Mother
with the chief complaint of unstable gait and bedngpriented. It was noted that Victim
had awoken at approximately 3:00 a.m. and hadatieinfback to sleep. Mother was
working and Father was home with Victim and higegin-year-old sibling. The sibling
noted that at approximately 6:00 a.m., Victim wallkwn the hallway towards her and
stumbled, hitting his head on the wall twice. Wivather returned home from work, she
noticed Victim had poor eye contact and was fustyther denied drainage from the
child’s ears or vomiting. Mother requested a CTnhsasithe child hit his head on the wall;
she denied any further trauma. Upon examinatioatiiiwas also found to have low
blood sugar. He was treated for such and remaimé#tkiprimary care physician’s office
for one hour for observation. While waiting, hiblgig advised that she witnessed Father
shaking the child. Victim was on the sofa with Fatbver him with his hands on the
child’s body shaking him up and down. Victim’s bogguld rise off the sofa and slam
back down onto it, while the child was flailing. &kibling reported this was going on
when she entered the room and lasted about twotesinBhe noted Father’'s demeanor
changed when he noticed her.

Once Victim’'s demeanor and gait improved, he wasdferred to the children’s hospital
for further evaluation and treatment. Mother tramggd the child in her personal vehicle
to the children’s hospital. Mother, Father andisiipere present at the children’s
hospital. Father advised that Victim awoke arour@ &.m. and seemed to trip over
himself hitting his head on the wall as he walkethwan unsteady gait. Father also
advised that he struggled slightly as he triedange and dress him due to his
unsteadiness, reportedly what the sibling withesBetergency medical staff at the
children’s hospital notified DFS, law enforcemendahe hospital’s social worker. A CT
scan was completed yielding negative results faskamous bleed or skull fracture; the
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radiology team agreed but stated the study wasddby the motion of the child during
testing. A consult with the CARE Program was cortgderecommending a skeletal
survey and ophthalmology examination, both of whigided negative results.

Law enforcement and DFS investigations ensued fétysplan was initiated with the
family whereas the father would have no contadhwie child or residence until the
investigation was complete. A forensic interviewsvi@er conducted with the sibling,
and no additional disclosure was made. Followingsatiation with the Department of
Justice, the Deputy Attorney General (“DAG”) addghere was not enough evidence to
prove without a reasonable doubt that Father cailrgehjuries; therefore, prosecution
was declined. Father was substantiated for Bizenregatment by Shaking and entered on
the Child Protection Registry at level lll. The easas transferred to treatment for
ongoing services. Parent Aide services were prolvitibere was no prior DFS history
with the family and neither parent had significanininal history.

System Recommendations/Findings

1. The Panel identified the following strengths: cldacumentation was found in the
medical record that both parents received the Aeudiead Trauma education; a
forensic interview was conducted with the fifteeragrold sibling that witnessed the
incident; and DFS accepted the investigation amasferred the case to treatment.
(fromInitial/Final Review)

2. CDNDSC shall send a letter to the child's PrimaayeCPhysician and Practice
relaying concerns regarding transportation difties| of child(ren) by parent(s) when
there is a suspicion of child abuse and/or negledtit is believed that the abuse
and/or neglect was inflicted by the parent(s) andévetaker(s).f{om Initial/Final
Review)

Case 9-03-15-00008: G.F. (Date of Birth: Sept. 2012; Date of I ncident: Feb. 2013,
Near Death) *Sbling to Case 9-03-2015-00009

In October of 2012, a referral was made to the BEBort Line regarding a one-month-
old male infant. Mother had recently given birthgdahe reporter was concerned that the
Victim remained in the home with the parents atitery were charged and convicted of
abusing their older children (case 9-03-2015-00008¢ DFS case regarding this prior
incident was closed since the children were inctme of their paternal grandfather.
Although there was no substantial evidence of abuseglect, the case was accepted for
investigation by DFS. A collateral contact with frémary care physician revealed that
the infant had webbed feet and was not up to daiemunizations. The investigation
revealed no safety concerns for the infant. In danaf 2013, the case was
unsubstantiated and closed.

A second referral regarding the now five-month-iofdnt was received by DFS in
February of 2013. The reporter expressed concettmreahfant being underweight and
failing to thrive. It was alleged that Mother oMeeps and forgets to feed Victim. A
collateral contact with the primary care physidienealed that Victim dropped from the
45" to the & percentile for height and weight in four months. Ivad not been seen since
the two week visit, but on the date of the inciddmdther brought him in. Victim was
noted to be lethargic and not very attentive. Affteving contact with Mother’s probation
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officer and finding additional concerns, DFS filied custody and Victim was placed into
foster care.

The next day, Victim was admitted to the childreméspital for testing after being
referred to the CARE program. He was diagnosedexiiaally complex as a result of the
following issues: deletion of chromosome 16; astitigm, unspecified; myopia; delayed
milestones; multiple congenital anomalies; webloed ©f both feet; child abuse, neglect;
geographic tongue; short stature; rib deformitightr4th rib; and congenital deformity of
wall of paranasal sinus.

Law enforcement was not involved in this case.h&td¢onclusion of the DFS
investigation, Mother was substantiated for neglaatl she was entered on the Child
Protection Registry at level Il. Victim was adopted-ebruary of 2015.

System Recommendations/Findings

1. The Panel identified the following strengths: ttaarily Court ruling was very well
written alleviating DFS of planning for reunificati; second DFS investigation in
February of 2013 was accepted with a priority respo excellent collaboration
between OCA and DFS; probation officer was in comication with DFS; the DFS
caseworker was given the wrong address, but waenilabout finding the correct
address; Criminal DAG really pushed for and wasmitted to ensuring the safety
and well-being of all three children; and a CAREifeconsult occurregfrom
Initial/Final).

2. With obvious signs of a physical disability duritige October of 2012 investigation,
the child was not referred to Child Development &gter policy by the DFS
caseworke(from Initial/Final).

3. The entity which had firsthand knowledge of thadeat, the school's Family Crisis
Therapist, should have made a report to the DF®Reme (from Initial/Final).

4. Non-compliance with medical care for the infant waas addressed prior to case
closure following the October of 2012 rep@rom Initial/Final).

5. History was not properly utilized in assessing safeior to closing the investigation
case in January of 20I8om Initial/Final).

6. PCP noted no medical concerns in the October o2 2@destigation despite not
having seen the infant for two months. Given tretdny with the family, when the
infant did not show for his two-month check-up, gramary care physician should
have contacted the DFS hotli(feom Initial/Final).

7. Collateral contact with maternal grandmother wasappropriate as the family
resided with the grandmoth@rom Initial/Final).

8. DFS does not have the ability to document legalifigs in FACTS to inform
decision making on future cases. A significant léigaing was documented
regarding the Victim in a court order for the gilglithat was not a Termination of
Parental Rights Ordéfrom Initial/Final).
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16. Case 9-03-15-00009: H.S. (Date of Birth: Aug. 2006; Date of Incident: July 2012,
Near Death) * Sbling to Case 9-03-2015-00008
In July of 2012, law enforcement and DFS respondedhome to check on the welfare
of a five-year-old female child. This check wasesponse to allegations of abuse and
neglect suspected by the paternal grandfather\diftém’s Mother refused to allow the
child to accompany him on a scheduled visitatioietih was found in her bedroom after
Mother denied she was present. Victim appearee@ tmdnourished and wearing filthy
clothing; she presented with bruises on her aregs, &nd face. She disclosed that for
punishment, her parents used spanking, lockingnhtee bedroom, and sometimes tied
her to the dresser with a pair of child’s tightseds consisted of bologna or peanut butter
& jelly sandwiches, and Mother reportedly force-feet when she would not eat the
sandwiches. Mother also bit Victim’s thumb on onelsincident, causing a break/crush
injury to the thumb. Victim’'s Step-Father partidipd in the abuse as well. Victim’s older
sibling, was also present and physically abusettdoa lesser extent. Both Victim and
her sibling had forensic interviews and disclodedlabuse.
Following the incident, the grandfather filed anpaxte petition for guardianship;
however, it was denied as Father was living inhibime thus no emergency existed.
Mediation occurred and a consent order was enggaeding the grandfather temporary
guardianship. Mother was not permitted visitatioe do her ongoing criminal
investigation.

Mother was substantiated for Abuse/Bone fractutk@evere Physical Neglect, and she
was entered on the Child Protection Registry all@y. Step-Father was substantiated
for Neglect/Lock-In or Out, Ages 0-6, and Severgdital Neglect, and he was entered
on the Child Protection Registry at level IV.

Criminally, in January of 2013, Mother pled guittyUnlawful Imprisonment'?, two
counts of misdemeanor EWC and Assalilt 8he was sentenced to one year Level V
suspended for one year Level Il for each chargbetserved concurrently. In December
of 2013, Mother violated her probation and waseseed to 11 months Level V
suspended for 11 months Level 11l TASC for the Wyild Imprisonment charge, and one
year Level V suspended for one year Level Il TABCthe three remaining charges. In
March of 2014, she received a subsequent violatigmmobation and was sentenced to 11
months Level V w/credit given for service of 22 dathe balance suspended to Level IV
Residential Substance Abuse Treatment, after ssitte®mpletion, balance suspended
for 11 months Level Il Aftercare, for the Unlawfishprisonment charge, and one year
Level V suspended for 1 year Level Ill TASC for theee remaining charges.

Step-Father pled guilty to Unlawful Imprisonmeft @nd two counts of misdemeanor
EWC. He was sentenced to one year Level V suspeidad months Level IV followed
by six months Level Il for the Unlawful Imprisonmiecharge, and one year Level V
suspended for one year Level lll, to be served aoeatly, for the remaining two
charges.

System Recommendations/Findings
1. The Panel identified the following strengths: th@l@en’s Advocacy Center did an

excellent job with the children’s forensic intenwie and the interviews were
conducted immediately following the reported incigehorough medical evaluation
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was conducted at the emergency department follothiedoecember 2012; and the
Criminal DAG really pushed for and was committeetsuring the safety and well-
being of all three childre(from Initial/Final).

The child’'s Family Court case file should be flaggath an indicator of history, so
that such information can be properly assessedrpisubsequent filings related to
the child and a decision made whether such filstgauld be scheduled for mediation
or be referred to a Judicial Officer. Furthermatés recommended that the Family
Court Judge presiding over the sibling’s case ja#iecial notice and have the Order
dated April of 2014, which finds torture committagainst this child, become part of
Victim’s Family Court file to connect the child jiding, and family history. Also,
there was a period (July through November) in whinehchildren did not have legal
guardians because DFS did not file for custodygraddfather had not yet received
guardianship. The guardianship filing was resolaethediation. The panel was
concerned that the parties could have agreed taiskshe petition at mediation and
DFS was not a party to the cgfem Initial/Final).

DFS does not have the ability to document legalifigs in FACTS to inform
decision making on future cases. A significant Idigaling was documented
regarding the Victim in a court order for the gilglithat was not a Termination of
Parental Rights Ordéfrom Initial/Final).

There was no home assessment completed of thefgtiagits home until four days
following placement of the girl§rom Initial/Final).

The child was interviewed by the DFS caseworkehatospital in the presence of
her mothel(from Initial/Final).

Despite the history of chronic abuse, the crimgaitencing for both parties was
suspended to probation, even after multiple viotaiof such probation. Given the
nature of the charges, the Panel felt that thentsushould have received stricter
penaltieqfrom Initial/Final).

Mother was seven months pregnant at the time sfitivestigation and was found
guilty of abusing her two children; however, noeredl was made to a home visiting
program for ongoing services for the mother intiefato the unborn chil@from
Initial/Final).

There is no mechanism in place for hospitals an8 BFcommunicate in cases
where a child is born to parents who have had palreghts terminated, been found
guilty of abuse, etc. No recourse for DFS involvamentil an incident of abuse or
neglect occurg¢from Initial/Final).
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