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LETTER FROM THE CHAIRPERSON 

 

July 2015 

 

Stakeholders, Legislators, Agencies, Parents and to all of those working with children: 

Wyoming’s child fatality rate due to injuries (unintentional and intentional) is 20.65 per 

100,000 in children ages 0 to 18 years, which is significantly higher than the rate in the United 

States of 13.14 per 100,000 children. The Wyoming Child Death Review and Prevention Team 

(WCDRPT) and partners focus diligently on collaboration to work towards reducing these 

occurrences, so that Wyoming children can grow in an environment that is safe. The WCDRPT 

presents you with this 2013-2014 report, to show the significant strides this team has made in the 

number and types of reviews and evaluations of major child injuries and fatalities conducted the 

past two years, as well as show the type of multidisciplinary work and recommendations that the 

team developed to better prevent these tragedies from occurring. We hope the recommendations 

and information will benefit you in your area of work with children in Wyoming.  

I want to thank all the members of the WCDRPT, including our coordinator, Allison 

Anderson, for the work, dedication and time that has been devoted to this cause over the last 

couple of years and their continued commitment to our mission of “improving Wyoming 

communities’ prevention of and responses to major injuries and fatalities.”   

We invite you to contact us should you have any questions or want to know more about 

how you can help protect Wyoming’s most precious resources, our children.  

 

Thank you -  

Brenda Burnett 
Brenda Burnett  

Chairperson, WCDRPT 
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EXECUTIVE SUMMARY 

The Wyoming Child Death Review and Prevention Team (WCDRPT) strives 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. The team consists of 

a diverse team of professionals from across the state, including members from medical, social 

services, mental health, legal and law enforcement fields. Meetings are currently held five (5) 

times each year, in order to effectively review all cases and documents provided to the team. 

Between January 1, 2013 and December 31, 2014 the WCDRPT reviewed a total of 14 child 

fatality cases. In addition, the team reviewed 64 major injury/incapacitating injury cases. 16 of 

these cases were reviewed as single case files and 48 were reviewed as a case group. The team 

discussed a variety of topics surrounding child major injuries and fatalities in Wyoming. We had 

experts present to the team on given topics that may not currently be addressed through the 

review of case files at this time. Below, you will find a summary of each major topic area the 

team discussed during 2013-2014.  

Motor Vehicle 

The team reviewed all 2013 Wyoming motor vehicle fatalities of children, ages 0 through 17, in 

2014. There were 10 fatality cases in 2013, and the team found all 10 had at least one (1) 

preventable component. The team also recognized that six (6) of the 10 fatalities involved 

improper or lack of use of a child safety seat, restraint, or safety belt. Use of a proper child safety 

seat, restraint or safety belt was unknown in 1 additional fatality. This created a recommendation 

of supporting the Wyoming Safety Belt Law in becoming a primary offense. Six (6) out of the 10 

fatalities occurred on non-major highways and roads (interstates). 19 of the 23 Wyoming 

counties were affected by a motor vehicle incident in which a child was killed or seriously 

injured. All of these findings led to recommendations surrounding the importance of continued 

statewide and community efforts around motor vehicle accident prevention. 

Child Maltreatment  

Cases that the team reviewed for child maltreatment in the past two (2) years covered a broad 

range of causes including overheating, drowning, co-sleeping, malnourishment, Shaken Baby 

Syndrome/abusive head trauma, endangerment, and physical and sexual abuse. Each case brings 

to light individual recommendations surrounding the given issue, but the team also works to look 

at the child maltreatment cases from a systemic level. This brings support and recommendations 

for change to state-level groups and agencies. Child maltreatment is 100% preventable and the 

team found every case to have at least one (1) preventable component. As you will see with the 

recommendations, many of these systemic level recommendations involve better community 
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education about mandated reporting and what to look for in abuse/neglect cases, as well as 

education around the benefits of connecting mothers and families with home visitation services.  

Infant Sleep-Related Deaths  

Safe sleep environments and attention surrounding Sudden Infant Death Syndrome (SIDS) or 

Sudden Unexpected Infant Death (SUID) incidents has grown nationally, as well as on the state 

level. The National Institute of Health (NIH) issued a new campaign called ‘Safe to Sleep,’ 

which brings focus to more than putting an infant on their back to sleep, as their previous 

campaigns had discussed. Safe to Sleep is about providing a safe sleep environment for a child 

every time he/she sleeps and it gives tips and advice on what that environment looks like (i.e. 

firm sleep surface, no loose blankets or excess toys, proper ventilation). The WCDRPT firmly 

supports these recommendations by the NIH and utilizes that information when reviewing cases 

involving infant sleep-related injuries and fatalities. Recommendations around this issue often 

link to increased parent education around safe sleep practices. On a systemic level, 

recommendations have included creating a more consistent investigation practice across the state 

surrounding SIDS/SUID cases, ensuring the proper cause of incident is documented and tracking 

of these cases from all communities is more efficient.   

Shaken Baby Syndrome/Abusive Head Trauma 

Cases of Shaken Baby Syndrome (SBS) and abusive head trauma have continued to surface the 

last few years. As is most common with these types of cases, many incidents that we have 

reviewed involved a child care provider/babysitter or non-related young males as the perpetrator.  

The team has put support behind Prevent Child Abuse Wyoming’s Shaken Baby Syndrome 

Campaign, where they distribute packets of information for parents about SBS, what the risks are 

and the importance of sharing that information with anyone who cares for their child. The team 

has recommended increased community and parent education regarding the dangers of shaking 

an infant. 

Sexual Assault 

In early 2013, Steve Corsi, Director of the Department of Family Services (DFS) stated that he 

wanted all substantiated sexual abuse cases in the DFS system to be classified as major injuries. 

This was a very bold and important step, due to the often lifelong psychological impacts sexual 

abuse can bring. This would bring an increase in case files for review to the WCDRPT, but we 

were glad to have the opportunity to look further into this important issue. In 2014, the team 

received some information from the Wyoming Coalition for Domestic Violence and Sexual 

Assault to increase our knowledge about this issue in Wyoming. There are more presentations 

planned for the team by the Coalition in the next year.  
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Suicide 

During the last two (2) years, the team has acknowledged that suicide remains one of the leading 

causes of death for Wyoming children. We had the opportunity to hear from the Grace for 2 

Brothers Foundation, representatives from the Wyoming Suicide Prevention Advisory Council 

and the Substance Abuse and Suicide Prevention Program at the Wyoming Department of 

Health. We learned that as of 2011, Wyoming was still ranked 1st in the nation for suicide deaths. 

The team supports many of the statewide and local prevention efforts occurring around 

Wyoming and hopes, in the future, to more closely examine suicides in children and any 

preventable factors.  
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2013-2014 IN REVIEW 

The WCDRPT met ten times between January 2013 and December 2014. The team reviewed 14 

child fatality cases during this period. In addition, the team reviewed 64 major 

injury/incapacitating injury cases, 16 of these cases were reviewed separately and 48 were 

reviewed as a case group. 

2014 was the first year the WCDRPT reviewed motor vehicle fatalities and incapacitating 

injuries of children, ages 0-17.    

 

CASE REVIEW PROCESS  

All of the child maltreatment cases reviewed have been closed by DFS and are passed on to the 

WCDRPT Coordinator. Additional public records (i.e. Department of Transportation crash 

reports, Coroner records) can be collected for a particular review, as needed. The team 

coordinator prepares a list of cases for review at the upcoming meeting. The team then utilizes 

each meeting to review a set “category” of cases. For child maltreatment case reviews, the team 

coordinator prepares case summaries and sends them to the assigned team members at least two 

(2) weeks prior to the scheduled meeting. This team member will review the case and compile a 

case summary prior to scheduled meeting, and come prepared to the full team meeting with any 

questions, initial thoughts and recommendations, and additional relevant case information he/she 

may have.  

The entire team reviews all cases for the purpose of determining if the given injury or fatality 

was preventable and if so, developing recommendations as to how future injuries or fatalities 

could be prevented. A summary of each meeting’s recommendations and unidentified case file 

data is compiled by the team coordinator, following each team meeting.   

A separate annual report regarding the child maltreatment cases, specifically, is compiled by 

June 30th of each calendar year and submitted to DFS, as is required. This report will be a 

collection of each meeting’s summary, as well as any additional recommendations or concerns 

the team would like to include.  
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CASE REVIEW DATA 

 

 

Child Maltreatment Cases Reviewed: 
2013 Major Injuries 6 

2013 Fatalities 3 

2014 Major Injuries 10 

2014 Fatalities 1 

 Year listed denotes the year in which the cases are reviewed, not necessarily the year in which 

the incident occurred. 

 

 

Motor Vehicle Cases Reviewed: 
2013 Incapacitating Injuries                 

(reviewed as a whole) 

48 

2013 Fatalities  10 

 Year listed denotes the year in which the fatalities and incapacitating injuries occurred. All 

2013 motor vehicle fatalities and incapacitating injuries were reviewed in 2014.  
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LEADING CAUSES OF DEATH AMONG WYOMING CHILDREN* 

 

Deaths among Wyoming Children ages 1-18 years 

 

In 2013, unintentional injuries were the leading cause of death for Wyoming Children ages 1-18, 

accounting for almost 50% of deaths.  Suicide was the second leading cause of death for 

Wyoming children aged 1-18 years.   

 

From 2009 - 2013, 44% of deaths to Wyoming children 1-18 years of age were due to 

unintentional injuries, 17% were due to suicide, and 6% were due to homicide. 

 

 

Deaths among Wyoming Infants (children less than one year of age) 
 

In 2013, unintentional injuries were the second leading cause of death for infants (congenital 

anomalies are the first).   

 

From 2009-2013, deaths due to unintentional injuries accounted for 11% of deaths in Wyoming 

infants and were the second leading cause of death.  Homicide was the 7th leading cause of 

infant death during that time period. 

  

* National Center for Health Statistics and the Centers for Disease Control and Prevention, National Center for 

Injury Prevention and Control 
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2013-14 RECOMMENDATIONS 

Maltreatment: 

 Best practice for day care/child care providers should ensure the institution of policies to 

call parents/caretakers by a designated time if the child has not arrived at their location, 

unless otherwise notified by the parent.  

 Parent education around the dangers of leaving children in unattended vehicles should be 

promoted. The team recommends employers post signage or poster in their staff areas 

during warmer months around leaving children in unattended vehicles. Wyoming’s 

Occupational Safety and Health Administration (OSHA) workers, in particular, could 

utilize this idea as a prevention effort. Related prevention groups, agencies and 

organizations could link http://www.kidsandcars.org/ to their websites or social media for 

general prevention education tips.  

 Education about water safety, in regards to children and families, should be easily 

accessible and the rules and regulations relating to such should be posted at all public 

water recreation areas, if not already being done.  

 Continue prevention education to parents/caretakers and communities in general about 

the risks of abusing alcohol, illegal substances, and prescription medicines around 

children, and infant.  

 Investigation practices should be consistent statewide regarding infant fatalities, 

particularly in cases involving bed-sharing, SIDS or SUID. Trainings around consistent 

and proper investigative practices should be offered to law enforcement, first responders, 

coroners and others who are involved in these investigations, until it becomes general 

knowledge and practice.  

 Education surrounding the risks of bed-sharing is needed, and should include the 

understanding that the parents/caretakers of infants can often be very tired, and falling 

asleep while feeding or soothing may occur, but it does not endorse risks of sleeping on 

the same surface as the infant at any time. Major injuries and fatalities related to co-

sleeping, un-safe sleep environments, suffocation, and SIDS/SUID continue to show up 

in cases from DFS. 

 Continue efforts to provide education to parents and caretakers about the dangers of 

shaking an infant, as well as ensuring that anyone who may care for their child (i.e. 

babysitter, boyfriend / girlfriend) understands these dangers and what techniques can be 

used when an infant is crying for long periods of time or creating other long-term, 

stressful situations.   

 Continue efforts to provide education to parents/caretakers with financial constraints 

about affordable child care opportunities and systemic service that may be available to 

them within their community, or at a state level.  

http://www.kidsandcars.org/
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 Medical personnel should ensure that parents/caretakers fully understand any discharge 

paperwork and instructions when leaving a hospital or other facility. Delayed symptoms 

may be missed if the parent/caretaker does not understand what they need to watch for 

upon discharge.  

 Continue efforts to provide education to parents/caretakers and children about the 

benefits and dangers of social media and new technologies.  

 Forensic interviews should be handled with the highest of quality and in the most 

appropriate way. If a community is not currently accessing a quality forensic interviewer 

for needed cases, these resources should be explored.  

 Programs surrounding youth empowerment, positive development and healthy sexuality 

should be administered through schools to students and their parents. Programs that 

incorporate children, parents and educators are the most impactful and changing social-

norm messaging.   

 Child protection cases in all communities need to be handled using consistent policies 

and protocols, and should not be affected by what personal relationship and standings 

may exist in the given community, to ensure the most effective and appropriate results.  

 Examine current tracking practices of families linked with child protective services 

(CPS), who move around Wyoming or in and out of the state. A need for a better tracking 

system or enhancement to current systems may be necessary.  

 Easily accessible information to child care options, both from location and financial 

support perspectives, should remain at the forefront of DFS prevention work to families.  

 Parents should have easily accessible educational information on how to select 

appropriate child care. This education should include how to ensure safe environments, 

knowing the practices and techniques used by the caretaker(s), and how to obtain a 

background check on the caretaker they choose, if desired. Further promotion to parents 

for the use of licensed child care facilities is also recommended. 

 Continued public education about the true role of the DFS, what resources they have 

available and what restrictions they have relating to removing children from a home 

would be strongly supported. 

 A new DFS Child Fatality/Major Injury Review Report form was created by the 

WCDRPT and DFS over two years ago, to be implemented with all new major injury and 

fatality cases. To ensure an easier and more thorough review process, WCDRPT would 

recommend that consistent implementation of this form is occurring by all DFS 

caseworkers.   

 Prenatal education, education from the hospital or other birthing location and connection 

to the local Public Health office are all excellent opportunities for prevention, particularly 

of safe sleep practices. Continued work on this education is encouraged and all related 

facilities should review their practices with reaching the pregnant and new mothers in 

their communities to offer best services.  



 
10 

 Coroner reports, death certificates, toxicology reports and any other related forms should 

be incorporated into all fatality case files. Counties need to identify the challenges of this 

getting accomplished in their communities and create better communication and 

collaboration to ensure these documents are being shared.   

 All law enforcement and DFS caseworkers should be interviewing all children capable of 

making a possible witness statement, surrounding an incident, during the course of their 

investigation.  

 The great work to improve and save the lives of children and families by law 

enforcement and DFS should be commended and recognized. This team will look at 

possible recognition opportunities, as the structure of future reviews is finalized.  

 Increased training hours or a specific curriculum should be offered to law enforcement 

around investigations involving infants and children. This training should cover 

investigations where infants or children are victims, as well as cases where the 

infant/child may just be at the location of a report (i.e. domestic violence incidents). Law 

enforcement should practice trauma-informed care with infants and children whenever 

possible, to reduce the likelihood of causing additional trauma in any way. 

 Generational abuse continues to be a factor in many of the case files reviewed. This may 

reflect the generational abuse of one or all parents/caretakers. Continued education and 

prevention towards breaking the cycle of abuse by groups, agencies and individuals 

working with victims of abuse and neglect is supported.  

 Strengthen public education on mandated reporting for all Wyoming citizens, with a 

specific focus on professionals working with children (medical, child care, public health, 

education). Children are continuing to be seen with signs and symptoms of abuse and/or 

neglect before the major injuries or fatalities are occurring and the abuse is not always 

being reported.  

 Medical professionals should have a greater ability to know if a new patient has been 

involved previously with DFS, perhaps through medical insurance systems.  

 There continues to be a trend in major injuries and fatalities involving an unrelated, 

young male as the perpetrator. This male is often times a close friend or significant other 

of the child’s biological mother. Public awareness and education efforts surrounding 

Shaken Baby Syndrome and child abuse/neglect prevention should be continued and 

expanded as much as possible. Any person who cares for or comes into contact with a 

child should be aware of basic child development, physical and emotional risks of child 

abuse and neglect, mandatory reporting standards and the ramifications if they do 

maltreat a child.  

 All major injury and fatality case files reviewed by the WCDRPT should include 

documentation of any criminal proceedings, court proceedings and findings to be aware 

of outcomes in a given case. 

 The WCDRPT should look into what education or prevention training the Department of 

Corrections might be doing with sex offenders (particularly child sex offenders) while 
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incarcerated. We would encourage this type of training and education continue to take 

place, and recommend that a program be developed if there is not one existing.  

Motor Vehicle: 

 The Wyoming Safety Belt Law should become a primary offense.  

 There should be consideration made to increasing the fines for not wearing safety belts.  

 If the Wyoming Safety Belt law remains a secondary offense, all children under the age 

of 14 should be covered under the Wyoming Child Restraint Law. Those children above 

the size and age requirements of a booster seat should still be required to be wearing a 

safety belt up to the age of 14.  

 With expanding regulations around cell phone usage and being distracted while driving, 

it would be beneficial to see better notification or investigation documents around 

distracted driving concerns or confirmations in motor vehicle fatalities involving 

children.  

 Rules and restrictions surrounding graduated drivers’ licenses should be evaluated and 

strengthened. It would be the suggestion of this team that the “Alive at 25” course be a 

requirement for any child looking to acquire a hardship or graduated license. With a 

number of the fatalities in 2013 involving inexperienced drivers, under the age of 16, the 

requirements of these licenses needs to include education and requirements similar to a 

full drivers’ license.  

 Educational programs, including “Alive at 25”, should be continued and further promoted 

on a statewide basis for young drivers. Particular focus on wearing safety belts, ensuring 

passengers wear safety belts, reducing loose objects that may shift inside a vehicle, 

driving with too many people in a vehicle, and additional safety concerns of high-profile 

vehicles (SUV’s, Pickups) should be involved in all types and levels of driver’s education 

trainings and classes.  

 Educational programs surrounding child safety restraints, including SafeKids Wyoming 

programming reaching all Wyoming counties, should be continued and supported to 

ensure all Wyoming drivers know the proper restraints needed if they are traveling with 

children. This education should also include safety information about leaving children in 

a vehicle unattended. 
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FUTURE FOCUS 

2015 will bring more challenges and opportunities to the WCDRPT. Some of our areas of focus 

in the coming year will be: 

 We will continue our reviews of motor vehicle fatalities and child maltreatment cases, 

and hope to continue increasing the number of child maltreatment cases we review. This 

expansion will help in looking at additional systemic issues across the variety of case 

files, as well as continue to meet the need of identifying individual case recommendations 

for prevention. 

 

 The team would like to expand the reviews to cover all non-natural deaths or deaths that 

could not be classified.  Recommendations from this group would be valuable to 

prevention mortality prevention efforts.  With the exception of the motor vehicle deaths, 

the team is not reviewing deaths due to unintentional injuries and does not review suicide 

deaths.  With its current access to data, the team is likely reviewing less than half of the 

potentially preventable child deaths. 

 

 Work towards legislation, or agreements, that give the WCDRPT the ability to review all 

child fatalities in Wyoming. To provide the strongest prevention recommendations, we 

need to see how children in the state are dying in all forms.  

 

 Efforts for information sharing and collaboration with the Western Child Death Review 

Coalition and the National Center for the Review and Prevention of Child Deaths will 

continue.  

 

 Expand the team knowledge and review of sexual abuse, unintentional injuries and 

suicides, and better understand how they are affecting children in Wyoming.  

 

 Continue to develop this team to ensure the multidisciplinary perspectives and broad 

systemic reach surrounding child fatalities and major injuries in Wyoming.  

 

 The team will hold periodic mini-trainings from DFS regarding how their investigation 

process works and how case files are compiled, to assist in ensuring the best review of 

these case files and the contents that DFS provides within them.  
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APPENDIX A 

2013-2014 Membership 

Allison Anderson, Coordinator   Prevent Child Abuse Wyoming   Cheyenne 

Brenda Burnett, Chair   Wyoming Health Council     Cheyenne 

Jennifer Zenor, Vice Chair   WCDVSA      Laramie 

Ashley Busacker, DOH Representative Department of Health- Epidemiology  Cheyenne  

Lauri Lamm, DFS Representative   Department of Family Services   Cheyenne 

Lynn Huylar, EC Member at Large  Safe Harbor      Cheyenne  

Wendy Applegarth   Goshen County Youth Alternatives   Torrington  

Shad Bates    Number 34     Torrington  

Dr. Kimberley Broomfield   Pediatrician      Laramie 

Jackie Brown     Private Attorney      Casper 

Steve Corsi    Department of Family Services    Cheyenne 

Jennifer Davis     Wyoming Citizen Review Team    Cheyenne  

Steve Gilmore     Division of Victims Services    Cheyenne  

Debra Hibbard     Department of Family Services    Cheyenne 

Cpt. Karen Hinkle   USAF – Chief of Military Justice – FE Warren AFB Cheyenne  

Connie Jacobson     Natrona County Coroner     Casper 

Dara Lawyer    Department of Health – Injury Prevention Coord Cheyenne 

Kristie Langley    Department of Family Services   Cheyenne  

Diane MacPherson    Carbon County School District #1    Rawlins 

Ed McAuslan     Freemont County Coroner    Riverton  

Kathy McCoole     FE Warren Air Force Base (ASARC)  Cheyenne  

Linda McElwain    Department of Health – MCH    Cheyenne  

Cpt. Derek Mickelson    Wyoming Highway Patrol – WYDOT   Cheyenne  

Troy Palmer    Chief of Police     Rawlins 

Kelli Perrotti    Department of Health – WY State Trauma Coord Cheyenne 

Felicia Raimondi    WYCRP      Cheyenne 

Mariah Storey     Vital Services Statistician    Cheyenne  

Judge Catherine Wilking   Natrona Co. District Court    Casper  

Ex – Officio Members 

Merit Thomas     Governor’s Office    Cheyenne 
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FOR MORE INFORMATION ON THE WYOMING CHILD DEATH 

REVIEW AND PREVENTION TEAM 

 

Contact: 
 

Allison Anderson, Team Coordinator 

P.O. Box 1504 

Cheyenne, WY 82003 

307-632-0032 

aanderson@wycrp.org  

 

Lauri Lamm, WY Department of Family Services  

2300 Capitol Ave 

Hathaway Building 3rd Floor  

Cheyenne, WY 82002 

307-777-5536 

lauri.lamm@wyo.gov 

 

 

The WCDRPT is coordinated by the Wyoming Citizen Review Team, Inc.  

More information can be found at  

www.wycrp.org 
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