Department 6f Public Welfare
Office of Children Youth and Families
Western Region

Date of Report
February 9, 2010

Child Near Death Review

Child: .

DOB: 02/27/2009

NEAR FATALITY INCIDENT: 04/10/2009

Family was Not Known to Indiana County Children and Youth Services

This report is confidential under the provisions of the Child Protective Services Law and
cannot be released further.
32 PA, C.S. Section 6340

Unauthorized release is prohibited under penalty of law .23 PA. C.S. Section 6349 (b)




Reason for Review:

Senate Bill No. 1147, now known as Act 33 was signed by Governor Rendell on July 3,
2008 and went 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 near child fatalities that were suspected to have occurred due
to child abuse. DPW must conduct child fatality and near fatality reviews and provide a
written report on any child fatality or near fatality where child abuse is suspected

Circumstances of the Child’s Near Fatalify:

At the time of the child’s | |nJur on Apn! 10, 2009, JIEII was less than two months old

and was residing at Eee

l, Arcadia, Indiana County, Pennsylvania, 15712.

The family household was made up of the following persons:

Mother:

Victim Child:
Sister:

Sister:
Maternal Aunt:

Maternal Grandmother:

Maternal Grandfather:

iR (DOB Il 1985)
(DOB: 02/27/2009)
B (age 3)

B (age 1)
Bl (age unknown)
(age unknown)
(age unknown)

On April 10, 2009, the child presented to the Emergency Department at Punxsutawney
Hospital with a skull fracture. As a resuit of his injuries, the child was transferred via
medical helicopter to Children’s Hospital of Pittsburgh for further care. Initially, the
parent reported that one of the siblings hit the child in the head, but later claimed that
the sister dropped him. The reporting source was concerned about the varying
accounts and they appeared to be inconsistent with the injuries.

Once at Children’s Hospital of Pittsburgh, the Chl[d recewed further assessment and
treatment. A staff member from [EEERE e S
also mvolved in the assessment and investlgatton ofthe child’s injuries.

Nature of Child Near Fatality Review:

Indiana County Children and Youth Services did not conduct a Near Fatality review as
required, nor did they present the case to their Mult[dlsmhnar Child Protection eam
MDT ., as the usethe MDT forsexuai abuses onl . R b




Upon receiving the report on Aprit 10, 2009, Indiana County CYS contacted
Hospltat of Pittsburgh
PRI -\ | rcquested that mother be supervised while with her son,
as she was en route with the child in the helicopter. Initially, Indiana County CYS was
going to have Atleghen County Children Youth and Families make contact with the
child and g8 A however, Indiana’s director requested that an Indiana Co.
caseworker be drspatched to Children’s Hospital of Pittsburgh to see the child and
interview the mother. While on the way to Children’s Hospital, the caseworker
contacted the family home and made arrangements for the maternal aunt to ensure the
safety of the children, with the help of the maternal grandparents. The caseworker
spoke to the maternal gran 0 rndrcated that the were ieavmg the home {o go
to Chrldren sHosp al. | - L '

When the caseworker arrived at the hospital and met with the mother, her
documentation states that the mother was holding the baby in her arms and the baby
was doing well. Initially, the mother reported that she had left the home to run errands
and while she was out, received a call from her sister stating the “baby was hurt” and
the alleged victim's three year-old sister [l had the baby in her arms. Mother
returned home and took child to Punxsutawney Area Hospital. The mother claimed that
when she left the home, the baby was in a "pack and play” and that her three ear-old
daughter is able to reach |n the nack and Ia and remove the chlld . i :

_ p R T that the
ed two dn‘ferent exp anations as to how the injury occurred The mother
told them that her three year-old daughter dropped the baby, and then later stated the
three year-old hit the baby. She was consistent in stating that her sister, the maternal
aunt, found the baby with the injury. When NSRRI asked the mother about the
injury, the mother reported that she had been home all day and the three year old came
to the mother and said that she hit the baby’s head off of the car seat handle. The ¢hild
was reportedly in the “pack and play.” Mother said she noticed the swelling and
immediately went to Punxsutawney Hospital. The caseworker's dictation states that the
mother is “completely contradrctory, although it is unclear as to whether this is the
caseworker’s statement or [ RS TR

. - s reported that she was
cleaning her room and the mother was in the bathroom while the child was asleep in
the “pack and play,” which was located in mother's bedroom. stated she
heard the baby “holler,” so mother came out of the bathroom and
observed the three year-old with the child. |l did not see how the child
was injured, but thought that the three year-old may have tried to get the child out of the
“pack and play.” She said that at approximately 1:00 PM, she noticed bruising on the
child’s head and informed the mother. ENEEE 2lso said that the mother never left the




home prior to taking the child to the hospital. SRR that she had also never
observed the mother “be rough” with the child.

When the caseworker spoke with the mother regarding the injury, she maintained that
she had gone to the store and her sister was watching the children and provided the
same scenario, i.e., three year-old plcked the up the baby from the ‘pack and pla " and
droppedh[m _ R e h '

e i The safety plan was B
modlfled to have the matemal grandparents and other famlly members and friends &
ensure the safely of all three children.

A corporal from Pennsylvania State Police (PSP) contacted the caseworker via 911 and

reported that he heard a child was flown to Children’s Hospital with a skull fracture and
B iust contacted their office to advise them of the investigation.

PSP atso conducted an investigation into the injury.

Thechzid s condttlon contmued to improve while at the hospital. On April 11, 2009, I

T contacted the caseworker and informed them that the child was

eatlng well” and they were going to observe the child that day and then planned a ‘
on April 12, 2009. hmformed the caseworker that “the incident was g

low force and not necessarily child abuse but it was an unwitnessed event.” The mother

reported that the three year-old bumped the baby's head. R stoied that the

injury may have hapened as described. There were no other bruises or fractures on

the child. EREEESSEIEE o/t the mother’s family was appropriate.

The child was [N from Children's Hospital on April 12, 2009, with a safety plan
of maternal grandparents and other family members and friends helping to supervise
and care for the children in the home. The potential caregivers provided by the family
were all cleared through ChildLine and the Pennsylvania State Police. The family
attended the follow-up visits to the child's doctor and obtained a home-health nurse for
the days following the child’s discharge.

The caseworker continued her investigation after the child’s discharge and re-
interviewed the mother and her sister on May 6, 2009 at the agency. The sisters were
consistent in their accounts of where each other was at the time of the child’s injury, as
well as seeing the three year-oid holding the child at the time the child was heard crying.
The caseworker also obtained releases for the children’s pediatrician and made
collateral contacts to ensure the children's medical needs were being met.

A final home visit was completed on May 13, 2009, where the home was found to be an
appropriate size for the family and a safe environment. Precautions to keep the siblings 3
out of the child’s room have been taken b themother and exploredobserved and

' X! Addltionalty, the famlty was not being accepled for services, as
referrals for Rk e vere made for the other children in the home and the
mother would contlnue to receive assistance with childcare when necessary.




Statutory and Requlatory Compliance:

Since the investigation was not completed within 30 days Indiana County was required
to complete a Child Near Fatality review or present the case to their MDT as per Act 33
of 2008, which was effective December 30, 2008. Neither of these {ook place. The
Director has been made aware that as per Act 33 of 2008, this was to occur. A copy of
the Act and subsequent Draft Bulletin will be provided to Indiana County Children and
Youth Services to provide guidance and ensure future compliance.

Findings:

Their response time was prompt and the safety plan enacted appears to have been
adequate. Additionally, the caseworker follow-up with the family to ensure they were
taking precautions to ensure that the likelihood of a similar incident such as this is
minimized.

_ _ ; : b R the agency
tearned that thls was a less than two month otd child with a skull fracture and
inconsistent histories as to how it occurred. Serious consideration should be given as to
when to involve Law Enforcement in an investigation. Due to the age/vulnerability of the
child and the nature of the injury, Law Enforcement should have been made aware of
the allegations and provided an opportunity to initiate a joint investigation with CYS.
Thecaseworker s dictation states the PSP Corporal heard about the child’s injuries from

[ Sl and contacted the caseworker at 9:11 PM. The caseworker notes in
her dlctauon that she contacted PSP earlier in the evening (approximately 7 PM) to run
criminal history checks on potential caregivers. No mention of the caseworker informing
PSP of the investigation is made during that contact.

Recommendations:

After reviewing the case notes from the investigation, it appears as though the following
recommendations would be appropriate:

The agency shouid notify Law Enforcement as quickly as possible, should they feel the
injuries rise to the level of police involvement. In this instance, the initial report was that
the child was in critical condition, which was appropriate for the PSP to begin an
investigation.

Caseworker dlctatlon should be professmnal! wrltten and znctude facts fmdms and
observaﬂons v - S e Y ST
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