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REPORT ON THE NEAR FATALITY OF

BORN: 11/06/08
DATE of Near-Fatality: Between 3/1/09 and 3/11/09

FAMILY KNOWN TO:
Family not known

REPORT FINALIZED: February 2, 2010

This report is confidential under the provisions of the Child Protective Services Law and cannot be released. (23 PA.
C.S. § 6340)
Unauthorized release is prohibited under penally of law. {23 Pa. C.S. § 6349(b))
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Reason for Review

Senate Bill No. 1147, now known as Act 33 was signed by Governor Rendell on July 3,
2008 and wenl into effect 180 days from that date, December 30, 2008. This Act amends
the Child Protective Services Law (CPSL) and sets standards for reviewing and reporting
child fatality and child near-fatality as a result of suspected child abuse. DPW must
conduct child fatality and near fatality review and provide a written report on any child
falality or near fatality where child abuse is suspected.

Family Constellation:

Name Relationship Date of Birth

B Victim child 11/06/2008
Mother o5
Father 17 years old

Maternal grandmother

Notification of Fatality/Near Fatality

This child was taken to Carlisle Hospital on 4/1/09 by mother, who reported ti}at the ¢hild had
“sejzure act[wt . C'n IHIe Hos nhl detel mmed the child to have a I

Fh h[[d was transferred to Hershey Medical Center,

Father, |. 17 v.o., and mother : , 19 y,0, lived {ogether with their

infant son. Father was primary caregiver for the child on March 8,9,10, 2009, while mother was
at work. On March [0, mother and father bad a dispute during which time it was alleged that the
father grabbed the baby by the arm. Mother lett the home with the baby, and went to her aunt’s
house for the night. On March 11, 2009 father returned to his home state of Ohio. He has not
returned to PA since. When the mother was questioned about what may have led to the child’s

condition, the only incident she could think of was the one which occurred between her and the
father on 4/1/09.

1 and Individuals Interviewed:
@ intake supervisor

Medical records from Hershey Medical Center

Case Chronology:

__On Wednesday, 4/1/09 io[lowm _
B & PSP Troopors KRS

 Energenc Dut __

B et with

The caseworker and officers met with Mother and saw the child. Mother stated that she and
child’s father had an argument on 3/10/09, four weeks earlier, during which time father grabbed
mother’s arms, not the child’s arm as described in preliminary and follow-up reports. On April 1,
Mother brought child to ER because she believed he’d had a seizure. Child was transported to
Hershey Medical Center shortly therealler. A safety plan was developed stating that the child

was being admitted to HMC, and child’s contact with all adults would be monitored by the
hospital..

nvlule on A :li 2 & 3 1he CclSCWOIkel spoke a number of times with
Rl EU RN SRl | 11csc calls related to




inchrdinq an MRI. = : :
":“ e The brain was nor mal with normal blood flow. In regard to
the repor lcd scizure, REREEREEESEIIE (1is could be normal in some children. There were
absolutely no concerns u,g:mdm;, moihu s care of the child. Ilershey Medical Center believed
that Carlisle Hospital had diagnosed the [[SREEN in error.
Bl 'here was not a safety plan at the time of discharge, duc to the doctors’ conclusion that no
injury had occurred. ‘

On Tuesday, 4/7/09 CYS caseworker | EREREE met with _ and JJJ at their home.
She reviewed the - investigation prme(iurcs and had mother sign consent for a photograph of
the child. A safety ldn was signed, requiring that mother “continue to provide tor the basic
needs of " Caseworker H completed a PA Model Risk Assessment on April
15, 2009. 'the overall risk was “Z” - no risk. All of the risk factors for father and paternal
srandmother are unknown. Mother and [JEBER who had been living in a separate household with
h, went {o live with maternal grandmother. The case was officially closed on April 15,
20009.

Previcus CYS involvement:
none
Circumstances of child’s near fatality:
Clnld was U 311‘;Eeued hom Callmle Hov.plt"tl to Her shey Medical Center. —
e SRR T A Thue were no findings of trauma, no
: md 1no 1nLd|ca[ (.ondmon of

f'mdings suggesling abusc, no indicu{ion oi'a _
any kind, There was no evidence of seizures. E

Current/most v

L This {inding was suppor ted by
the f’lCt Ih'tl the chlid dtd not receive a serious phystcal injury, the child was not in serious pain
and the child’s everyday activities were not hindered. The criminal investigation was concluded
with no prosecution.

Child was EEEEERE e B e no medical follow up is needed. The
father was still back at his family home in Ohlo exact address unknown. Mateimal g g,mndmothel
is a support to the mother, The original safety plan, requiring mother to have supervision
whenever with her child, was lified at the time of chiid’s discharge {from hospital.

Police closed their case withou!l any charges when it was determined there was no injury to the
child,

Services to children and family;
None offered or provided,
County strengths and deficiencies as identified by the County’s near fatality report:
County was not required to conduct a fatality review team,
County recommendations for changes at the local (County or State) levels as
identified in County’s near fatality report:
County was not required to conduect a fatality review team.
Ceniral Region findings:

STRENGTHS:
The CYS and law enforcement (LEQO) worked collaboratively from the time of the report and
throu I out, C mnication was inm]eclime andboth CYS and LEO ket edch othenlnfomled

: Gwen th'u no injur y hdd occuued this served lo move the case aiong qutckly and
mmlmlzed the impact of an investigation on a very trightened young mother.

L e,




DEFICIENCIES:

Neither the dictation nor the risk asscssment demonsirates a comprehensive assessment of
family strengths and risk factors. There is no documentation of any inquiry regarding maternal
grandmother with whom mother was living {ollowing the baby’s hospitalization. Best practice

would include a full assessment of strengths and risk factors in the child's living environment
despite the haspital’s misdiagnosis, _

The Risk Assessment rated “family violence™ as *“No Risk™ despite the initial report that father
and mother had arpued and he grabbed her arms then left the relationship and moved to Ohio.
The caseworker said that domestic violence services were not discussed since parents were no
longer living together. The dictation does not indicate that parents’ relationship was discussed
nor what role father was expected to play, if any, in his child’s future. Father was 17, two years
younger than Mother, suggesting a possible lack of parenting skills and/or questionable
commitment to his child.

Statutory and Regulatory Compliance 1ssues:
None




