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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 

X Fatality

 Near-fatality

Cause and circumstances: 

On 5/4/19 Report indicates that law enforcement was called to mother, A.W.’s home to assist medics with a 5-month old J.S. who was not breathing. Report indicates that the home smelled strongly of burnt marijuana and stale cigarette smoke. There were two other children within the home; 2-year old H.B. and 20-month old P.H. Report indicates that A.W. did not appear upset. Report indicates that A.W.reports that J.S. was in the baby seat he usually sits in (in the bedroom in front of the TV) and woke up crying at 3:00AM, so A.W. gave J.S. a bottle. He drank the whole 4 oz bottle. A.W. reports that she then administered a nebulizer treatment for his asthma, refilled the air purifying machine in the room, and placed J.S. back in his baby seat. J.S. fell asleep. Report indicates that A.W. moved J.S. from the baby seat to the bed (report does not indicate whether the bed is a crib or other) at around 4:00AM. A.W. reports that she placed J.S. on his back on the bed and checked his pulse at his neck because she felt something was wrong. A.W. then noticed while changing his diaper that J.S. was not crying, his mouth was partially open with his tongue sticking out (per report he usually slept with his mouth open because of his breathing difficulties), and he did not appear to have moved since A.W. initially put him on the bed. A.W. reports that J.S. hands and feet felt extra cold so she checked his pulse at his neck but could not find one because "she only could feel her own heart beating". At this time, A.W. observed that J.S. was not breathing so she called 911 at 6:12AM. Report indicates that J.S. was born at 28 weeks with breathing difficulties due to his underdeveloped lungs. J.S. was seen at HCMC Specialty Center on 4/26/2019 for breathing difficulties and a right side hernia. A.W. reports that J.S.received 3 mL Albuterol nebulizer as needed and baby vitamin iron 0.5 mL crushed up in his bottle daily.  The medical examiner determined the cause of death to be “bilateral bronchopneumonia.” 
(2) Age and gender of the child 

Age: 5 months

Gender:   Female
X 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

A.W. has CP History in Hennepin County and Ramsey County.  On 1/4/17 a FA was opened in Hennepin County for neglect and physical abuse of H.B. and Hennepin determined services were not needed.  On 8/14/17 a FA was opened in Hennepin County for Neglect of P.H. and Hennepin determined services were not needed. On 9/3/17 an investigation was opened for Neglect of H.B. and P.H. and Hennepin determined there was no maltreatment and no services needed. On 4/23/19 a FA was opened in Ramsey County for neglect of J.S. due to prenatal exposure to THC.  The case was closed as “unable to conclude” as the worker was unable to locate A.W.                   
A maltreatment finding was not made in this case as cause of death was bilateral bronchopneumonia.
This history is not pertinent to this child fatality.

(4) Information on any previous investigations that are pertinent to the abuse or neglect that led to the child fatality or near fatality

N/A
(5) Results of any investigations described in (4)

N/A
(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

N/A
(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 local child mortality review panel recommended a statewide safe sleep public awareness campaign.
[image: image2.png]160 East Kellogg Blvd.
Saint Paul, MN 55101
Phone: (651) 266-4444

. \V\V\V.ramseycounty. us





[image: image1.png][image: image2.png]