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Reason for Review:

Senate Bill 1147, Printer’s Number 2159 was signed into law on July 3, 2008. The bill became
effective on December 30, 2008 and is known as Act 33 of 2008. As part of Act 33 of 2008,
DPW must conduct a review and provide a written report of all cases of suspected child abuse -
 that result in a child fatality or near fatality. This written report must be completed as soon as
‘possible but no later than six months after the date the report was registered with ChildLine for
~ investigation. :

Act 33 0f 2008 also requires that county children and youth agencies convene a review when a
report of child abuse involving a child fatality or near fatality is indicated or when a status
determination has not been made regarding the report within 30 days of the oral report to
ChildLine. Philadelphia County convened a review team on June 24, 2014 in accordance with
Act 33 of 2008 related to this report.

Familv Constellation:

Name; Relationship_: ~ Date of Birth: -

Toniya Anderson Victim Child - ’ 04/15/14
Mother , , 88
Brother » _ 06
Sister v 09
Father of | ‘ /82
Father of victim child 83

63

Father of

Paternal GM of Unknown
Notification of Child Fatality: ,
On June 1, 2014, Chester County DCYF received a I ccport
due to a child fatality. The reason was alleging that the

victim child (6 weeks old) had suffocated, by mother’s admission, as a result of mothet’s
impaired judgment due to alcohol consumption. Mother, victim child and the victim child’s
brother were all sleeping in the same bed on the night of May 31, 2014. The mother woke up to
find the victim child limp and not breathmg, 1y1ng in the bed between herself and the victim
child’s brother. :

of Southeast Region Child Fatali Revi‘ew Activities: -

Summa

The South East Region Office of Children, Youth and Families (SERO) obtained and reviewed
all current and past case records pertaining to the victim child’s family from Chester County .
DCYF. This included the Multidisciplinary Team report, Risk Assessment, FSP and Police .
Report. SERO participated in the Act 33 Review on June 24, 2014 and collaborated with Chester
County DCYF, the physicians and police. :




Children and Youth Involvement prior to Incident:

The family became known to the Chester County, Department of Children, Youth and Families
" (DCYF) in 2009. The family was open and receiving between 2009 and 2010
due to concerns regarding the mother’s issues and child supervision. The victim
child’s older sibling tested positive for cocaine at birth and this prompted services to be placed in

the home. The mother struggled to
- The services to the family included basic parenting skﬂls and safe

‘parenting practices; whlch included safe sleeping education.

Circumstances of Child Fatality and Related Case Activity:

The mother reported to the Chester County, Department of Children, Youth and Families
(DCYEF) that she had been residing at the ||| || | j B stciter for about-a month, due to lack
of housing. She reported going to a barbeque at a relative’s house with the children on May 31,
2014. The mother stated that she had been drinking alcohol at the barbeque and returned to the
shelter that evening and left the children in the care of another resident at the shelter and went to
a nearby bar where she continued to consume alcoholic beverages until returning to the shelter.
The mother stated that, when she returned to the shelter, she put the children to bed at about 2am.
The mother stated that she has a pack n play for the victim child to sleep in but did not use it.
'The mother stated that she woke up about 2:30 or 3:00 am, fed the victim child and fell back to
- sleep. At about 7:00am, the mother woke up to find the victim child’s sibling moving around in
the bed and then she fell back to sleep. The sibling is JJJJJif and likes to sleep in her bed. The
mother stated that she woke up again at about 9:00 am and found the victim child laying in the
bed limp and not breathing. The victim child was positioned between herself and the older
sibling. The mother stated that she called 911.

'After receiving the report, the county conducted a safety assessment to determine the mother’s
ability to care for the older sibling. The mother’s ability was determined to be diminished due to
the stress of losing her child and current living status. The mother was unable to continue
residing in the shelter and had to leave. The county détermined that the child was unsafe and
developed a safety plan for the sibling to reside in a relative’s home. After residing in the

- relative’s home for 2 days, it was determined that the relative’s home was not a viable resource.
and the sibling was placed into foster care
foster home which better met
issues and

through DCYF and then was moved into a
his needs. The mother

The

f

on July 14,2014 because it could not be determined that -
alcohol consumptlon contributed to the victim child’s death. :

. Current Case Status:
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e No criminal charges have been filed against the mother and the police 1nvest1gat1on 1s
currently closed.

I Tt mothc:

. ' The mother also completed a parenting assessment evaluation.
— returned the sibling to the mother’s care.

»  The mother and sibling are residing —

¢ The mother is fully cooperativewith DCYF.

. County Strengths, Deficiencies and Recommendations for Change as Identlﬁed by the
- County’s Child Fatality Report: r :

o Strengths:
The review team indicated that community providers, the hospital and several county
departments collaborated and provided the required services for this family. Services
included: Teen parenting, parenting education and safe sleeping education.

» Deficiencies: o
County had no laws prohibiting co-sleeping and therefore had no ab111ty to mandate that a
parent not co-sleep with a child. :

e Recommendations for Change at the Local Level: :
1. Chester County would examine a co-sleeping campaign used in Pthadelphra to

determine whether a similar campaign would work in Chester County.

2. Ensure that safe sleepmg education is provided to all shelter res1dents who reside with
~ children in shelters. : .
3. AAll county departments to provide education about co-sleeplng to parents a.nd
. caregivers. ,

¢ Recommendations for Change at the State Level

There were no recommendations,

Department Rev1ew of Countv Internal Renort

~ The Southeast Reg10n recelved and rev1ewed the Cou.nty s Act 33 review report The :
‘Department is in agreement with the findings.

Department of Publlc Welfare Fmdmos:

. ‘Cou.tﬁv Strengths:




‘The county provided follow up with public and private stake holders from the onset of
the - report and mvestlgat]on

o County Weaknesses:
- None identified

e Statutory and Regulatory Areas of Non-Compliance:
" None identified

Department of Public Welfare Recommendations:

The Department did not have any recommendations. DCYF completed safety visits, safety plans,
interviews and collateral contacts as required. The County completed a thorough investigation






