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- REPORT ON THE FATALITYOF:

RASHAAN ANDERSON

BORN: 10/24/2008
DIED: 7/2/2010

The Family was not known to
The Philadelphia Department of Human Services

Date of Final Report: May 4, 2011

This report is confidential under the provisions of the Child Protective Services Law and cannot
be released.
(23 Pa. C.S. Section 6340)

Unauthorized release is prohibited under penalty of law,
{23 Pa. C.S. 6349 (b))




Reason for Review:

Senate Bill 1147 PnntersNumber 2159 was signed into law on July 3, 2008 by
e IR T he bill became effective on December 30, 2008
and is known as Act 33 of 2008 As part of Act 33 of 2008, DPW must conduct a

review and provide a written report of all cases of suspected child abuse that
result in a child fatality or near fatality. This written report must be completed as
soon as possible but no later than six months after the date the report was
registered with ChildLine for investigation.

Act 33 of 2008 also requires that county children and youth agencies convene a
review when a report of child abuse involving a child fatality or near fatality is

or when a status determination has not been made regarding the report
within 30 days of the oral report to ChiidLine. The Department of Human
Services has convened a review team in accordance with Act 33 of 2008 related
to this report

Family Constellation:

Name: Relationship: Date of Birth:
Anderson, Rashaan Victim Child 10/24/2008

Mother 1990

Mother's paramour 1989
Non- household members:

Father B 1057

Maternal Grandmother Adult

Notification of Child Fatality:

On 7/2/10, the Department of Human Services (DHS) received a

report alleging that the victim child was pronounced dead at 4:49
pm at Temple Hospital. The mother's paramour was habysitting for the child
when the incident occurred. The paramour reported he laid the child down for a
nap and the child fell on the floor. The chaEd was transorted to Temple Hospital
by ambulance. The victim child had R

Summary of DPW Child Fatality Review Activities:

The Southeast Regional Office interviewed [N DHS Social Worker,
and reviewed the case record. On 7/16/10, the Regional Office attended the Act
33 Fatality Review held at the Philadelphia Coroner’s Office.



Summary of Services to Family:

Children and Youth Involvement prior to Incident:

12/02/1994 : e
The mother was known to DHS when she was four years old. The mother was a

and the EEEEEEEN \as a babysntter The bab s;tter hit the mother
with a belt. The case was [RESG—_—G—_—G_G" R TR i

Circumstances of Child Fatality and Related Case Activity:

On 07/02/10, DHS received a il report alieging that the victim child, Rashaan
Anderson, was pronounced dead at Temple Hospital. The mother, paramour and
victim child lived in the same household. According to the MGM, the mother met
the paramour on the internet within the past year. The MGM reported to the
hospital social worker that she suspected that the paramour was abusing the
victim child and that the mother was aware of the abuse. In addition,
reported that the mother had || GG
The mother reported the paramour was alone with the victim child when the
fatality had occurred. The paramour reported he had put the victim child in the
bed for an afternoon nap. The paramour stated he heard a loud noise and went
into the bedroom and found the victim child on the floor. The paramour reported
he picked the victim child off of the floor and the child’s eyes were rolling in the
back of his head. According to the documentation, the paramour did not call 911;
he called the mother first and she called the police. The ambulance fransported
the victim child fo Temple Hospital. Accordlng to the med;cal team at Temple
Hospital, the injury was deemed 2 . R R
conducted and found : . The wctlm child suffered from
. B which were inconsistent with a fall from the bed. The
Detectave repor’ced that the paramour admitted that, while he was showering the
child, he punched him in the torso causing the child to fall in the tub and hit his
head. The medical examiner determined the victim child was dead for several
hours before the police were called The victim ch:id dled D N

Current Case Status;

The SUV Detective stated the paramour| . 2dmitted to causing the
death of the victim child. The paramour reported while giving the child a shower,
he punched the victim child in the torso, causing the victim child to fall in the tub
and hit his head. After the shower, the paramour put the victim child in the bed
for a nap and the child fell off the bed. [REIIRIEE \vas arrested and charged
with the murder of Rashaan Anderson.




On 7/22/10, DHS completed thelr S | R
Lo S SRR Causing htsdeath
The med:cal professwnais SVU and the paramour s confessmn determined the
caused severe permanent damage to the child which resulted in his
death.

County Strenaths and Deficiencies and Recommendations for Change as
Identified by the County’s Child Fatality Report:

Act 33 of 2008 also requires that county children and youth agencies convene a
review when a report of child abuse involving a child fatality or near fatality is

or when a status determination has not been made regarding the report
within 30 days of the oral report to ChildLine. On July 16, 2010 The Depariment
of Human Service convened a review team in accordance with Act 33 of
2008.

+ Strengths:
DHS completed the investigation timely.

+ Deficiencies:
There were no deficiencies identified

s Recommendations for Change at the Local Level:
There were none identified

¢ Recommendations for Change at the State Level:
There were none identified

Department Review of County Internal Report:

There were no recommendations identified.

Department of Public Welfare Findings:

The Department of Human Services provided adequate correspondence with the
regional office. DHS made the appropriate contacts and follow up interviews to
complete a thorough investigation. DHS conducted the Act 33 Review within the
required time frame.

Department of Public Welfare Recommendations:

There was no compliance or regulatory concerns.






