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Vision Statement 
 

A reputable team committed to developing and facilitating the implementation of 
recommendations to minimize major injuries and fatalities to Wyoming’s children. 

 
Mission Statement 

 
We seek to minimize child major injuries and fatalities in Wyoming through comprehensive, 
multi-disciplinary case reviews. We actively advocate for child victims by making 
recommendations for change through prevention, intervention, training, education, legislation, 
and public policy. 
 

Objectives 
 
1. Ensure the accurate identification and uniform, consistent reporting of the cause and manner 

of every child major injury or child death due to abuse/neglect; 
 

2. Identify significant factors, predictors, and trends in child major injuries or child deaths; 
 
3. Identify and advocate for needed changes in legislation, policy, and practices in child safety 

and well being to prevent child major injuries or child deaths; 
 
4. Increase public awareness and advocacy for the issues that affect the health, safety, and well 

being of children by providing recommendations for change through prevention, 
intervention, training, education, legislation, and public policy; 

 
5. Identify specific barriers and system issues involved in the child major injuries or child 

deaths; 
 
6. Improve communication among local and state agencies and enhance coordination of efforts; 
 
7. Identify preventable social and family circumstances which contribute to child major injuries 

and child deaths, and 
 
8. Heighten community awareness through education and prevention strategies. 
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History of Child Death Review 
 
National 
 
In 1995, The United States Advisory Board on Child Abuse and/or Neglect concluded child 
abuse and/or neglect fatalities and near fatalities could not be significantly reduced or prevented 
without more complete information about why these deaths and injuries occur. It was widely 
acknowledged that many child abuse and/or neglect deaths were under reported and/or 
misclassified. Professionals, scholars, and officials around the nation agreed that a system of 
comprehensive Child Death Review (CDR) teams could make a difference. 
 
Though these reviews initially centered on fatalities and other serious injuries due to child abuse 
and/or neglect, there has been a national movement to enhance the role of the CDR teams to 
review all preventable child deaths and major injuries. Wyoming has been working on this via 
legislation for over 5 years. 
 
Wyoming 
 
The Wyoming Child Major Injury and Fatality Review Team (WCMIFRT) was established by 
the Department of Family Services (DFS) in December, 1997 under the authority provided in the 
Child Protective Services Act, W.S.14-3-201 through 14-3-215. It was originally established 
with the purpose of reviewing child deaths due to abuse and/or neglect, but was expanded to 
include major injuries in 1999. The purpose of this team is to provide a systemic view of issues 
facing Wyoming and to provide a well-rounded review of the system issues surrounding the 
cases. Child major injury and fatality cases are submitted for review to the team by the local DFS 
offices as per procedure outlined in its policies and procedures. The team meets quarterly to 
review cases and fulfill its mission to improve the response to major injuries and fatalities in 
cases of child maltreatment in Wyoming, to actively advocate for child victims of maltreatment 
and to provide recommendations for system change through prevention, intervention, training, 
education, legislation, and public policy. These recommendations are compiled and published in 
an annual report. This document represents the tenth annual report published by this team. 
 
The Wyoming Child Major Injury and Fatality Review Team continues to advocate for the 
review of all child deaths and child major injuries throughout the state in a systemic method. 
While the ability to review all cases would provide more detailed data regarding child death and 
major injuries throughout the state, this has not yet been implemented but continues to be a goal 
of the team. The team now uses a methodical approach to case review and analysis which has 
enabled the team to stay focused on system issues, formulate more effective recommendations, 
and more efficiently track data related to the cases. 
 
The Wyoming Child Major Injury and Fatality Review Team1 maintains a contract with the 
Wyoming Citizen Review Panel2 to be the administrators of the WCMIFRT.  WCMIFRT 
accomplishments include new leadership, revised bylaws, and the development of policy and 
procedure to review child major injuries and fatalities. We are also pursuing legislation to change 
the team from being under any one state department to being a stand alone committee 

                                            
1 Information on the Wyoming Child Major Injury and Fatality Review Team can be found at 
http://wycrp.org/page5.html.  
2 Information on the Wyoming Citizen Review Panel can be found at http://wycrp.org. 
 



 

Page 7 of 16 

responsible for review of major injuries and fatalities of children. This is designed to improve 
accountability of and collaboration between state agencies, coordination with and between local 
communities, and enhance overall communication statewide regarding the tragedy of child major 
injuries and fatalities. 
 
 
 
 
 
 
 
 
 
 
 
 



 

Page 8 of 16 

General Information: 
 
Currently, the only child major injury and child fatality cases that are reviewed by the 
WCMIFRT are those where abuse and/or neglect is confirmed or children who are in the custody 
of the Department of Family Services. These cases are referred to the state team from the local 
DFS office, prepared and then reviewed by the full team. In some cases, a local child protection 
team will have reviewed the case prior to it being passed on to the state team; all cases reviewed 
by the WCMIFRT must be adjudicated prior to review if criminal charges are part of the case. 
 
While the WCMIFRT has undergone major reorganization and restructuring in the past two 
years and progress has been made, there is still much work to be done. Legislation is still being 
pursued to expand the review capabilities of the team to all child major injuries and child deaths 
in the state. The proposed legislation would place the authority of the state team under the 
Attorney General while also creating local teams within each judicial jurisdiction instead of 
based on the Child Protection Teams’ districts.  The local teams will be charged with reviewing 
cases in their jurisdiction and providing summary data and recommendations to the state team. 
The state team will continue to review all abuse/neglect cases and retain the option to perform 
individual case review as the data discloses. 
 
Other accomplishments include: 

• Improved, more accurate vision and mission statements;  
• The completion of a policy and procedure book; 
• Ongoing data entry of case information into the national data repository for child 

fatalities and child near fatalities; 
• Retaining of the Wyoming Citizen Review Panel as administrators of the team; 
• Dedicated team of individuals who continue to attend meetings and provide pertinent 

input; 
• Commitment of a Representative Jeb Steward to help with legislation. 

 
In mid 2008, the WCMIFRT contracted with ALIGN to assist with team building and consensus 
and to create an accurate mission statement for the team. This resulted in the creation of the 
vision and mission statements now being used by this team.  We also discussed major projects to 
be accomplished to help this team review cases, recruit members, and keep attendance more 
consistent at meetings.  A summary of the observations and recommendations from those 
sessions follows: 

1. Inconsistent attendance between the two strategic planning meetings in July and October 
• Any future planning meetings should be scheduled as full day or half-days back-to-

back to ensure the same attendance at both meetings 

2. Lack of attendance and follow up on recommendations causes entire team to stalled. 
• Instead of just adding additional members to the team for the sake of adding 

members, visit with members consistently absent to assess interest ability to fulfill the 
duties of a team member 

• Lay out expectations clearly regarding attendance, recommendations, follow up on 
items, etc to all team members 

• Attain recommitment from all team members to follow up on recommendations and 
action items 

3. Team lacks a formal recruitment and orientation process 
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• Annually, review current team composition and identify gaps in agencies, knowledge, 
experience; 

• Review time commitment, obligations, subcommittees, etc with potential members 
and obtain commitment from potential new members 

• Bring roster of new members before Executive Committee for review and approval; 
ExComm will approve invitation of new members 

• Schedule annual orientation for new and existing members as part of quarterly 
meeting 

4. Long term operational planning is lacking 
• Set aside time to work through key action steps through end of 2009;  
• Revisit strategic plan in fall 2009 to ensure action steps still current for 2010 and 

develop any new action steps for 2010 

5. While the Wyoming Citizen Review Panel plays major role in administration of the team, 
it is sometimes not sufficient to meet the needs of the team. 
• Investigate potential of a person in a paid leadership role without the outside 

commitments of team members that can hinder the forward progress of the team. 
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Observed Trends in Child Major Injuries, Fatalities, and Risk Factors: 
 
The Wyoming Child Major Injury and Fatality Review Team as observed the following trends in 
its recommendations since 2000: 
 

• There is still a trend between infant victims and low income parents.  The first year of a 
child’s life tend to be the most stressful for any parent; with the added stress of low or no 
income, the infants in these families are easy victims for stressed out parents. More 
resources need to be available and utilized by these families to help them cope with the 
many stresses they are experiencing.  

 
• Through the years, the team has recognized the linkages between substance abuse and 

domestic violence in child abuse cases. In addition, the team continues to observe an 
increase in young perpetrators who are the biological parents and perpetrators with low 
education levels. Over the years the caregivers substantiated on for abuse and/or neglect 
have gotten younger. Many of these individuals have struggled educationally and have 
not been provided a healthy support system. 

 
• Shaken Baby Syndrome continues to be a cause of major injuries and fatalities in abuse 

and/or neglect cases in Wyoming.  While many recommendations have been made 
concerning Shaken Baby Syndrome, infants tend to be a constant victim of abuse/neglect 
in our state.  Parents must continue to be educated on the availability of resources 
available and encouraged to use them; however, we cannot make parents utilize these 
resources and herein lies one of the problems we continue to address as a team. 
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Cases Presented: 
 
During the year 2008, 5 cases were reviewed, 2 major injuries and 3 fatalities. 
 

1. An 11-month old child died in a bathtub due to drowning. The mother worked a night 
shift and father was suspected of not being attentive to the child. 

2. A teenager in the custody of the Department of Family Services in a group home setting 
died of meningitis.  No negligence was found. 

3. A school age child endured repeated sexual abuse by the biological father.  The father is 
also a lifetime registered sex offender.  Charges were filed but dropped due to lack of 
evidence. 

4. An infant died due to blunt force trauma to the back of the head; numerous injuries were 
found during the autopsy, including older injuries that were healing as well as post-
mortem injuries.  The step-father was charged and pled guilty to second degree murder.  
The father also had a prior child death in his supervision, found to be due to SIDS. 

5. An infant suffered serious injuries incurred by the father while he was watching the baby.  
The father and mother both initially stated the injuries were due to an older sibling falling 
on the child; however the father later admitted to injuring the child and the mother 
admitted to lying to cover for the father.  Both children are now living with maternal 
grandparent. 
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2008 Action Items: 

The 2008 action items include: 
 

1. The WCMIFRT encourages a partnership between Workforce Services and Children and 
Nutrition services to provide affordable, quality childcare for low income families; 

 
2. The WCMIFRT encourages coroners to enhance their training and practices as follows: 

a. View all suspicious child deaths as having the potential of homicide and perform 
autopsies accordingly 

b. If deceased child’s core temperature not taken on site, record room temperature 
c. Review medical records of deceased children regardless of the adjudication of the 

case 
 
3. The WCMIFRT encourages the Department of Family Services to perform a screening 

and/or medical intake within 30 days when a youth enters a youth group environment; 
 
4. The WCMIFRT encourages the Department of Health to review current information 

packets and discharge procedures given to new parents to strongly promote parent 
support groups and agencies available to assist parents, especially low income and new 
parents 

 
5. The WCMIFRT strongly encourages the County Attorneys throughout the state to 

advocate for much stiffer penalties for the various types of child abuse and neglect to 
discourage these actions against children 

 
6. The WCMIFRT encourages the Department of Health to work on a centralized services 

system so all medical providers can access and update the same information on a patient 
 

7. The WCMIFRT would like to see the Department of Family Services begin collaborating 
with agencies across the state to have access to all records pertaining to a child in its 
custody; such agencies include Stride, day care providers, schools, medical, etc. 

 
8. The WCMIFRT and the Department of Family Services should continue to collaborate to 

significantly improve the data collection process and availability of case files for major 
injuries and fatalities. 
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During 2007, the WCMIFRT reviewed prior recommendations as well as the recommendations 
from the current year’s cases to compile the current action items for completion this year. The 
focus is to review training, systems, and processes that in place currently to build upon what is 
working and improve collaboration between agencies to make better use of resources already in 
place as well as set groundwork for increased penalties for infractions against our children. The 
WCMIFRT recommends establishment of protocol statewide among the coroner community 
regarding classification and procedures where coroners perform the investigation; e.g. x-rays and 
toxicology with child victims. 

1. The WCMIFRT encourages the medical community and law enforcement to perform x-
rays on any/all children that present with suspicious injuries. 

2. The WCMIFRT encourages the Department of Family Services to develop an assessment 
tool to be used to identify high risk cases based on domestic violence, young parents, 
substance abuse, children with disabilities, bonding issued, etc. and refer such cases for 
services. We also encourage collaboration between the Department of Family Services, 
Department of Health and law enforcement to implement the assessment/referral tool. 

3. Prevent Child Abuse Wyoming, Department of Health, Department of Family Services, 
and the Department of Education are encouraged to collaborate to review current training 
availability and requirements for recognizing abuse and neglect, especially sexual abuse. 
This review should involve physicians, mental health, teachers, school counselors, child 
care providers, community human service providers, nurses, law enforcement, and 
emergency medical technicians. The review will identify best practices, gaps, requirements, 
opportunities, and communication.  

4. We encourage the Department of Health, Victim Services, Prevent Child Abuse Wyoming, 
and the Department of Family Services to collaborate to review, develop, and implement 
training on the dynamics of domestic violence and its impact on children and child safety; 
the relationship between substance abuse and domestic violence/child abuse; and the 
correlation between adult survivors of child abuse and substance abuse and/or becoming 
perpetrators of abuse.   

5. Prevent Child Abuse Wyoming, the Department of Family Services, and the Department of 
Health are encouraged to collaborate to develop and implement an aggressive statewide 
education campaign on preventing Shaken Baby Syndrome and Don’t Shake the Baby, 
targeting males. Areas include DAD 101, TANF agencies, schools, hospitals, public health 
agencies, etc. It would be desirable to have this completed by end of August 2008 for 
implementation in the fall of 2008.  

6. The Department of Health, Prevent Child Abuse Wyoming, and Department of Family 
Services should collaborate to review existing training opportunities and requirements in 
recognizing Shaken Baby Syndrome for Emergency Room doctors and nurses, public 
health agencies, coroners, emergency room technicians, physicians, and others that see 
infants. The review will include reporting protocol, standards, and exceptions. This should 
be completed by October 3 to be reported to the full team at the October meeting for further 
action. 
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Team Members: 
BROOMFIELD, Kimberly Dr. 
9525 Buckbrush Road 
Cheyenne, WY 82009 
Office: (307) 778-9648 – H: (307)  214-8936 
dockbjb@msn.com 

JACKSON, Jay 
FE Warren AFB 
6307 Randall Ave Ste 209 
90th Space Wing Legal Office 
Cheyenne, WY  82005 
Office: (307) 514-2512 
jay.jackson@warren.af.mil 

CROTSENBERG, Angi 
Wyoming Department of Health 
6101 North Yellowstone; Suite 420 
Cheyenne, WY 82002 
Office:  (307) 777- 8787 
acrots@state.wy.us 

KOR, Rose, MPA 
ALIGN/Wyoming Citizen Review Panel 
1401 Airport Parkway, Suite 300 
Cheyenne, WY 82001-1543 
Office:  (307) 772-9152 
rkor@wslc.com 

DISTAD, Rolf 
Police Officer/College Instructor 
#5 Home Ranch Lane 
Sheridan, WY 82801 
Home: (307) 672-8341 
rtdistad@hotmail.com 

LUNA, Marty 
Laramie County Coroner 
310 West 19th Street, Suite 410 
Cheyenne, WY 82001-4449 
Office: (307) 637-8000 – Cellular (307) 630-
6672 
mluna@laramiecounty.com 

GOSSERT, Lisa, LCSW 
Wyoming Citizen Review Panel 
130 Hobbs Avenue 
Cheyenne, WY 82009 
Office: (307) 638-2564 x 232 
lgossert@casey.org 

MAHONEY, Ginny, MA 
Wyoming Department of Health 
401 Hathaway Building 
Cheyenne, WY  82002 
Office: (307)777-6767 
gmahon@state.wy.us 

HAMILTON, Kelly, MPA 
Wyoming Citizen Review Panel 
PO Box 1504 
Cheyenne, WY 82003-1504 
Office: (307) 632-0032 -  Fax:  (307) 632-1591 
khamilton@wycrp.org 

MAYBERRY, Jim 
Wyoming Department of Health 
6101 Yellowstone Road 
Safety Program Supervisor 
Cheyenne, WY 82002 
Office: (307) 777- 
jmaybe@state.wy.us 

HIBBARD, Debra 
Department of Family Services 
130 Hobbs Avenue 
Cheyenne, WY 82009 
Office:  (307) 777-5479  - Fax: (307) 777-3693 
dhibba@state.wy.us 

McAUSLAN, Edward R. 
Fremont County Coroner 
322 North 8th West 
Riverton, WY 82501 
Office: (307) 856-7150 – Cell: (307) 850-7224 
emcausla@wyoming.com 
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HOMAR, Scott 
310 West 19th Street; Suite 200 
Cheyenne, WY 82001 
Office: (307) 633-4360 
scott@da.co.laramie.wy.us 

MEARS, Traci E. 
Executive Director/CASA of  Natrona County 
1701 East “E” Street 
Casper, WY 82601 
Office: (307) 237-0889 - Fax: (307) 234-2779 
traci.casa@mcmurry.net 

HUTCHINSON, Lori 
Alumni 
PO Box 1504 
Cheyenne, WY 82003-1504 
Cheyenne, WY 82003 
Office: (307) 632-0032 – Fax (307) 632-1591 
lhutchinson@wycrp.org 

MIKSELL, Clifford 
Wyoming Department of Health 
Developmental Disabilities Division 
6101 Yellowstone Road, Suite 186E 
Cheyenne, Wyoming 82002 
Office: (307) 777-7359 
cmikes@state.wy.us 

IEKEL, Jerry 
Wyoming House of Representatives 
425 West Heald Street 
Sheridan, WY 82801 
Home: (307) 674-6407 
jeikel@house.wyoming.com 
 

MILLER, Ed Honorable 
PO Box 608 
Fort Washakie, WY 82514-0608 
Office: (307) 332-6770 
edmiller@wyoming.com 
 

MYRUM, Steve 
Wyoming Department of Criminal 
Investigation 
316 West. 22nd Street 
Cheyenne, WY 82002 
Office:  (307) 777-7181 
smyrum@dci.wyo.gov 

OLDAKER, Melinda, JD 
Public Defender/GAL/Attorney at Law 
PO Box 21702 
Cheyenne, WY  82003 
Office: (307) 514-0988 
melindaoldaker@msn.com 

RINGER, Marian 
Sergeant, Riverton Police Department 
816 North Federal Boulevard 
Riverton, WY 
Office (307) 856-4891 - Home (307) 856-6855 
mmringer@yahoo.com 

TENNANT-CAINE, Julie 
Director, Victim Services 
State of Wyoming Attorney General’s Office 
122 West 25 Street 
Herschler Building; 1W 
Cheyenne, WY 82002 
Office: (307) 777-7200 
jtenna@state.wy.us

SCHILT, Susan 
2773 Duesenberg Rd 
Cheyenne, WY  82009 
Home: (307) 638-2314 
seschilt@aol.com 

THURIN, Carla 
PO Box 24 
Pine Bluffs, WY 82082 
Office:  (307) 634-8655 
thurin@sisna.com 

SHARIF, Zaffer,  M.A.LPC, LAT 
Department of Family Services 
130 Hobbs Avenue 
Cheyenne, WY 82009 
Office:  (307) 777-6203  - Fax:  (307) 777-3693
zsharif@state.wy.us 
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