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Executive Summary

On March 11, 2007, Children's Administration Central Intake (CI) received a referral
reporting possible physical abuse of four-year-old Summer Phelps (S.P.) The referent, a
Spokane police officer, told CI the father, Jonathan Lytle1 brought the child to Deaconess
Hospital emergency room unconscious and covered in bruises. Upon arrival it was
reported S.P. had no vital signs and was pronounced dead shortly after admission. The
attending physician reported S.P.'s injuries were inconsistent with the story provided by
the father and abuse was suspected.

Additional concerns were raised when it was reported another child was in the family's
home. Law enforcement initiated a child welfare check and found Mr. Lytle's wife,
Adriana Lytle, at home with their 8-month old son (J.L.). Ms. Lytle is the step-mother to
S.P. Law enforcement requested a response from a Child Protective Services (CPS)
social worker as they were placing the infant in protective custody. On this same day,
Jonathan and Adriana Lytle were arrested and later charged with first degree murder.

The Spokane County Medical Examiner's Office conducted an autopsy of S.P. and
determined that the child's "cause of death was drowning; manner of which was
homicide." Jonathan Lytle was subsequently convicted of homicide by abuse with
aggravated circumstances. Adriana Lytle pled guilty to homicide by abuse.

Prior to the March 2007 referral regarding S.P.'s death, CPS had received eight referrals
regarding S.P. or her parents. Seven of those referrals were regarding S.P. when she
lived with her biological mother and were screened as "information only" referrals. One
referral in June 2006 was regarding Mr. and Ms. Lytle and their unborn child (J.L.) and
was assigned for a CPS investigation.

The June 2006 referral that was assigned for investigation alleged negligent treatment and
pre-natal exposure to illicit substances of an unborn child. This referral was made by a
Spokane Health Department Medicaid funded First Steps Maternity Support Services
(MSS) program nurse. This referral identified Ms. Lytle as the subject and did not
reference S.P. as she was not yet living in her father's home.

Subsequent to the birth of J.L., in July 2006, Family Home Care (Spokane agency) First
Steps Maternity Support Services (MSS) were re-offered and accepted by the family.
CPS subsequently closed its case in October 2006 based on reports provided by the
Family Home Care MSS provider given there were no new allegations of child abuse or
neglect. The family continued to participate in First Steps MSS and then Infant Case
Management (ICM) services on a voluntary basis until the report of S.P.'s death in March
2007. It was the MSS service provider in the home who learned S.P. had come to live
with her father and step-mother in September 2006.

1 Both S.P.'s father and stepmother were charged with and subsequently convicted of homicide by abuse in
connection with the child's death and their names are a matter of public record. RCW 74.13.500(1).



The ninth CPS referral in March 2007 was regarding the death of S.P. There was not an
open CPS case at the time of S.P.'s death.

In December 2008, Children's Administration convened an Executive Child Fatality
Review committee to review the practice and decisions regarding the case of four-year-
old Summer Phelps (S.P.) and her family.2

The fatality review committee members included CA staff and community members who
had no involvement in the case. Committee members received case documents including:
a summary of CPS referrals regarding S.P. and her family, Service Episode Record (SER)
documents of the June 2006 investigation, and First Steps MSS/ICM notes from First
Steps State Team, Department of Social and Health Services (DSHS) and Department of
Health (DOH). During the course of the review the committee members had the
opportunity to meet and interview two of the professionals who provided services in the
Lytle home prior to S.P.'s death. They were the First Steps MSS behavioral health
specialist and ICM case manager (who was a nurse).

The review committee addressed issues related to intake practice and procedures, referral
screening decisions, safety and risk assessment, and information sharing between partner
agencies and service providers. Following a review of the documents, case history, and
interviews with providers, the review committee made findings and recommendations
which are detailed at the end of this report.

Case Overview

The review committee reviewed all nine Child Protective Services (CPS) referrals
referencing this family and the screening decisions made on those referrals. At no point
during this period does it appear that S.P.'s mother and father resided together. The first
seven referrals alleged child abuse or neglect of S.P. while she was in her mother's care
and custody and three of those referrals were made by S.P.'s father, who was
subsequently convicted of her death. The following is a description of each referral and
action taken by CA.

2 Given its limited purpose, a Child Fatality Review by Children's Administration should not be construed
to be a final or comprehensive review of all of the circumstances surrounding the death of a child. A
review is generally limited to documents in the possession of or obtained by DSHS or its contracted service
providers and the panel may be precluded from receiving some documents that may be relevant to the
issues in a case because of federal or state confidentiality laws and regulations. A review panel has no
subpoena power or authority to compel attendance and generally will only hear from DSHS employees and
service providers. The panel may not hear the points of view of a child's parents and relatives, or those of
other individuals associated with a deceased child's life or fatality. A Child Fatality Review is not intended
to be a fact-finding or forensic inquiry or to replace or supersede investigations by courts, law enforcement
agencies, medical examiners or other entities with legal responsibility to investigate or review some or all
of the circumstances of a child's death. Nor is it the function or purpose of a Child Fatality Review to take
personnel action or recommend such action against DSHS employees or other individuals.








