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Findings and information related to a child fatality or near fatality

Minn. Stat. 626.556, subd. 11d requires that, upon request, findings and information regarding a child fatality or near fatality due to maltreatment be disclosed to the public. “Findings and information” means a written summary of actions taken or services rendered by a local social service agency following receipt of a report. The information below is intended to comply with the obligations outlined in M.S. 626.556, subd. 11d.  

Please note: the law does not allow the disclosure of information related to records or content of any psychiatric, psychological, or therapeutic evaluations, or information that would reveal the identities of persons who provided information related to abuse or neglect of a child. 

Data to be disclosed pursuant to Minn. Stat. 626.556, subd. 11d (c) (1) – (7)

(1) Cause and circumstances regarding the child fatality or near fatality 

☒ Fatality

☐ Near-fatality

Cause and circumstances: 

On 10/11/2019 Saint Paul PD responded to the family home on a report of a baby not breathing.  First responders provided aid to the infant, but she was pronounced dead at the scene.  SPPD spoke with the mother A.N. She reported she was int eh apartment with child H.M. and her three other children.  A.N. reported she was sleeping in the room with H.M. and last saw her in good health at 0200.  She reported she fed H.M. at that time and when completed she placed H.M. back down in the crib.  A.N. reported she sets an alarm for every two hours to feel H.M.  At 0400 A.N. woke to find H.M. on her stomach. She reported H.M. has rolled over in the past.  A.N. reported H.M. was unresponsive at the time and she called 911.
The Ramsey County Medical Examiner determined the cause of death to be bilateral bronchopneumonia.

Ramsey County Child Protection did not determine maltreatment regarding the death of H.M.
(2) Age and gender of the child 

Age: 3 months

Gender:   X Female
 Male        ☐ Other

(3) Information on any previous reports of child abuse or neglect that are pertinent to the abuse or neglect that led to the child fatality or near fatality

12/09/2017 – Report of inadequate supervision by A.N.  Report states that A.N. is abusing Oxycodin and gets refills from a doctor that takes case as payment.  Reporter stated she hears the children in the home crying and they are left home alone often for an hour. Screened in for family assessment for inadequate supervision.
7/2/2019 – Report of neglect of H.M. by mother A.N. due to baby’s cordstat testing positive for Benzoylecgonine (cocaine metabolite) with no history of being prescribed to mother at any time. Screened in for family investigation.

7/12/2019 – Report of neglect of H.M. by mother A.N. for prenatal exposure. Report stated the cordstat results for H.M. collected at the time of her birth were positive for cocaine metabolites and that “false positives are rare and it is very unlikely it is from another medication or other substance.” Screened in for family investigation, referred to current investigation.
(4) Information on any previous investigations that are pertinent to the abuse or neglect that led to the child fatality or near fatality

12/10/2017 to 12/15/2017, Family Assessment for inadequate supervision closed with no recommendation for services.
7/2/2019 to 8/12/2019, Family Investigation for prenatal exposure to Benzoylecgonine (Cocaine metabolites).  
(5) Results of any investigations described in (4)

7/2/2019 to 8/12/2019, Family Investigation for prenatal exposure to Benzoylecgonine (Cocaine metabolites).  A.N. admitted to using a powdery substance at a party two weeks before the birth of H.M.  A.N. competed twice a weeks UA’s during the assessment which were all negative for substances.  The case was closed with no finding of maltreatment and no case management services provided.
(6) Actions of and services provided by the agency on behalf of a child that are pertinent to the child abuse or neglect that led to the child fatality or near fatality

7/2/2019 investigation: The agency provided safe sleep education to parents.  Twice weekly UA’s were provided during the investigation.  
No other services were provided prior to the fatality.
(7) Results of any review of the state child mortality review panel, a local child mortality review panel, a local community child protection team or any public agency. 
The Ramsey County local child mortality review panel recommended that a maltreatment finding should have been made for the prenatal exposure to cocaine and that case management services should have been provided.  The panel also determined that there were unanswered questions surrounding the death of H.M. including whether H.M. was up to date with immunizations and well child checks.  Panel recommended the agency check medical records for all death cases.
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