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eyelid as opposed to around the eye which would have been indicative of a punch.
Autopsy results received later in the day noted cause of death "Non-Accidental trauma
resulting in old and new brain bleeds and a skull fracture. "

During a March 11, 2008 interview with law enforcement, Ms. Conway stated prior to
the March 2008 ER visit she had punched N. N. in the head twice as he continually cried
and would not stop. She stated when noticing the injury to the eye she took him to the ER
where she told the interviewing detective the physician asked if there were older kids in
the home at which she stated 'yes.' She then told law enforcement the physician replied;
"one of the children may have hit the baby in the eye with a toy." Ms. Conway admitted
to going along with this explanation and offered no other information.

As a result of Ms. Conway's statement to law enforcement she was arraigned on charges
of murder in the 2nd degree and remains in jail. N. N.'s siblings were placed in protective
custody and are in the care and custody of the state of Washington.

Findings and Recommendations

The committee made the following findings and recommendations based on interviews,
review of the case records, department policy and procedures, Revised Code of
Washington (RCW), Washington Administrative Code (WAC), and medical documents.

Findings

•

Multiple community service providers and medical providers were involved with
this family. However, the communication between providers and CA was
inconsistent and lacked coordination.

Insufficient weight gain and lack of caregiver attachment and bonding was
evident in this case. Inconsistency of visits by the parents while their infants were
hospitalized, lack of follow through on medical appointments and limited weight
gain are noted risk factors which cumulatively can affect child health and safety.

An inconclusive finding was made on the January 7, 2008 referral. However, the
review team believed the assigned worker did not fully pursue reported concerns
and given the cumulative effects of verified parental actions and inactions there
may have been sufficient information to establish a finding of founded for
negligent treatment. The January 7,2008 referral addressed child neglect issues
and several high risk factors related to child health and safety. Information
obtained and verified during the course of the investigation included the
following:

o Parents repeatedly missed or cancelled well child and other medical
appointments for all the children,

o The parents delayed obtaining a necessary immunization for N.N. despite
repeated requests made by medical providers and CA (confirmed by
physicians).



The parents' were inconsistent in visiting the hospitalized twin thereby
affecting parent/child bonding.
The inability to reach the parents despite numerous attempts to authorize
emergency surgery for the child (confirmed by hospital staff).
The parents' inconsistency and inappropriate use of discipline methods for
children's developmental stages (verified by several providers working
with the family in the home).
Repeated concerns by providers referencing the feeding of N.N. and lack
of consistent weight gain.

Recommendations

When multiple agencies and service providers are working with a family it is
recommended to convene a multi-disciplinary or child protection team staffing as
early as possible in the case to ensure coordination and communication of services
provided and the evaluation of family compliance and progress. Participation by
family members should be included to represent priorities and solutions
recommended and identified by the family.

Consult with the Regional Medical Consultant as needed, particularly in regards
to children with special needs.

In the presence of such risk factors (attachment/bonding issues, lack of weight in
an infant and failure to timely follow through in accessing services) a referral for
a mental health assessment of the caregiver(s) or a parent/child bonding
assessment is warranted.


