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! The federal Child Abuse Prevention and Treatmantréquires the disclosure of facts and circumstanc
related to a child’s near death or death. 42 U&5T06 a(b)(2)(A)(x). See also, 31 Del.C. § 323 (a)

2 To protect the confidentiality of the family, caserkers, and other child protection professionals,
pseudonyms have been assigned.



Background and Acknowledgements

The Child Death, Near Death and Stillbirth Comnaasi“CDNDSC”) was statutorily
created in 1995 after a pilot project showed tlieotizeness of such a review process for
preventing future child deaths. The mission of CCB\MDis to safeguard the health and
safety of all Delaware children as set forth inC3l.C.,Ch., 3.

Multi-disciplinary Review Panels meet monthly ammhduct a retrospective review of the
history and circumstances surrounding each chddath or near death and determine
whether system recommendations are necessarywenprieiture deaths or near deaths.
The process brings professionals and experts freariaty of disciplines together to
conduct in-depth case reviews, create multi-faceedmmendations to improve systems
and encourage interagency collaboration to endnibwality of children in Delaware.

The case information presented below is basedaffichents from the treating hospitals,
the Department of Services for Children, Youth &heir Families, the Office of the
Child Advocate, Family Court, Delaware Law Enfor@et) and the Department of
Justice.

Case Synopsis

The female child who is the subject of this reviéajtlin Watson, was born in July 2007
to Sandra Watson and Kevin Riddle. Kaitlin was batrforty-one weeks gestation,
weighing seven pounds. Upon birth, no congenitahzalies or abnormal conditions
were noted. Kaitlin was discharged home to the oaler mother, Sandra, on day three
of life.

In June 2009, the Division of Family Services (DER)jId Abuse and Neglect Report
Line received a referral alleging that, at twentyptmonths of age, Kaitlin was
pronounced dead as a result of a subdural hemaridnad) cerebral edema. An autopsy
was performed on Kaitlin; however, her manner @ftdevas undetermined. The Office
of the Chief Medical Examiner was unable to coneludhich impact caused her brain to
finally hemorrhage.

Interviews conducted during the criminal investigatrevealed that Kaitlin sustained
multiple falls and impacts to the head prior to death incident, while in the care of her
mother and mother’s paramour, Carter Smith. Motbported that, one week prior to the
incident, Kaitlin had fallen down stairs on two as®ns. Prior to responding to the
hospital, mother alleged that her paramour hitliKesthead on the doorframe when they
were running out of the home. Carter reported am@nt that occurred earlier in the
evening, when mother was receiving treatment aEthergency Department and Kaitlin
was under his care and supervision. He alleged<hidlin fell out of the car and hit her
head on the ground outside the hospital. On ther ¢tand, the Emergency Department’s
surveillance camera captured footage of two aduhdicncidents which occurred outside
the hospital, while Kaitlin was in the care of matls paramour. Carter was first seen



carrying Kaitlin in his arms, and her head was olesetto make contact with a sign
causing it to fall over. Next, he was observed giog Kaitlin on a nearby wooden bench
to return to pick up the sign. In the video, Kaitlippeared to be limp, lifeless, and non-
reactive to the impact of the fall on the bench.Moveillance footage captured the
alleged fall out of the car.

Carter Smith was originally charged with felonydéssault by Abuse and Murder by
Abuse. However, the charges were later Nolle PcbsHee Division of Family Services
investigation was unsubstantiated and closed watitern due to Kaitlin’s unexplained
death while in the care of her mother and mothgaii®mour.

Family History: Mother

Prior to Kaitlin’s death, there was no documentestioiny with DFS regarding mother,
Sandra. It was noted that mother had minimal craniistory primarily consisting of
motor vehicle violations and shoplifting.

Family History: Father

Kaitlin’s father, Kevin Riddle, had a history of tvinvestigations with DFS beginning in
2007. Both investigations stemmed from Kevin’s @¢hdod and involved unstable
housing. As a result, Kevin’'s mother was unablprtwvide care for him and his siblings.

Kevin also had a history with the Division of YouRehabilitative Services from 2003,
when Kevin pled delinquent to felony level theft.2005, Kevin tested positive for
marijuana and continued to have behavioral probléfasin was on probation at the
time.

At sixteen years of age, in September 2007, Kewds avictim of a gunshot wound of
the lungs, trachea and aorta. Kevin suffered aivabgmorrhage and died. His manner
of death was determined to be a homicide. Duriegrkestigation of Kevin's death, it
was determined that Kevin was a bystander in tbetsing and not directly involved.
According to law enforcement, Kevin was at the vgrgace at the wrong time. At the
time of Kevin’s death, Kaitlin was one month of age

Family History: Mother’'s Paramour

Mother’s paramour, Carter Smith, had a historymad investigations with the Division of
Family Services beginning in 1999. Both investigas stemmed from Carter’s
childhood and were a result of physical abuse amotienal neglect. Both cases were
closed by the DFS as unsubstantiated. It was furtbied that in 2000, DFS had also
received a referral alleging neglect due to patentiastance abuse. However, this report
was screened out as it did not meet the requiresrientin investigation by DFS since
the substance abuse was not impacting the pasditiyy to care for the child.



Carter was also noted to have a criminal historicivlbonsisted of motor vehicle
violations, robbery, criminal trespassing, use aba-narcotic schedule | controlled
substance, and shoplifting.

Kaitlin’s Death Incident

In June 2009, DFS received an urgent referral imgethe physical abuse of Kaitlin by
mother’s paramour, Carter Smith. It was reported Kaitlin, who at the time was
twenty-two months of age, was brought to the Energdepartment and presented as
unresponsive and limp. Additionally, it was notldttKaitlin had bruising to both of her
upper thighs, severe bleeding to her brain, andondrages in both eyes. Upon
completion of a computed tomography (CT) scan ofhlead, it was determined that
Kaitlin was suffering from a traumatic brain injui®nce stabilized, Kaitlin was
transported via ambulance to the children’s hobpiiidn a slim likelihood of survival.

Contact was immediately made with law enforcemeratdvise them of the situation. At
that point in time, the location of where Kaitlindhreceived her injuries had yet to be
determined. Therefore two law enforcement agermieseeded in a joint investigation
until jurisdiction could be established.

Law enforcement conducted initial interviews witlotler, Sandra, and her paramour,
Carter Smith, while at the hospital. Mother infodriaw enforcement that she had been
to the Emergency Department earlier that evening f@spiratory infection. While
receiving treatment, Kaitlin was under the care sungkrvision of Carter. Mother
reported that she was discharged from the hospitaind 11:30 PM. After arriving
home, mother noticed that Kaitlin was not moving appeared hurt. Mother notified
paramour that something was wrong. Paramour ingtaitked Kaitlin up and while
running out of the residence to the vehicle, Katlihead impacted the doorframe
causing a loud thud. It was noted that Kaitlin wasesponsive to this impact. Mother
and paramour arrived with Kaitlin at the EmergeBepartment around 12:05 AM.

Mother further advised law enforcement that shel&tlin had been staying at Carter’'s
residence for the past three days. Mother desctikedelationship with Carter as a good
relationship, and mother did not suspect that Cartelld harm Kaitlin. Mother denied
hitting or striking Kaitlin, and she stated thater knowledge Carter had never struck
Kaitlin. Mother advised that one week prior, on tdifferent occasions, Kaitlin had
fallen down a set of steps, but did not appeaetmjured. It was noted that mother was
unable to provide a reasonable explanation asteitiible trauma that was noted to
Kaitlin.

During paramour’s initial interview, he stated tKatitlin had fallen out of the vehicle,
noted to be a minivan, after mother was droppedaitffie hospital entrance of the
Emergency Department. Carter stated that Kaitlia iwahe back seat and as he opened
the back door Kaitlin jumped to the front seat &ltout of the vehicle, hitting her head
on the ground.



Surveillance footage was obtained and revieweaydnforcement. The footage
recorded Carter walking back towards the Emerg®epartment entrance with Kaitlin

in his arms. It appeared that Carter had knockedl asign that was standing upright on
the sidewalk and just outside the entrance doofsrtAer look at the video suggested
that Kaitlin’s head made contact with the sign aagig to fall over. Immediately
following this, Carter had dropped Kaitlin onto @anby wooden bench, so that he could
return to pick the sign up. The video suggestetiKaitlin appeared to be limp, lifeless,
and non-reactive to the impact of the drop ontovtbeden bench. Law enforcement
proceeded back to the hospital in order to phofdgthe immediate area observed in the
surveillance footage and collect evidence pertgiminthis incident.

Upon a secondary interview, law enforcement infadr@arter that there was no
surveillance footage that captured Kaitlin falliogt of the vehicle within the proximity
of the Emergency Department entrance doors. Thadeahat did exist, noted Kaitlin
walking in the parking lot after mother’s drop atfthe Emergency Department. When
asked to clarify his statements, Carter changedtbry, saying that he later took Kaitlin
out to the vehicle to change her diaper, and tlais when she fell out of the vehicle
hitting her head. Law enforcement conducted a awws# search of the vehicle in
guestion in order to collect evidence. Photogragtike vehicle and the child’s injuries
were also taken.

It was also noted that hospital staff reportedrsg&aitlin while mother was in the
Emergency Department. However, Kaitlin was wrapipeal sweatshirt and Carter
informed the staff that she was sleeping. The chidd never observed to be moving.

Delaware’s Child Abuse Expert examined Kaitlin, @ngppeared that Kaitlin’s injuries
were a result of someone grabbing her forcibly flmehind and swinging her at an object
in which her head impacted. Upon this determinatzosafety plan was implemented by
DFS barring mother and paramour from any contatit aitlin. However, the plan was
later amended to allow mother to have contact whemas determined that Kaitlin’s
injuries would result in her death.

Law enforcement inquired with the Child Abuse Expersee if Kaitlin could have
sustained such an injury from falling out of thdete. The expert informed law
enforcement that the type of injury would only ociduhe vehicle was moving at a rate
of 60 miles per hour.

Mother’s paramour, Carter, was arrested and chasgghdelony level Assault by Abuse.
However, approximately thirteen hours after Kaithias brought into the Emergency
Department, she was pronounced dead. As a resuter@vas then recharged with
Murder by Abuse. Kaitlin’s body was turned ovethe Office of the Chief Medical
Examiner’'s (OCME) where an autopsy and forensiestigation was performed. The
forensic investigation was left open for a periédva months, at which time mother’s
and paramour’s account of Kaitlin’s injures remaimensistent.



Due to the life saving measures that were takepebralf of Kaitlin, the OCME had
difficulty dating Kaitlin’s injuries. Moreover, thevestigation conducted by law
enforcement found no further evidence, such ascbilothe vehicle, to support the
allegation of physical abuse by paramour. The fg®taptured by the surveillance video
does capture trauma to the child; however, it wesrthined that these impacts were not
intentional, but more so a result of Carter beiagligent in his care of Kaitlin. Carter
continued to insist that Kaitlin fell out of thehiele while he was changing her diaper. It
was further reported by family members, that Kaitlad fallen on more than one
occasion, within the last few days, and that adth fall Kaitlin appeared normal. It was
guestionable as to whether or not these falls teguh any impacts to the head.

Criminal /Civil Disposition

The criminal charges brought against Carter Snoithife death of Kaitlin were Nolle
Prossed. The OCME had ruled Kaitlin’s manner othi@ea undetermined as there had
been too many impacts to Kaitlin’s head to conchwtiech impact caused her
penultimate brain hemorrhage. Likewise, DFS cldbedcase as unsubstantiated with
concern due to Kaitlin’s unexplained death whileéha care of mother and her paramour.

Following further inquiry with the Department ofslice, it was revealed that there were
multiple suspects identified and the OCME’s repmrtied the injuries could have been
sustained within a 72-hour period, at which timetliawas in the care of her mother,

the mother’s paramour and the paramour’s sisteth€umore, there were multiple
injuries with no means of pinpointing exactly whicdlury caused the child’'s death or
when that particular injury actually occurred. Maver, with the manner of death listed
as undetermined, there was no clear and conviraiitignce to overcome these factors
for prosecution purposes. Without a clear theorylot happened to the child, there was
no way to prove the guilt of the mother’'s paramwithout a confession. Hence, the
charges were Nolle Prossed.

System Recommendations

After review of the facts and findings of this cagee Panel determined that all systems
did not meet the current standards of practicegtbee, the following system
recommendations were put forth:

Medical

1. CDNDSC recommends that hospitals adhere to thelatdrof care as it relates to
computed tomography (CT) scans being performed pmitumbar punctures
(spinal taps) when a child presents to the EmergBepartment with possible
head trauma.

a. Rationale: The child presented to the EmergencyaRent where a
lumbar puncture (spinal tap) was performed prica ©©T scan. Concern
was raised that due to the trauma the child haihisiesl and the manner in
which the child presented to the Emergency Departifumresponsive



and limp), that a CT scan should have been perfogpnier to the lumbar
puncture in order to prevent a brain stem hermatio

b. Anticipated Result: Compliance with general medpraictice regarding
care management for pediatric head trauma.

c. Responsible Agency: Chief Medical Officer of TregtHospital

Division of Family Services

1. CDNDSC recommends that the DFS reconsider thetyatblisubstantiate a case
for physical abuse and/or neglect with perpetrattenown.

a. Rationale: Grave concern was raised by membetsedPanel about the
closure of cases. Specifically, cases that arehstantiated because the
perpetrator is unknown, but it is clear that akgseccurring within the
child’s residence.

b. Anticipated Result: To ensure the safety and weihdy of the child.

c. Responsible Agency: Division of Family Services



