STATE OF DELAWARE

Child Death, Near Death and Stillbirth Commission
900 King Street, Suite 220
Wilmington, DE 19801-3341

CAPTA* REPORT

In the Matter of
Edward Davis
Minor Chilc?

9-03-2009-00010

September 24, 2010

! The federal Child Abuse Prevention and Treatment Actiresjthe disclosure of facts and circumstances
related to a child’s near death or death. 42 U.S.C 8 510@H@&)(x). See also, 31 Del.C. § 323 (a).

2 To protect the confidentiality of the family, case workars] other child protection professionals,
pseudonyms have been assigned.
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Background and Acknowledgements

The Child Death, Near Death and Stillbirth Comnuasi*CDNDSC”) was
statutorily created in 1995 after a pilot projewbwed the effectiveness of such a review
process for preventing future child deaths. Thesiorsof CDNDSC is to safeguard the
health and safety of all Delaware children assehfin 31 Del.C.Ch., 3.

Multi-disciplinary Review Panels meet monthly armhduct a retrospective
review of the history and circumstances surroun@iach child’s death or near death and
determine whether system recommendations are raggassprevent future deaths or
near deaths. The process brings professionalsxqedte from a variety of disciplines
together to conduct in-depth case reviews, creaté-faceted recommendations to
improve systems and encourage interagency colltbor end the mortality of children
in Delaware.

Summary of I ncident

The case regarding Edward Davis is considerechadeath incident due to
severe physical and emotional abuse/neglect, patpdtby the child’s father and
father’'s paramour. At the time of the near deatident, the child was eleven years of
age and residing in the home of his father.

Prior to Edward Davis’ near death incident, thddthimother and father shared
natural custody with the father having weekendaigins. Approximately two months
and eight days before the near death incidenthilié’s mother attempted to commit
suicide. When the mother was admitted to the halsgihe made arrangements for the
child to stay with his father. Mother also arrand@dthe child’s two younger half-
siblings to stay with a non-relative caregiver. Theision of Family Services
(“Division”) became aware of these arrangemener dftey had occurred and did not
physically see the children until the day after Ineots attempted suicide. At this time, the
Division conducted a home evaluation and crimirsdkground checks of the non-
relative caregiver, father and father’s paramout @é@emed each individual appropriate,
despite the father’s criminal history. A safetyesssnent of the child at the father's home
was completed; however, no interview of the chiychimself for evaluation of the
child’s own feelings of safety in father's home oged. Nor was a “safety plan”
completed with father and his paramour.

Although the Division was aware of the father’'syunal background, the
Division determined that since the child’'s fathadiweekend visitations and had not
committed a known offense in over four years, #tbdr was not considered a threat;
therefore, he did not meet a level of significafaredisrupting the arrangements made by
mother. However, according to the Criminal Jus8gstem, the child’s father is
considered a habitual offender which carries iredgenalties for each offense. The
father’s criminal history consisted of multiple ehas of assault (both felony and
misdemeanor), drug offenses, possession of a deeasdlpon during the commission of a
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felony, and endangering the welfare of a chikdl of which show a proclivity toward
violent behavior.

After mother’s attempted suicide, mother was toeha® unsupervised contact
with the child and his two younger half-siblingger@ Division safety plan which was
implemented shortly after her discharge from thgpital. The mother had a mental
health, drug and alcohol abuse history as welleasgnal and multigenerational
involvement with the Division in the investigatiand treatment areas.

During the time period in which the child was d#sg with the father, records
from the Department of Education indicate thatdhiéd was removed from one
elementary school and began attending another atanyeschool immediately following
his mother’s attempted suicide. For approximatetgdhths, several visits to the school
nurse by the child had occurred with complaintbeihg ill and a constant rash on his
hands and face. The child had presented to the mutk an abrasion on the right side of
his jaw, an itchy rash on both his hands and facd,cracked red hands. One month
before the near death incident, the nurse calleahiid’s father and recommended a
doctor evaluation. However, there is no documeoratif follow up by the nurse with
regard to the medical evaluation. It was uncleaoasghether or not the nurse knew that a
DFS caseworker was involved with the child. While thild was in his father’s care, he
was absent from school for a total of twelve daithiw a two month period, the majority
of these absences occurring after the nurse had@tgwith the father about the child’'s
condition. It was questioned whether the frequesfae child’s absences should have
triggered a truancy investigation. According toaalpolicy, a student is considered
truant when absent from school for more than tsod®ol days without a valid excuse.
At the time of the child’s absences, father wawjaliag valid reasons and was in
constant communication with the school. The fafiresented as very caring and
concerned about his son’s well-being and thereforsuspicion or further inquiry was
raised by school personnel.

On the day of the near death incident, the loohte agency responded to the
father’s residence due to a report of an allegedesic dispute. When police entered the
father’s dwelling, police discovered the child lretbedroom closet rocking, moaning,
and minimally responsive. The child was immediataken to the hospital where he was
found emaciated with head trauma, extreme hypotiaglsnd multiple bruises and
lacerations, in various stages of healing, to hig@body. The injuries that the child
sustained were documented as life threateninglandrtild was admitted to the hospital
for further evaluation and treatment.

That same day, the Division received an urgemwiraf alleging the physical
abuse of the child by the child’s father and fathparamour. While the child was

% The child's father received an Endangering thefelof a Child charge 4 years prior
to this incident. This charge was a result of adient, in a non-related case that took
place between the child’s father and his previadfignd. The child’s father had pushed
the girlfriend and their eight-month-old-child, wihdhe girlfriend was holding, into a
wall causing them to strike their heads. The palegrt regarding this incident indicates
that the Division was notified. The report was lafa bin. No documentation of this
report was made by the Division.
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hospitalized he relayed significant physical andeomal abuse starting after
arrangements were made by the mother for the thistly with the father and father’s
paramour. This abuse was triggered and escalated thle child took bits and pieces of
food because he was hungry. The abuse that theeeaindlured included having food
withheld and then being fed one meal per day afidisng mixtures of food he was
known to dislike. He related being beaten repegtieglboth father and father’s
paramour, made to stand outside in freezing tenmyresnaked, punished by being made
to hold ice cubes, and being made to take freezid)baths and showers. The child
relayed being scratched in the face and punchexhtegly about the face and head on
the day he was found by police. Another concerigsge was in regards to the child’'s
documented weight loss. On the date of the nedhdeadent, upon presentation at the
hospital, the child weighed 61 pounds which platied below the 18 percentile for his
age. The child was in the 800" percentile for height, at that time. During a wetit,
approximately 6 months before the near death imtideEEdward Davis, it was noted that
the child weighed 84.3 pounds. Four months eatler child attended another well visit
where he weighed 85.8 pounds. Over that four mpattod, the child lost approximately
22 pounds. From the time the child became involvid the Division, immediately
following the mother’s attempted suicide, the Diorsdid not take note of the child’s
dramatic weight loss due to the fact that the chéd not been seen by a caseworker in
over 90 days. Furthermore, the child’s weight as also not noted by school personnel
and therefore was not documented.

Once hospitalized, the Division was notified aasponded to the hospital.
Though the mother was to have no unsupervised ciontth the child, the Division
allowed the mother to have unsupervised and urdhcbntact with the child for the
duration of the child’s hospital stay.

The investigation that was conducted by the lpcéite agency revealed that
three to five days prior to the removal of the @¢hd neighbor who had recently moved
into the apartment complex, started hearing a femwaice yelling at a child and that the
child was being struck. These incidents were nobrted to the police until the neighbor
heard a male voice threatening to do physical tarthe child.

The child’s father and father’'s paramour were ghdrwith one count of assault
by abuse and neglect, one count of maintainingellohg for use of a controlled
substance, one count of conspiracy in the secogikdend three counts of endangering
the welfare of a child. The child’s father pledAssault by Abuse and Neglect and
father’'s paramour pled to Assault in the SecondrB&gboth felony offenses. Father was
sentenced to 25 years in prison, suspended aftengel5 years in prison. Once time is
served, father will remain on probation for 18 nfmnat level Ill supervision. Father’s
paramour was sentenced to 8 years in prison, sdedafter 3 years in prison. Once
time is served paramour will remain on probationif6 months at level 1l supervision.
The court granted a no-contact order between tie, ¢ather, and father’s paramour.
The no-contact order can only be amended at tHeofaihe child and Family Court.

The child is currently residing in foster care dne case is currently open with
the Division’s Treatment and Adoption Unit. Theldhis being represented by a
Guardianad litem through the Office of the Child Advocate in aNitiproceedings. To
date, the proposed goal is Termination of PardRitgthts. The child’s father is no longer
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part of reunification planning. Both father andiiat's paramour were substantiated for
physical abuse/neglect at a level IV.

An ancillary issue that was also taken into comsition regarding the chronic and
multigenerational involvement with the Division the child and his family was with
regard to an allegation of sexual abuse that wasrted to the Division via the child
abuse report line. This report occurred six yeafsre the near death incident of Edward
Davis. The child had informed a neighbor that he Ih@en sexually molested by his 14
year old uncle and his uncle’s friend. The repaswaccepted by the Division and an
investigation commenced. Collateral contacts werepieted by a DFS caseworker. The
child’s mother assured the caseworker that thgaitlien was false and that she took
Edward Davis to his pediatrician and no evidencsexiual abuse was found. Mother did
not call the police. The child informed the casekeoras to the facts surrounding the
allegation of his sexual abuse. After 3 months ciee was transferred from the sex
abuse investigation unit to low risk treatmenttlsat the child’s mother could receive
further assistance. During the sex abuse invdgimgano attempt by the caseworker was
made to confirm that the child was in fact seemisypediatrician for sex abuse concerns.
The child was interviewed at the Children’s Advoc&enter, but no disclosure was
made. The child had relayed that he no longerddigte system because no one seemed
to believe him and therefore recanted his earta@ements pertaining to the sexual
molestation. It is important to note that the gdlé perpetrator in this case had absconded
to another state and that the child’s mother wasilling to be completely honest and
forthcoming during the course of the investigatitnis impeding the criminal and civil
process.

System Recommendations

The following recommendation was put forth by then@nission:

(1) DSCYF shall review and modify its policies and mdares to give greater
weight to criminal history for anindividuals responsible for the care of children,
including biological parentsvhen making decisions regarding the risk to and
safety of children receiving services from the Bioh of Family Services.

a. Rationale: The Division reviewed the criminal history of tfegher but
determined that he was not a threat. The fatherisiral history included
multiple charges of assault (both felony and miselemor), endangering
the welfare of a child, and possession of a deadlypon during the
commission of a felony, all of which show a prottioward violent
behavior. Even with the history, the Division detared that it did not
meet a level of significance to disrupt placeméat the mother had
arranged.

b. Anticipated Result: A more thorough review and more consideration will
be given to the criminal history, which relate sfieally to crimes against
persons, the nature of charges, premise checksstmncomplaint
inquiries, child endangerment, treatment, and aihisgory.

c. Responsible Agency: Department of Services for Children, Youth and
Their Families
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(2) DSCYF shall implement training for all supervisarsd caseworkers on
Delaware’s criminal justice processes including, fmt limited to, charges, pleas,
prosecution, dismissals and definitions, and hodeustanding the criminal
system can impact DSCYF risk assessment and decrsading.

a. Rationale: DSCYF’s lack of knowledge on criminal justices geeses
resulted in improper weight being given to the éath habitual civil and
criminal activity when assessing the child’'s safatygl placement with his
father.

b. Anticipated Result: DSCYF supervisors and caseworkers will have a
better understanding of the criminal legal systeh a&ill be better able to
effectively utilize this information in assessifggtsafety of a child.

c. Responsible Agency: Department of Services for Children, Youth and
Their Families

(3) DSCYF shall review and modify its policies, procezij and training to clarify
how caseworkers and supervisors can appropriatetyrporate an individual's
and individual family’s multigenerational and chroDSCYF history into their
decision making.

a. Rationale: The extensive DSCYF history for both mother aritida
demonstrated a pattern of poor decision makingtigaerational history
of abuse and neglect, domestic violence, substamngeee, and mental
health issues which were not given appropriate eiden assessing the
safety of a child.

b. Anticipated Results:

i. A higher level of scrutiny for cases with extens¥8CYF history.
ii. Earlier intervention in the life of an at risk ahil
iii. The development of guidelines created with a lowarte
meaningful threshold for intervention and with gher level of
significance placed on multigenerational and cle@®BCYF
history.

c. Responsible Agency: Department of Services for Children, Youth and

Their Families

(4) CDNDSC recommends that cases involving multiger@ral or chronic patterns
of child abuse and/or neglect be given a highegllef'supervisory oversight than
cases without such history.

a. Rationale: If such oversight had been provided, then thedokiduld have
been seen by a caseworker to continually assesty shif this specific
instance, the child was not seen for a period étyi days. If contact had
been made sooner and more frequently, the childimaag disclosed the
abuse that was occurring within the home priorisonlear death, or the
dramatic weight loss may have been noted and asiigation of this
begun. Additionally, there is extensive historyeglhg physical and
sexual abuse of this child which dates back to 28ii&ory of abuse and
neglect, pertaining to the mother is also refledtetthe Division records
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thus creating a pattern of multigenerational amdmic abuse and/or
neglect.

b. Anticipated Results: To ensure the safety of all children known to the
Division and provide earlier intervention where de@ for families with
multigenerational and chronic patterns of childseband/or neglect.

c. Responsible Agency: Department of Services for Children, Youth and
Their Families

(5) DSCYF should apply its frequency of contact requieats to the population
based upon a thorough safety assessment of eddrkobivn to DSCYF, even if
the child is not within DSCYF custody.

a. Rationale: The child was not seen by a DFS caseworker for ovety
days. The last time the child was seen the day edte¢her’s attempted
suicide, when a home evaluation was conducted W@YDPS Since the
mother arranged for the child to stay in the hofnghe father, the child
was not defined as a child to be seen by DSCY Entrexat policy. DSCYF
treatment policy states that, “a child’s safetgssessed at the time of the
initial face-to-face contact with the identifiecctim and household
caregivers. A child is deemed safe when consideradf available
information leads to the conclusion that the chiltiis or her current
living arrangement is not in immediate danger onhand no safety
interventions are necessary.” The child’s fathes waver made part of the
original safety plan and the focus shifted to the younger half-siblings
who were residing with a non-relative caregiverergiore, the child was
not made part of the treatment visitation schedule.

b. Anticipated Result: To ensure the safety of a child through at least
monthly contact with the child in person, and miveguently when case
circumstances merit.

c. Responsible Agency: Department of Services for Children, Youth and
Their Families

(6) DSCYF shall review its policy of and further defitiamily” and “case.”

a. Rationale: The child was not viewed as a child to be seemppkey by
the Division due to the fact that the child wasdieg in the home of his
father. However, if the child was considered péthe “case” and
therefore part of the “family,” then the immedi&beus of the caseworker
would have not only been the child’s two youngdf-kiblings, but the
child himself. The only time the child had beenrsbg a caseworker was
after mother’s attempted suicide when a home etialuavas conducted
and the child, father, and father’s paramour weterviewed.

b. Anticipated Result: To ensure the safety and well-being of all chitdre
known to the Division

c. Responsible Agency: Department of Services for Children, Youth and
Their Families

7 of 11



(7) DSCYF shall update and/or develop policy delingathre steps and the
difference between evaluating risk and safety wt@rsidering placement, via
safety planning or DSCYF custody, with relative aioeh-custodial parents.

a. Rationale: Failure to view, assess and incorporate all knmformation
about this family led to the child being placedhihigh risk, unsafe home.

b. Anticipated Result: Greater scrutiny by DSCYF of risk and safety
assessments in order to ensure the safety of ehildr

c. Responsible Agency: Department of Services for Children, Youth and
Their Families

(8) CDNDSC recommends that the Child Protection Accalbifity Commission
(CPAC) Risk Assessment Subcommittee research nii@etiee and efficient
risk assessment tools that will objectively evaduagk and history and
appropriately incorporate and assess criminal,igerierational and individual
DSCYF history.

a. Rationale: Although a risk assessment was completed, tharaim
individual, and multigenerational histories were gwen the appropriate
weight.

b. Anticipated Result: A more objective tool will be researched and
implemented resulting in a more reliable assessment

c. Responsible Agency: Child Protection Accountability Commission’s Risk
Assessment Subcommittee and Child Death, Near ReattStillbirth
Commission

(9) CDNDSC supports the efforts of the Child Protecttatountability
Commission’s Abuse Intervention Subcommittee ined@ping and offering
training on Mandatory Reporting of Child Abuse ahelylect for the general
public.

a. Rationale: If the neighbor had reported the suspected alkiube ahild,
then the appropriate agencies would have beergwthd earlier
intervention would have been provided. Since thghimor failed to report
the suspected abuse, the child continued to rasiale unsafe
environment which eventually led to the child simstay life threatening
injuries.

b. Anticipated Result: To create awareness and raise the level of
responsibility among agencies and the lay publicéporting cases of
child abuse and/or neglect.

c. Responsible Agency: Child Protection Accountabilymmission’s
Abuse Intervention Subcommittee and the Child Ded#ar Death and
Stillbirth Commission

(10) CDNDSC recommends that DSCYF no longer acaepthand-delivered reports
of child abuse and/or neglect from law enforceménstead all reports of child
abuse and/or neglect shall be reported via thetrépe in accordance with the
law (16 Del. C § 903, 904, and 905), DSCYF policy, and the Meandum of
Understanding between the Department of ServigeSliddren, Youth, and
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Their Families, the Children’s Advocacy Center, Brepartment of Justice, and

Delaware Police Departments.

a. Rationale: A prior domestic violence incident in 2005, inviolg father,
another paramour and their infant which was ndedahto DFS, but rather
only left in a bin at the DFS hotline as indicabgda police report. No
hotline report was ever entered into the DFS coerpsitstem.

b. Anticipated Result: Better documentation of history within the DSCYF
computer system which will lead to a better assessmf risk to the
child(ren).

c. Responsible Agency: Department of Services for Children, Youth andifhe
Families

(11) Law enforcement shall adhere to_16 Del§©03, 904, and 905, DSCYF policy,
and the Memorandum of Understanding between thei®pnt of Services for
Children, Youth, and Their Families, the ChildreAdvocacy Center, the
Department of Justice, and Delaware Police Depantsnghen reporting child
abuse and neglect via the report line.

a. Rationale: A prior domestic violence incident in 2005, inviolg father,
another paramour and their infant which was ndedahto DFS, but
rather only left in a bin at the DFS hotline asigatled by a police report.
No hotline report was ever entered into the DFSmater system.
According to the Child Welfare Compilation thisugswas originally
made as a recommendation in 2006 as part of ardégdecase review.

b. Anticipated Result: For law enforcement agencies to be in compliance
with law and policy and to reemphasize the rol®Bf and police when
reporting child abuse and/or neglect.

c. Responsible Agency: Delaware Police Departments

(12) CDNDSC asks that the Department of Service€faldren, Youth, and Their
Families (“Department”) investigate the number a$es that are being assigned
to investigative caseworkers to ensure that easbvearker is not exceeding the
caseload set by the statutory standard as putifo2f Del.C.§8 9012 (b) (1). In
addition, CDNDSC asks that the Department rep@semumbers as a raw figure
rather than an average.

a. Rationale: The Commission is aware that the number of cassgreed to
the investigative caseworkers exceeds the statoeopyirement and
therefore raises concerns as to the caseworkadlity ab adequately
assess cases in a timely and thorough mannereirenee to this
particular case, a complex set of factors existhss the
multigenerational and chronic DFS history and titéér's criminal
history, that were not given proper weight whichyrhave led to
misjudgments by the caseworker.

b. Anticipated Result: Compliance with the Delaware statute
c. Responsible Agency: Department of Services for Children, Youth and
Their Families
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Ancillary Factors*

The following ancillary factors were identified andll be evaluated by CDNDSC for
possible action:

(1) CDNDSC recommends that the Child Protection Accalitity Commission
(CPAC) conduct an external review of past recomragads to see how these
recommendations have been implemented by said &genc

(2) CDNDSC recommends that the Division of Family Sesgiconsider a way to
track all changes made by caseworkers in the FAS/E&m in order to prevent
the falsification/alteration of documents.

(3) CDNDSC suggests that all DFS caseworkers and sigpes\attend the five day
Child First Delaware Training coordinated by thal@en’s Advocacy Center,
the Department of Justice, and the Division of Fai®@ervices. This course
provides DFS caseworkers and supervisors with gooeimensive introduction to
the forensic interview process, which is used hbgrisic interviewers at the Child
Advocacy Center in the presence of a multidiscgryrnteam.

(4) At the time of the expedited review, safety consegxisted regarding the father’s
paramour and her ability to appropriately carectutdren. Although the
paramour has pled to Assault 2 and was sentendggdars in prison, suspended
after serving 3 years in prison, the concern waedaregarding future attempts at
reunification with her children.

(5) Safety concerns exist regarding the mother’s campk with the DSCYF safety
plan and reunification attempts with Edward David &er two other children.
The Panel is concerned about the mother and higydbicare for the children
and their safety when in her care due to the mstimeental health issues,
domestic violence relations, poor decision makibijtg, and alcohol and drug
abuse.

(6) After the near death occurred the Panel has coscegarding DSCYF having
permitted the mother to have unsupervised and itelihcontact with Edward
Davis while he was hospitalized and in a very feagiedical and psychological
state. After the mother’s suicide attempt, DFS foitéd the mother from having
unsupervised contact with her children. At the tohéhe near death, mother was
still to have supervised contact. However, the fodlgwing the near death
incident of Edward Davis, a weekend shift casewogexe verbal and written
approval, seemingly unaware of the existing sgbdy, to hospital staff for
mother and her relatives to have unsupervisedswdih Edward Davis.. This

* In some cases there may be no system practices or condiibitapacted the death or near death of the
child; however, if the Panel determines that there are andilatgrs which impact the safety or mortality
of children, those factors are compiled by CDNDSC staffaedented at least annually to the
Commission for possible action.
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issue was rectified when Edward Davis was placdddter care. Mother’'s
contact with Edward Davis returned to superviseitsi

(7) The DFS policy that all children should besiviewed alone for a safety
assessment and to rule out abuse and/cectegliall be re-enforced/re-
emphasized.

(8) DSCYF caseworkers seem to lack recognitiothefrelationship between

domestic violence and child abuse and/oraetgliraining and education of
DSCYF caseworkers need to be provided concetthisgssue.

In addition,
there remains a lack of knowledge on utilizingramise history check when
assessing on-going domestic violence.
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