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Foreword

This report attests to the invaluable contributions that local Community Child Protection Teams
(CCPTs) make in support of children, youth, &maiilies across our state. The teams
demonstrated a keen awareness of the issues facing families in their communities during the
second year of the COVHD9 pandemic and offered thoughtful commentary on how to enhance
the performance and responsivenesshdfl welfare. They also pointed out what resources
CCPTs need in order to build robust local teamwork to safeguard children and families. Their
insights and efforts will be vital to instituting an effective system of comprehensive child welfare
reform with a focus on both prevention and treatment.

The NC CCPT Advisory Board set the directions for the survey this year and reflected on its
findings. Grounded on the experiences at the local level and the developments at the state level,
the Advisory Board meed forward recommendations for improving child welfare in our state.

The NC Division of Social Services ensured that local teams were aware of the survey and
strongly encouraged their participation. The Center for Family and Community Engagement at
North Carolina State University, led by Dr. Kwesi Brookins, carried out the survey with Dr.

Emily Smith serving as project manager &rdJoan Pennell, Peyton Frye, ddelen Oluokun
supporting data collection, analyzing results, and preparing this report.

The report and its recommendations for improving child welfare in North Carolina are
respectfully submitted by,
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|. Executive Summary

Holding on Despite Challenges

In 2021, the Community Child Protection Teams (CCPTS) reported that the coronavirus
pandemic continued to inflict a heavy toll on children, families, and their communities. The
major difference between 2021 and the first year of the pandemic in 20a@ghheas the
exhaustion of service providers as they dealt with severe staff shortages and inadequate
community services. CCPTs feared for the safetyvegltibeingof the children who were
isolated from school and other community support. Neverthelesgesproviders demonstrated
fortitude and ingenuity in overcoming challengesupporting children and their families.

Each year, all CCPTs in North Carolina are asked to complete a survey regarding children and
families served by child welfare in th@ommunities. The survey documents local developments

over the year, progress achieved, and areas for further action. Using the findings, the NC
CCPT/Citizen Review Panel Advisory Board (hereafter CCPT Board) makes recommendations

to the NC Department ofé¢lth and Human Servic@BdCDHHS)on ways to improve delivery

of child welfare across the state. NCDHHS then responds to these recommendations and sets
forth the steps they took to act upon the rec
progress report to the federal government. This process promotes quality improvement of child
welfare services by having local experience inform state action, for which the state is

accountable to the federal government.

A notable strength of CCPTs is theririging multiple perspectives to identify local issues and
develop strategies to safeguard children and their families. By law, CCPTs include
representatives from different chitchdfamily-serving agencies and can bring on board others
with relevant famy and community experience. Accordingly, CCPTs are well positioned to
address complex matters requiring a comprehensive understanding of the challenges faced by
children, youth, and families in their communities. This collaboration develops a sense of
collective responsibility and builds the momentum necessary for putting in place ways to resolve
issues that are locally effective and racially equitable.

2021 NC CCPT Advisory Board Survey Summary

The 85 CCPTs who responded to the survey encompasstataltegions, county population

sizes, and the six LME/MCOs that provide mental health, developmental disabilities, and

substance use services. Just under thueeters (72%) of the responding CCPTSs stated that they
were “an establ iesguddartleyga m twhhatl emaeites ort her s we
reorganizing. Again, just under thrgearters (74%) of the CCPTs opted to combine with their

local Child Fatality Prevention Team (CFPT). Tards (60%) of the surveys were completed

by the chair odesignee and a quarter (12%) by the team as a whole. Other teams completed the
survey with input from select team members or through other collaborative means.

The 2021 survey inquired about the following seven main questions:



1. What difficulties doestte pandemic pose to team operations and to children and families
in the community?

2. Who takes part in the local CCPTs, and what supports or prevents participation?

3. Which cases do local CCPTs review, and how can the review process be improved?

4. What limits acess to needed mental health, developmental disabilities, substance use,
and domestic violence services, and what can be done to improve child welfare services?

5. What local issues affect taking a racially equitable approach to child welfare?
6. WhatarelocaCCPTs’' recommendations for improving
7. What are | ocal CCPTs’ objectives, and what

A. Respondent Characteristics

This year, 85 of the local teams responded to the survey in 2021, a number that sghehe

range for responses since 2012. The participating CCPTs encompassed all state regions, county
population sizes, and the six LME/MCOs that provide MH/DD/SU services. Just under three
guarters (74%) of the r es pontablishedtedinGRtineetsst at e d
regularly,” | ower than in 2020 when 84% of th
established team that meets regularly. The decrease is most likely due to continued adjustment to
accommodate remote meetings and stgféhortages, but nevertheless, the CCPTs as a whole

were sufficiently established to make significant contributions to child welfare. Among the

responding teams, 74% were combined with their local CFPT. Although the percentage of

combined teams slightlyefl from the prior year, the continued prevalence of combining CCPTs

and CFPTs can contribute to state planning on consolidating child maltreatment fatalities.

B. Survey Completers
The survey encouraged CCPT chairs to seek input from team members on plosisessThe
ability of teams to convene to develop their responses was likely limited by the survey being
open during holiday months, although a lengthy extension was given to those who had not
submitted a completed survey by the January 14th, 2022 deddianeover, the pandemic
continued to prevent {person meetings and data from the state was delayed to the CCPTs which
impacted their ability to respond to certain survey questions.

C. Main Survey Questions
The 2021 survey inquired about the following seweain questions:

1. What difficulties does the pandemic pose to team operations and to families in the
community?

2. Who takes part in the local CCPTs, and what supports or prevents participation?

3. Which cases do local CCPTs review, and how can the reviewssde improved?

4. What limits access to needed mental health, developmental disabilities, substance use,
and domestic violence services, and what can be done to improve child welfare services?

5. What local issues affect taking a racially equitable approachili welfare?
6. What are | ocal CCPTs’ recommendations for
7. What are | ocal CCPTs’ objectives, and what



D. Pandemic Impact on Team Operations and Families

By the second year of the pandemic, most CCPTs identified detrimental impacts on the
functioning of their teams. There was extensive overlap in the responding teams for 2020 and
2021. As in the first year of the pandemic, teams struggled to meet, coadeceuiews, and

reach out to the community. The main difference between the two years was their membership
experiencing a much deeper level of exhaustion from prolonged staffing shortages and resulting

in excessive workload3.he impact did not appear be affected by county size or by team

status as a combined or separate CCPT and Child Fatality Prevention Teams (CFPT). Responses,
however, were affected by the extent to which the team was established operailibespyll

overinto the lives of famikes was clearly evident. With added pressures from the pandemic,

family situations had worsened and become more complex. Heavy worker turnover meant that
new workers lacked guidance from more seasoned staff, and reduced community services meant
that families were not receiving essential services to address aggravated mental health and
substance use issues. CCPTs expressed concern that services were unable to assess and support
families. In at least one instance, a child fatality was attributed to inadeqaaimring of a

foster home. Risks were heightened by court backlogs and suspension of prosecutions against
persons charged with crimes against children.

State law requires that local CCPT teams are composed of 11 members from specified agencies
that workwith children and child welfare. Additionally, state law requires that combined
CCPT/CFPT teams are composed of 16 members from specified agencies that work with
children and child welfare as well as family partners. The 2021 survey results, as wetleais th

prior years, show that mandated members varied in their level of participation. DSS staff, mental
health professionals, guardians ad litem, and DSS directors were the most often present while the
county boards of social services, county medical éxamthe district court judge and attorney,

and the parent of a child fatality victim (for combined CCPT/CFPTSs) were least often in
attendance. Nevertheless, the majority of mandated members in most categories were in
attendance frequently or very freqtignThus, for the most part, the local teams had

representation from a wide range of disciplines, necessary for addressing complex child welfare
issues, with some notable exceptions.

E. Additional Members
County commissioners on over half the respondingessrappointed additional organizational
or Family Partner members to their local CCPTs. These members were Family or Youth
Partners, as well as mandated organizations, other public agencies, and nomprajis in
past years, the appointments of cquztmmissioners played a key role in enlarging the
perspectives brought to bear in the CCPTs’' de

F. CCPT Operations
CCPTs and combined CCPT/CFPTs who were established or receastaldished felt that
they were preparing well for their regulaeetings. Additionally, the majority indicated that they
were sharing resources well and provided a number of additional shared resources they had
accessed. The majority of respondents indicated that they only had a moderate to marginal
impact in effectingchange in their community. Thus, CCPTs created a working environment in
which they shared information and resources; however, they recognized that their ability to make
changes was limited.
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G. Family or Youth Partners
The survey asked if the CCPT includemhiily or Youth Partners. These are individuals who
have received services or care for someone who has received services. This year, 10% of
respondents indicated that Family or Youth Partners served on their CCPT or combined
CCPT/CFPT, a decrease from Igsar. The large majority of CCPTs lacked family
representation, which limited their capacity to bring youth and family perspectives to the table.
This could inhibit their contributions to ins
practicein a family-centered manner.

H. Strategies for Engaging Family or Youth Partners on the Team
State legislation does not mandate the involvement of Family Partners, and, as a result, teams
may have reservations on adding members who are not specified ia. Xewertheless, there
are clear avenues for promoting Family Partner outreach and engagement. These may include
promoting requests for assistance from DSS and working with CCPT Technical Assistance to
develop targeted strategies for recruitment and athiréhe Advisory Board is hopeful that the
Division will engage with CCPTs to support county specific approaches to supporting Family
Partner engagement.

|. Factors Limiting the Participation of Family or Youth Partners
CCPTs detailed at length the reasprsventing the participation of Family or Youth Partners on
their teams. In addition to the significant difficulties posed by COVY#Dsome of these reasons
stemmed from the situation of the partners: logistical, such as unavailability of transportation,
scheduling conflicts, and lack of reimbursement. However, overwhelmingly CCPTs identified
reasons related to the team rather than Family or Youth Partners. These included uncertainties
about how to recruit partners, how to maintain confidentiality, lackraf and resources to be
allocated to Family Partner engagement strategies, and conflicts with current mandates and
statutes. CCPTs asked for more guidance on bringing Family and Youth Partners onboard their
teams. Thus, CCPTs identified the training eggburces they would need for engaging families
on their teams. The diversity in responses is indicative of a need for county specific support for
Family Partner engagement.

J. Partnerships to Meet Community Needs
The pandemic deepened community needs whiening to stall CCPTs from taking on new
local initiatives.In the prior year, many CCPTs had to cut short their initiatives because of the
pandemic, and this experience may have discouraged teams from taking on initiatives in 2021.
Nevertheless, 25 ouf the 80 CCPTs (31%), partnered with other organizations to pursue
community efforts, initiatives, and communications. Their partners werenarggng and
included public agencies, nonprofit organizations, faith communities, and businesses. This year,
thediversity in partnerships and collaboration mirrored that of previous years extending beyond
“traditional team members.” The coll aborative
were communicated widely in their counties.

K. Which cases do local C€Ts review, and how can the review process be improved?

Child maltreatment cases encompass active cases and child fatalities; active cases include near
fatalities where child abuse, neglect, or dependency is suspected. In 2021, 80 (94%) of the 85
respondig CCPTs reviewed 622 cases, although this may be inflated due to the inclusion of
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preliminary case reviews from combined CCPT/CFPTs.6l#cases included 471 active cases
and 151 child fatalities. Among these cases were 79 infants who were affectédtaynses and
only 5 cases of near fatalitidsarge counties reviewed two to thrigmes more cases on average
than small or medium counties. Five CCPTs did not indicate that they reviewed any cases,
possibly due to their status of not being an establistsd. The survey did not specifically
inquire about the reasons why some counties had not reviewed cases and what would have
helped them fulfill this role.

1. Child Maltreatment Case Reviews

State statute requires that CCPTs review two types of cases:@degand child maltreatment

fatalities. Most (86%) respondents selected active cases for review. Child maltreatment fatality

was given as a reason for case selection by 33% of respondents. Whether local teams review all
child maltreatment fatalities depes on the context. For instance, teams select cases for review

if there appear to be systemic factors affecting service delivery. The second most frequent

criteria for selecting cases were multiple agency involvement and repeat maltreatment, both
identified by over 70% of respondents. The range o0°
concern about many areas affecting the famil:
of factors contributing to children needing protection: The two most confanbors were
caretaker’s drug use cited by 59 (80%) CCPTs
(77%) CCPTs. Four other factors used by over
use, child/youth mental health needs, child/youth behaMvaroblems, and household domestic
violence. The range of issues identified indi
the families’”™ |lives. Thus, the teams had a co
the children and families itheir communities.

2. Process of Case Review

Overall, there was quite a range of responses to how local teams handle reviews providing an
abundance of evidence indicating that CCPTs had varying approaches to conducting these types
of reviews when the need arose. However, there appears to be rpmwitie additional

guidance and support to CCPTs who feel that these processes are not running smoothly or having
the intended impact. Five CCPTs did not indicate that they reviewed any cases, possibly due to
their status of not being an established telne. survey did not specifically inquire about the

reasons why some counties had not reviewed cases and what would have helped them fulfill this
role.

The local teams figured out ways to operate during a pandemic but missed-gesan

meetings. CPPTautlined ways that they could improve their review process: These included
recruiting family and community representatives, having more consistent participation, more
consistent meetings, developing structure for meetings, and enhancing access torcaaganf

to facilitate a timely review process. They also recommended ways that DHHS could strengthen
the review process, by expediting notifications of fatality cases, clarifying policies, roles, and
expectations while also providing technical assistamcktracking tools.

L. Reported Limits to Access to Needed Mental Health, Developmental Disabilities,
Substance Use, and Domestic Violence Services and Suggestions for Improvement

Children, youth, and their parents or caregivers faced serious barrieressinagmeeded
services. Most CCPTs who reviewed cases in 2021 reported that children and youth needed
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access to mental health services. Most CCPTs also reviewed cases in which the parents or
caregivers required access to mental healihstance user damestic violence services. With

one exception, the majority of cases in each category received the needed service. Notably, the
one exception was child trafficking. Nevertheless, substantial numbers in all categories did not
receive required services, witie percentage ranging from 83%.All needed service

categories were reported as having a waitlist in at least one case. As noted previously, CCPTs
commonly selected cases for review because of parental drug use, child safety, domestic
violence, and chi and family welbeing (which includes mental health). These criteria would

tilt the findings on reviewed cases toward the need for MH, SU, and DV services. CCPTs
indicating that there were waiting lists for these services also speaks to this neednaAlligliti
CCPTs identified systemic barriers to familie
cited barriers were limited services or no available services, lack of transportation to services,
and inadequate services for youth having a dual deigrof mental health and developmental
disability issues. The CCPTs commented on some family factors affecting service receipt such as
parents' readiness to participate in services and on systemic factors such as language barriers,
financial barriers, andervice providers being understaffed or closed due to CEI9IDt is

quite likely that family and systemic barriers reflected the complexity of the healthcare system
and challenges in finding services without having health insurance. Thus, the team&lvere
aware of multiple issues keeping children and families from much needed services. As stated in
previous reports, the federal funding from the Family First Prevention Services Act may be able
to assist them in securing prevention services in theinoamties.

M. Racial Equity in Addressing Local Needs
This year’s survey explored | ocal devel opment
child welfare. Most responding teams (74%) had not discussed issues of racial equity in child
welfare over thgear, and some stated that they were unaware of such issues locally. Others
explained that the county had little diversity or that child protection did not determine cases
based on race and ethnicity. A quarter (26%) of the responding teams describsguesabf
racial equity. They pointed to how systemic inequities in access to resources (e.g., housing,
employment) led to reporting to child welfare. They placed weight on-cms#y training to
open up discussion of issues and possible solutions.slelaanacterized racism as a public
health issue and urged cultural humility to encourage continual learning. Most teams expressed
interest in receiving training resources on a racially equitable approach to child welfare.

N. Local CCPT Recommendations for Impoving Child Welfare Services
In developing recommendations to NCDHHS, the CCPT Board examined closely the
recommendations emerging from the CCPTs to improve child welfare services at the local and
state levels. The teams made 169 recommendations at#héelel and 142 recommendations

at the state | evel, for a total of 311 recomm
recommendations paid less attention to the pandemic and somewhat more attention to child
fatalities. The t e a&ioclleval ver @spenially diracted to preventioo r t h

strategies that could be achieved in their communities, such as raising awareness, forming
partnerships, increasing service coordination, and advocating for resources. The teams
recognized that stalevel action was required to address the issues identified at the local level.
For the state level, their recommendations were especially directed to matters that required state
initiative, authorization, and resourcing. Their host of local and state recatatitaTs
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concentrated on five main areas: Accessible Resources and Culturally Responsive Services for
Families, Expansion of Substance Use and Mental Health Services, Prevention Approach to
Infant Safety, Strengthening Child Welfare, and Commuigitgagemeinby CCPT Teams.

O. Local CCPT Objectives and Achievement of Objectives
Based on local needs, 40% of the responding teams set local objectives. The overall total of
objectives was listed by counties was 76. Their objectives can be grouped into the same five
areas as their recommendations. When asked to rate achievement of their objectives, the most
common response wasoderatelyWhat especially helped them carry out their objectives were
local relationships and resources. To achieve their objectives, they asked that NC DSS provide
guidance, information, and funding; and they highlighted the necessity of syatenchanges
to inaease resources and services for children and their families. Looking ahead, the teams
welcomed a new year in which they anticipated that their teams would no longer be struggling to
deal with COVID.



[l. 2021 Recommendations

As summarzed bythed. S. Chi | d Citzen'RsvieB Ranets fQRPs) under CAPTA are
intended to examine “t hcesofpState and loalshild ppotecticne d ur e s
agencies” and make “recommendations to i mprov
In fulfilling this mandate, the NC CCPT/CRP Advisory Board used the extensive information

and ideas from the current aedrlier CCPT surveys to formulate the recommendations listed

below. The Advisory Board met in two subcommittee meetings and then a meeting of the whole
board to prepare and finalize the recommendations for action in 2023.

The first set of recommendatioare steps for developing a racially and culturally equitable
approach to child welfare in North Carolina. The second through fourth sets of recommendations
drill down into what a racially and culturally equitable approach means for specific areas
concerning child welfare.

In accordance with CAPTA, we propose the following for child protection at the local and
state levels in 2023.

RECOMMENDATION 1 T DEVELOP A RACIALLY AND CULTURALLY
EQUITABLE APPROACH TO CHILD WELFARE IN NORTH CAROLINA

Rationale A racially and culturally equitable approach to child welfare is responsive to and
invests in families and their communities with the result that childnerain safely at home and
their families are respected and supported in making and carryingasions for the care and
well-being of their children. This approamcognizes the historical and systemic racial/ethnic,
cultural, social, economic, and ecological issues that have creatid @nvironment that
producegpoor outcomes for familiesdm a variety of marginalized groups and communities. In
particular, researchers today have identified a number of fadtergingracial and ethnic
disparitiest Racial and cultural racism increases the poverty of marginalized families and
communities ad increases their likelihood of child removaBommunity poverty, rather than
individual family poverty, predicts the entry of Indigendlack, Latinx, and White children
into foster care; however, overall rates of child removals remain higherdigeous, Black,
and Latinx children thawhite children? A racially and culturally equitable approach seeks to

1 Child Welfare Information Gateway. (2020hild welfare practice to address racial disproportionality
anddisparity. U.S. Department of Health and Hunfaervices, Administration for Children and Families,

Children's Bureathttps://www.childwelfare.gov/pubs/issiriefs/racialdisproportionality/

2 Dettlaff, A. J., Boyd, R., Merritt, D., Plummer, J. A., & Simon, J. D. (2021). Racial bias, poverty, and the notion of
evidenceChild Welfare, 9€3), 61-89.

3 North Carolina in 2017 was one of 15 US states that accounted for nearly all of the dispmafityrtioplacement

of American Indian/Alaskan Native (Al/AN) children. AI/AN children were 1.3% of NC children but were 2.4% of
NC children in foster care. AlI/AN have the highest rate of poverty among all racial groups in US. Cross, T. L.
(2021). Raciatlisproportionality and disparities among American Indian and Alaska Native popul#tignsl.

Dettlaff (Ed.). Racial disproportionality and disparities in the child welfare systpm 99124). New York, NY:
Springer. doi:10.1007/978-030-543143 4

4 White-Wolfe, H. J., CharroitChénier, R., & DenbBrinson, R. (2021). Association between commuietel

material hardships and foster care entry by race/ethniefityd Welfare, 994), 105136.
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lessen disparities in child welfare interventions for children of different identities and
backgrounds (e.qg., rural/suburban/urBaongciceconomic statif}.

CCPT Leadershipwith support from local and state DSSCPTs are especially well positioned

to exert leadership in developing a racially and culturally equitable approach to child welfare of
relevance to their communities. Thegn encourage dialamonglocal childandfamily-

serving agenciesamilies with lived experiencand other communitgroups Such dialog is

central todiversifying ourunderstanding of and creating partnershipad¢ceaseaacial and
culturalresponsivaess’

Local

1) To support CCPTs and their community partners in creating a local plan for a racially and
culturally equitable approach to child welfare by:

a) Offering educational forums and materials on a racially and culturally equitable
approach to child welfare, including a focus on populations of particular relevance
to the community (e.g., low/medium/higtealth, immigrant, military).

b) Engaging people withved experience from different racial and cultural
communities to present at these forums and contribute to materials on racial and
cultural responsiveness.

¢) Including diverse participants in these forums (e.g., service providers, families,
systemof-care local associations, faith communities, educational institutions,
nonprofit foundations).

d) Engaging CCPTs and their partners in defining their vision of a racially and
culturally equitable approach to child welfare for local families and their
communitiesassessing what local assets or opportufiifesg., accessible
resources, services, transportation) support this vision, setting objectives to
achieve this vision, and identifying supports (e.g., education, policy, funding)
required from outside the ldceommunity.

e) Expediting crossounty and regional exchanges on steps for achieving a racially
and culturally equitable approach and the successes of these steps.

2) To support CCPTs in increasing workers’ <ca
backgrounds by:

a) Conducting case reviews to identify organizational and systemic factors
supporting a racially and culturally equitable approach to child welfare.

5 For example, compared to children in more suburban and urban counties, children from rural counties are more
likely to be substantiated for maltreatment but less likely to be placed outside their MagageJack, K., Font,

S. A., & Dillard, R. (2020)Child protective services decisionaking: The role of children's race and county
factors.American Journal of Orthopsychiatr9((1), 4862. https://doi.org/10.1037/0rt0000388

6 Racist pradtes and policies impoverisharginalizedamilies, and, even after taking poverty into account, racist

bias leads to greater reporting, especially by medical personnel, of children of color with the same injuries as White
children to child welfare. Dettfg A. J., Boyd, R., Merritt, D., Plummer, J. A., & Simon, J. D. (2021). Racial bias,
poverty, and the notion of evidene&ghild Welfare, 9€3), 61-89.

7 A Texas study reported that a community engagement model reduced racial disproportionality and disparities.
James, J., Baumann, D. J., Rodriguez, C., Craig, S., & Kathan, S. (2020). Creating comprehensive system reform to
reduce racial disproportionalipnd disparities: The Texas community engagement model. In A. J. Dettlaff (Ed.).
Racial disproportionality and disparities in the child welfare sysfpm 397412). New York, NY: Springer.
doi:10.1007/978-030543143_4

8 A useful map for identifying opgrtunities for counties across NC can be founiéhkt
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b) Encouraging familyengagement strategies (e.g., Child & Family Team Meetings,
Family Partners, youttotus groups) with marginalized groups.

c) Recommending sufficient exposure of workers to a critical mass of specific
marginalized populations (e.g., African American, Indigenous, LGBTQ) on their
wor kl oads or rotating workwed s’ casel oad

d Raising worker s’ awaverty or sadasedradalaads set s i n
cultural communities.

e) Encouraging tr ai nunmegstahding thahpgeagleme wor ker s
marginalized communities might manifest trauma histories or current trauma in
uninviting ways and to increase the wor
transparent, and trustworthy way.

State

1) To support DSSs in identifying and advancing systeroioponentshat promote a
racially and culturally equitable approach to child welfare.
2) To ensure that child protection decisioraking tools distinguish parental neglect from
systemic conditions outside parents’ contr
3) To streamline Child and Family Teams to suppoosssystem work among chid
serving systems in working with marginalized or isolated families.
4) To increase access to quality services (e.g., behavioral health) and concrete resources
(e.g., food, housing) in higpoverty and isolated communities teden the impact of
racial and cultural racism.

5 To support in next year’'s CCPT survey the
culturally equitable approach to child welfare that emphasizes strengths of families and
communities.

RECOMMENDATION 2 T SUPPORT THE FAMILIES OF INFANTS IDENTIFIED AS
OSUBSTANCE AFFECTED, 6 | NCLUDI NG THE PLAN OF S

Rationale Federal CAPTA 2016 legislatidhrequires health care providers involved in the
delivery and care of infants identified as me
Wel fare of the occurrence. The ‘substance aff
for three diffeent required areas. North Carolina developed these criteria and implemented the
updated policy and practice in 20%7All such identified infants, under this legislation, must

have a Plan of Safe Care developed to support the safety araemgllof thanfant and the
infant’s family, regardless of i mminent safet

Recommendations to support the families of 1in
including the Plan of Safe Care (POSC).

® Workers who work with a higher proportion miarginalizecclientele understand betteow to make equitable
decisions. Fluke, J. D., Baumann, D. J., Dalgleish, L. I., & Kern, H. D. Racial disparities in child welfare: A
decisionmaking ecology view. In A. J. Dettlaff (Ed.Racial disproportionality and disparities in the child welfare
sygem(pp. 339352). New York, NY: Springer. doi:10.1007/93830-543143 4

0 https://www.congress.gov/114/plaws/publ198/PLAMApubl198.pdf

I https://iwww.ncdhhs.gov/infasilan-safecare/placeof-delivery#affected_by substance_abuse
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Local

1) To request local cross systems training andrtacic a | assistance for <c¢h
updated POSC policies and forms to support effective implementation.
2) To dedicate a county role/local position to the complex and multilevel needs of families
who are child welfare and substance involved.

a) Prioritizing cdlaboration and communication with local partners in working with
shared families experiencing child welfare involvement and substance use
disorders, with 42 CFRart2 compliant releases of information in place.

b) Consideringoutreach and collaboration widbmmunity prenatal care providers
to provide education on the Infant Plan of Safe Care.

c) Seeking and-hdbawsel opixmper‘time and famili a
related to substance use disorders and child welfare involvement, including
medication 6r opioid use disorders during pregnancy and postpartum. Provide
consultation to staff on these cases.

d) Identifying, with the assistance of LMECO, key local substance use disorder
treatment agencies with whom county agency can develop an MOU/MOA to
include facilitating timely substance use disorder assessments and communication
back to county child welfare agency. MOU/MOA can include required
participation of SUD agency staff in CCPT.

e) Developing regular communication channels with the delivering hospitdls
free-standing birth centers, to support education of the Plan of Safe Care

notification requirements, including di
‘“report of child abuse or neglect’”, and
notifications. FPovide guidance to these healthcare staff on what information is

ideally provided when making a notifica
affected’” criteria. Guidance on timing

to child welfare is also nded. Review 4ZFRPart 2 and provide training to
healthcare providers involved in delivery and care of infant, on confidentiality
requirements. Notifications (no clear indication of risk to the child) require
consent to share information about substaiseedisorder treatment per federal
regulation (42ZCFR Rart 2).

f) Reviewingdeidentifiedscreeneebut notifications of infants identified as
‘substance affected’ as a part of CCPT.
are essential partners in this review.

State

1) For state DSS, to maintain a focus on the following, in support of families who are
substance involved:

a) Prioritizing collaboration and transparency with state DHHS partners in working
with shared families experiencing child welfare involvement abdtamce use
disorders.

b) Developing understanding of resources available through the LME/MCO to
caregivers for substance use disorder treatment, when caregivers are not insured.

c) Supporting regional and local child welfare agencies to develbpuse
undersanding, expertise and familiarity with common issues related to substance

Xiv



use disorders and child welfare involvement, including medication for opioid use
disorders during pregnancy and postpartum. Provide consultation to staff on these
cases.

RECOMMENDATION 3 T SUPPORT COMMUNITIES IN PREVENTING NEAR
FATALITIES DUE TO SUSPECTED ABUSE, NEGLECT, AND DEPENDENCY

Rationale According toNC Geneal Statute 8 72902 a chi |l d mal tr eat ment
case in which a physician determines that a child is in serious or critical condition as the result of
sickness or injury caused by suspectaoged abuse,
near fatalities in NC is a recent requirement for DSSs, beginnihgyr2020, and CCPTs are

only starting to conduct case reviews of near fatalities. Nationally, there have been difficulties in
identifying near fatalities by child welfare, medicalgennel, police, and other community

groupst? Near fatal and fatal child physical abuse have extensive commonalities in terms of

victim injuries and family risk factors, including a history of domestic viol&haed mental

health issue&* A major factor diferentiating near fatal from fatal child maltreatment is readier
access to quality health care rather than individual family risk fati@&scause child fatalities

are rare events, individual risk factors should be used cautiously for prediction pufposes

stronger predictor is the general level of community povémyhich affects the accessibility of

health care for children and their familtéfkural communities particularly struggle to provide

health service for Black and White residelits.

Local

1) To continue offering training and tip sheets on near fatalities to child welfare staff.

2) To make near fatalities training and information available to local CCPTs, family partners,
health services, domestic violence organizations, sysferare collaborativeschool
personnel, judicial system, law enforcement, and others working with families.

2 pierce M. C.,Kaczor, K., Acker, D., Webb, T., Brenzel, A., Lorenz, D. J., Young, A., & Thompson, R. (2017).
History, injury, and psychosocial risk factor commonalities among cases of fatal arfdtaéphysical child
abuseChild Abuse & Neglec§9, 263277.https://doi.org/10.1016/j.chiabu.2017.04.033

B Adhia, A., Austin, S. B., Fitzmaurice, G. M., & Hemenway, D. (2019). The role of intimate partner violence in
homicides of children aged-24 yearsAmerian Journal of Preventive Medicing§(1), 38

46. https://doi.org/10.1016/j.amepre.2018.08.028

¥ Holland, K. M., Brown, S. V., Hall, J. E., & Logan, J. E. (2018). Circumstapmseding homicidsuicides
involving child victims: A qualitative analysidournal of Interpersonal Violenc83(3), 379
401.https://doi.org/10.1177/0886260515605124

15 Campbell, K. A.Wood, J. N., Lindberg, D. M., & Berger, R. P. (2021). A standardized definition offatzdr

child maltreatment: Results of a multidisciplinary Delphi proc€déld Abuse & Neglect 12,

104893 https://doi.org/10.1016/j.chiabu.2020.104893

16 Camasso, M. J., & Jagannathan, R. (2019). Conceptualizing and testing the vicious cycle in child protective
services: The critical role played by ahihaltreatment fatalitiehildren and Youth Services Revid®3 178
189.https://doi.org/10.1016/j.childyouth.2019.05.024

7Keenan, W., Tracey, S. M., Sanchez, C. E., & Kellogg, E. (E@019).Achieving behavioral health equity for
children, families, and communities: Proceedings of a workshbe National Academies
Presshttps://doi.org/10.17226/25347

18 Cossman, J., Jamay/,., & Wolf, J. K. (2017). The differential effects of rural health care access ospaciic
mortality. SSM- Population Health3(C), 618623.https://doi.org/10.1016/j.ssmph.2007.013

XV


https://www.ncleg.net/enactedlegislation/statutes/html/bysection/chapter_7b/gs_7b-2902.html
https://doi.org/10.1016/j.chiabu.2017.04.033
https://doi.org/10.1016/j.amepre.2018.08.028
https://doi.org/10.1177/0886260515605124
https://doi.org/10.1016/j.chiabu.2020.104893
https://doi.org/10.1016/j.childyouth.2019.05.024
https://doi.org/10.17226/25347
https://doi.org/10.1016/j.ssmph.2017.07.013

3)
4)
5)

6)

To facilitate training for CCPTs and other agencies (e.g., juvenile justice) on domestic
violence and mental health when children are at risk of near fatal or fatedaralent.

To encourage CCPTs to leverage crggstem trainings to strengthen local partnerships to
address near fatalities.

To provide training to CCPTs regarding case reviews of near fatalities and help them identify
local cases and access medical rés@nd other information necessary for these reviews.

To assist CCPTs conducting case reviews of near fatalities to identify community and
systemic factors that heighten the risk of near fatalities, particulangdoginalized

families, and impede timglaccess to lifesaving health interventions.

State

1)

2)

3)

4)

5)
6)

7)

8)

9)

To continue compiling and analyzing NC data on near fatalities to determine rates by
counties and patterns in family and community profiles (e.g., race, ethnicity, indigeneity,
poverty) and to compaiases of nediatal child maltreatment with cases of fatal child
maltreatment.

To analyze the manner of maltreatmeearfatalities (e.g., unsafe sleeping, strangulatimn)
compaing cases of child maltreatmemear fatalitiesvith cases of child maltrément

fatalitiesand noamaltreatment fatalitie¥)

To identify systemic factors impeding the reporting of different types of maltreatment near
fatalities.

To report findings and analyze their implications for practice and policy with county DSSs,
CCPTs,CCPT Advisory Board, NC Child Welfare Family Advisory Council, NC Pediatric
Society, and others.

To support the CCPT Advisory Board in preparing and disseminating a guide for local teams
on reviewing cases of near fatalities, and to offer orientationengutue to teams.

To clarify the roles of CCPTs and CFPTs in regard to reviewing cases dataahild
maltreatment.

To combine reviews of child maltreatment near fatalities and domestic violence homicides to
increase the identification of family viaiee in placing all family members at ri€kThe

Intensive Reviews conducted by NC DSS take a comprehensive look at near faraditias
appropriate, includes antiomestic violence representatives.

To increase quick access to health care through udialafp services and other alternatives

to private cars and mass transit.

To push for Medicaid expansion in order to provide quality and accessible health care for all
NC families in rural, suburban, and urban settings.

10)To generate evidengaformed policythat promotes racial and cultural equity in addressing

near fatalities.

RECOMMENDATION 4 T SUPPORT THE CAPACITY OF LOCAL CCPTS TO
CARRY OUT THEIR WORK.

19The NC Division of Public Health reports annual findings on the manner and means of child fatalitiietk. See
20McCarroll, J. E., Fisher, J. ECozza, S. J., & Whalen, R. J. (2021). Child maltreatment fatality review: Purposes,
processes, outcomes, and challengesuma, Violence, & Abus@2(5), 1032
1041.https://doi.org/10.1177/15248388900559
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Rationale NC statute mandates CCPTs in all counties and the involvement ohik&yand
family-serving agencies with the flexibility to appoint others including family/youth and

community partners. Thus, NC provides a strong basis for local input into improving the delivery
of child welfare services. At the state level, the CCPTr@aoairrors the composition of local

CCPTs and offers a means of synthesizing statewide trends in child welfare, conducting analyses
of policy and programming, and developing tools to assist local CCPTs. This comprehensive
system of citizen review has muplomise but also requires supports to strengthen the capacity

of local CCPTs. The necessity of supports was especially evidentintB@Xecond year of an
exhausting pandemic, but is needed on an ongoing basis.

Local

1) Todedicate a NC DSS position toet operational support of CCPTs. Historically, this
position has proved exceedingly beneficial to facilitating optimal functioning of the
teams and would play a critical role in enabling the implementation of the
recommendations outlined in this reporteTdssignment of one staff member to CAPTA
and CCPTs is a valuable step in this direction.

2) Tosupport CCPTs in developing ways to have their membership and discussions better
reflect the racial and cultural diversity in their communities.

3) Toassist CCPTs wh strategies for the inclusion and retention of family and youth
partners on teams. Consult with the NC Child Welfare Family Advisory Council on
helpful approaches.

4) To foster exchanges of CCPTs from different locales.

a) Offering crosscounty summits and ogih forums through online means to
encourage robust exchanges and creative ideas for child welfare improvements.
b) ldentifying topics for these exchanges with local teams and the CCPT Board.
c) Capitalizing on these forums to offer trainings and/or provide aekewpdates
and information.

5) To offer technical assistance and training to local CCPTSs, including on general changes
to child welfare policy and programming and specific topics such as:

a) Orientingteams to the guides on conducting case reviews and wadlangst
through the review steps with local cases. Emphasize the importance of
identifying needed systemic changes.

b) Writing recommendations for local initiatives and offering guidance, resources,
and funding on implementing these recommendations

6) To support he production and dissemination of the updated CCPT manual and provide
orientations to CCPTs on the manual content.

7) To provide funding to local teams.

a) Allocating annual funding of $1,000 per team for operational and project support;

b) Assisting teams with wterstanding requirements on documenting the expenditure
of the funds and assessing their local impact; and

c) Ensuring that the results of the funds are summarized and a report provided to the
funding sources and the CCPT Board.

8) To prepare local teams regandiimpending changes to the eofdyear survey such as
types of cases to review.

9) To provide targeted training to teams that identify areas on thefeyehar survey where
they need support in fulfilling their role (e.g., engaging team members, conducting case
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State

1)

2)

For

reviews, providing public education). This requires changing the survey ptocol
permit identification of respondents to NC DSS and CCPT Board.

Tokeep the CCPT Board and | ocal CCPTs infor
response to the Board’'s specific recommend
append addendatoteet at e’ s wr i tten response that det
To facilitate the change in survey protocols fromidientified to identified data, to

engage key players (e.g., county DSS directors) in understanding and expediting this

change, and to notify CCPTs ofdtthange, help them take advantage of it, and respond

to concerns about ddentification of their data

previous year6s NC DSS response to the Ad

improving child welfare services, go to thisk.
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North Carolina Community Child Protection

Teams (CCPT)

2021 Endof-Year Report
North Carolina CCPT Advisory Board
Submitted to the North Carolina Division of Social Services

. Introduction

Holding on Despite Challenges

In 2021, theCommunity Child Protection Teams (CCPTSs) reported that the coronavirus
pandemic continued to inflict a heavy toll on children, families, and their communities. The
major difference between 2021 and the first year of the pandemic in 2020, though, was the
exhaustion of service providers as they dealt with severe staff shortages and inadequate
community services. CCPTs feared for the safety and wellbeing of the children who were
isolated from school and other community supports. Nevertheless, service providers
demonstrated fortitude and ingenuity in overcoming challenges to supporting children and their
families.

Each year, all CCPTs in North Carolina are asked to complete a survey regarding children and
families served by child welfare in their communiti€ee survey documents local developments

over the year, progress achieved, and areas for further action. Using the findings, the NC
CCPT/Citizen Review Panel Advisory Board (hereafter CCPT Board) makes recommendations

to the NC Department of Health and Hunfgervices on ways to improve delivery of child

welfare across the state. NCDHHS then responds to these recommendations and sets forth the
steps they took to act upon the recommendatio
report to the fedat government. This process promotes quality improvement of child welfare

services by having local experience inform state action, for which the state is accountable to the
federal government. CCPT survey reports and NCDHHS responses are postelchat this

A notable strength of CCPTs is their bringing multiple perspectives to identify local issues and
develop strategies to safeguard children and their families. By law, CCPTs include
representatives from different chitchdfamily-serving agencies and can bringlmoard others

with relevant family and community experience. Accordingly, CCPTs are well positioned to
address complex matters requiring a comprehensive understanding of the challenges faced by
children, youth, and families in their communities. Thisatmtiration develops a sense of

collective responsibility and builds the momentum necessary for putting in place ways to resolve
issues that are locally effective and racially equitable.


https://www.ncdhhs.gov/divisions/social-services/child-welfare-services/community-child-protection-teams
https://www.ncdhhs.gov/divisions/social-services/child-welfare-services/community-child-protection-teams

Focus Areas

Two very complex family matters concern (1) infants @#e by substances (drugs and

alcohol¥! and (2) children nearly dying of suspected maltreatrffe®oth may have longerm,
adverse consequences to children’s devel opmen
of the family, community, and serviceqgviders from different disciplines.

CCPTs have requested assistance in conductisgeviews of these two areas. To support the
work of local teams, the CCPT Board formed two workgroups focused on creating guidance for
CCPTs reviewing child welfareases of prenatal substance exposure and near child fatalities,
respectively. The reviews then serve as a basis for generating ways to assist families in these
very difficult circumstances.

The guides adopt a socitological modéF that views families whin the context of their
individual lives, relationships, communities, and broader society. This widened lens makes it
possible to look at how to help families and promote collective responsibility to prevent future
harm.

NC Division of Social Servicestroduced resources for local communities addressing these
issues. This year NC DSS created eight new regional abuse medical specialist (RAMS) positions
of which seven are to advise counties on serious injury cases and one is to advise counties on
infantsaffected by substances. NC DSS developed guidance for child protection workers about
plans of safe care (POSC) for infants affected by substances. NC DSS is preparing a companion
piece on nighttime parenting and safe sleep.

Partnership Approach with Families and Communities

To work with families on prenatal substance exposure, near child fatalities, and other complex
child welfare situations, NC DSS encourages a partnership approach. NC DSS has moved
forward initiatives to support partnering wiimilies: These include promoting a racially
equitable approach, strengthening crsgstem partnerships, and adopting the model of safety
organized practice.

Racial Equityl n | ast year’'s CCPT survey, some teams
such as racial equity in child welfare. TBEPTBoard recommended steps to increase
awareness and action on issues of racial equi

2Ingoldsby, E., Richards, T., Usher, K., Wang, K., Morehouse, E., Masters, L., & Kopiec, K. (Ré213tal

alcohol and other drug exposures in child welfare study: FinalreportChi | dr en’ s Bur eau, Admini
Children and Families, U.®epartment of Health and Human Services. Available at
https://www.acf.hhs.gov/sites/default/files/documents/cb/paodev-final-reportrev.pdf

22 Commission to Eliminate Child Abuse and Neglect Fatalities. (20¥&hin our reach: A national strategy to
eliminate child abuse and neglect fataliti®ashington, DC: Government Printing Office. Available from
http://www.acf.hhs.gov/programs/cb/resource/cedanai-report

23 Jointly published by: Dahlberg LL, Krug EG. Violence: A global public health problem. (2002). In E. Krug, L. L.
Dahlberg, J. A. Mercy, A. B. Zwi, & R. Lozano (Eds.), World report on violence and health-gd)). Geneva,
Switzerland: World Health Organitian; and Centers for Disease Control and Prevention. (2002). The-Social
Ecological Model: A Framework for Prevention. Atlanta, GA: Author. Available at
https://www.cdc.gov/violenceprevention/about/sogeblogicalmodel.html
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advance racial equity. In particular, NC DSS focused on promoting racial tjyersiity, and
inclusion within child welfare through dedicated staffing, training, and structuring assessment to
be consistent across all client groups.

CrossSystem Partnershijast year, th&€€ CPTBoard recommended improving communication
betweerlocal CCPTs and local Systems of Care (SOC) collaboratives, especially during
Medicaid Transformation that will affect behavioral health coverage of families served by child
welfare. Repeatedly, CCPT surveys have identified the need for better accegxés.sHC

DSS has added new staffing to encourage information sharing across CCPTs and SOCs.

Safety Organized Practic®n the 202 survey, some teams urged moving forward a stéde

practice model for public child welfare. North Carolina has adogtrlysorganized practice as

its model and is training the child welfare workforce on this approach. Safety organized practice
has three main components: (1) building strong relationships among child welfare, families, and
community supports; (2) using acial thinking and decisiemaking tools to support consistent,
accurate, and equitable assessment; and (3) developing collaborative plans between child welfare
and families to enhance child safety and family veling.

CCPT Advisory Board

The CCPT Boardthas carried out work in five main areas. First, the Board oversaw the local

CCPT survey and, using the survey results, developed a set of recommendations to NCDHHS on
improving public child welfare in North Carolina. Work has already commenced on preparing

the 2022 survey. Second, as previously noted, the Board has worked on guidance for local teams
on prenatal substance exposure and near fatalities due to suspected child maltreatment. The guide
on infants who are substance affected has been dissemingtecttairs of the local CCPTs.

The guide on near fatalities is in proceBsird, the Board has begun work on revising a manual

for CCPT teams. Fourth, the Board has kept abreast of current state and national trends affecting
child welfare and citizen résw panels. Fifth, the Board has appointed a-citair to provide

leadership with the chair and has added members in order to enhance its range of expertise and
deepen its understanding of issues faced by local CCPTs. Orientation has been provided to new
Board members, and NC DSS designated one staff member, rather than rotating staff, to support
the Board.



IIl. NC CCPT Advisory Board Survey Results

A. Respondent Characteristics

The university distributed the survey to 100 county CCPTs as well &atltern Band of the
Cherokee Indians, for a possible 101 CCPTs. The survey was completed by 85 CCPTs, although
response numbers may vary for certain survey items based on the operational status of counties
and number of valid responses. A list of the cmsbdf the 2021 responding CCPTs can be

found in appended Table-2

The 2021 response rate of 85 CCPTs was in the higher range as compared with previous years
(2012 to 2020) which ranged from 71 to 89. The local teams came from all regions of the state
and included counties of all population sizes. The response rates were 41 (80%) of the 51 small
counties, 34 (87%) of the 39 medium counties, and 10 (100%) of the 10 large counties (see
appended Table )%,

In the state of North Carolina, Local Management Entity (LME)/Managed Care Organizations
(MCOs) are the agencies responsible for providing mental health, developmental disabilities, and
substance use services. In 2021, there were six LME/MCOs for the@@0les. The survey

included members from all LME/MCOs: Member county participation ranged from 73% to

100% (see Table 4).

As seen in Table 1, the large majority (72%) of respondents characterized themselves as an
“established team tThhats meetl® rmpeguwleantlayge poi nt
84% of the reporting counties identified themselves as an established team that meets regularly.

The CCPTs that characterized themselves as in a state of reorganization or adjustment included
small through large counties.

Number of CCPTs by Status of Establishment as a Team, 2021 (N = 85)

Table 1 Number of CCPTs by Status of Establishment as a Team

Status Number of CCPT¢
We are an established team that meets regularly 61  (71.8%)
We are arestablished team that does not meet regularly 12 (14.1%)
Our team recently reorganized, and we are having regular meetings 4 (4.7%)
Our team was not operating, but we recently reorganized 3 (3.5%)
Our team recently reorganized, but we have not hadeguar 2 2.4%
meetings.

Our team is not operating at all 2 (2.4%)
Other 1 (1.2%)

24Duncan, D.F., Flair, K.A., 8wart, C.J., Guest, S., Rose, R.A., Malley, K.M.D., Reives, W. (2020).

Management Assistance for Child Welfare, Work First, and Food & Nutrition Services in North Carolina. Retrieved
[March, 2022], from the University of North Carolina at Chapel Hill dorthstitute for Families website. URL:
http://ssw.unc.edu/ma/
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CCPTs have the option of combining with their local CFPT or keeping the two teams separate.
CFPTs are responsible for reviewing cases of child death where maltreatment is not suspected.
CCPTs review active cases and child fatalities where death was taumespectecdbuse,

neglect, or dependency and where the family had received NC DSS child welfare services within

12 months of the child's death. Of the 80 teams that were established or operating at some

capacity, 59 (74%) of the counties opted to hawvelined teams, and 19 (24%) had separate
teams; two counties indicated ®“Other” to desc
combined teams in prior years was 72% in 2015, 76% in 2016, 78% in 2017, 82% in 2018, 78%

in 2019, and 80% in 2020.

In summary, 85 of the local teams responded to the survey in 2021, a number that is in the higher
range for responses since 2012. The participating CCPTs encompassed all state regions, county
population sizes, and the six LME/MCOs that provide MH/DD/SU serviees.under three
guarters (74%) of the responding CCPTs stated
regularly,” | ower than in 2020 when 84% of th
established team that meets regularly. The decreasest likely due to continued adjustment to
accommodate remote meetings and staffing shortages, but nevertheless, the CCPTs as a whole
were sufficiently established to make significant contributions to child welfare. Among the

responding teams, 74% werembined with their local CFPT. Although the percentage of

combined teams slightly fell from the prior year, the continued prevalence of combining CCPTs

and CFPTs can contribute to state planning on consolidating child maltreatment fatalities.

B. Survey Conpleters

To encourage wider input by the local CCPT membership, the survey instructions stated:
You can print a blank copy of this survey to review with your team, and you will be able
to print a copy of your completed survey report when you finisisiineey.
Your team members should have the opportunity to provide input and review responses
before your survey is submitted. Please schedule your CCPT meeting so that your team
has sufficient time to discuss the team's responses to the survey.

Thesurve\ms ked, “Who completed this survey?” As s
primarily completed by the chair on their own (60%), by the team as a whole (12%). The
response “other” was selected by 10 counties.

CCPT Chair completed the survey with input from specific team members such as the CFPT
Chair, Program Managers, Review Coordinator, or simply other team members. The time period
available for completing the survey was extended to three months in acknowléddthelays

in data provision from the state.



Number of CCPTs by Who Completed the 2021 Survey (N = 85)

Table 2 Number of CCPTs by Who Completed the Survey

Status Number of CCPT¢
The CCPT chair on their own 51 (60%)
The CCPT team as a whole 10 (11.8%)
Other 10 (11.8%)
A designee of the CCPT chair on their own 8 (9.4%)

A subgroup of the CCPT team 6 (7.1%)

In summary, the survey encouraged CCPT chairs to seek input from team members on their
responses. The ability of teams to convene to develop their responses was likely limited by the
survey being open during holiday months, although a lengthy extensiagivgago those who

had not submitted a completed survey by the January 14th, 2022 deadline. Moreover, the
pandemic continued to preventperson meetings and data from the state was delayed to the
CCPTs which impacted their ability to respond to cersairvey questions.

C. Main Survey Questions

The 2021 survey inquired about the following seven main questions:

1. What difficulties does the pandemic pose to team operations and to families in the
community?

2. Who takes part in the local CCPTs, and what suppmrprevents participation?

3. Which cases do local CCPTs review, and how can the review process be improved?

4. What limits access to needed mental health, developmental disabilities, substance use,
and domestic violence services, and what can be done tovenghdd welfare services?

5. What local issues affect taking a racially equitable approach to child welfare?
6. What are | ocal CCPTs’ recommendati ons for
7. What are | ocal CCPTs’ objectives, and what

This section summarizes the findings for each of these seven questions. All quotations in this
report have been corrected for spelling and grammatical errors. Where avéidbigs from
previous years are compared to this year

S s u

D. Pandemic Impact on Team Operations and Families
The prior year’'s survey found that the first
the capactyoCCPTs t o meet , review cases, and reach
checked back to see how the teams were faring in the second year of the pandemic and, going a
step further than the 2020 surveytngadhildrgrui red a
and supporting families involved with child welfare. There was extensive overlap in the

responding teams for the two years. As shown in Takle B2 teams completed the survey in

both 2020 and 2021.



Impact on Team Operations

The largemajority of CCPTs in 2021 reported that the coronavirus pandemic affected their team
operations. Nevertheless, the percentage of those experiencing operational difficulties fell

somewhat from 85% in 2020 to 77% in 2021. By the second year, teams had bememe

accustomed to meeting virtually or had developed other approaches such as hybrid meetings to
accommodate differences i n members’ preferenc
have challenges with virtual formats because of their lackaafdband internet or cellular

services.

Compared to the teams affected by the pandemic, those whose operations were unaffected were
more likely to be an established team meeting regulartye sur vey asked CCPTs,
pandemic affectatdipa@f (Sam spppedi x C) . Mo s t
acknowledged that the pandemic affected their operations, leaving a minority (20, 23%)

responding that the pandemic did not have an impact. Overall, the survey responses did not

appear to be affealeby county size or by team status as a combined or separate CCPT and Child
Fatality Prevention Teams (CFPT). However, responses were affected by the extent to which the
team was established operationally.

As seen in Table 3, the 20 teams that did npeggnce an impact on their team operations, all
characterized themselves as “an established t
meeting regularly. Most CCPTs (52%) that experienced some impact on their team functioning
likewise were establise d t eams meeting on a regular basi s,
remaining teams that were impacted by the pandemic had recently reorganized (9) or were
established but not meeting regularly.

Effects of the Pandemic by CCPT Operational Stite85)

Table 3 Effects of the Pandemic by CCPT Operational Status

Has the pandemic affected
your team’s

CCPT Operational Status No Yes
We are an established team that meets regularly 17 (20%) 44 (51.8%)
We are an established team that dostsmeet regularly 3 (3.5%) 9 (10.6%)
Our team recently reorganized, and we are having regule 0 (0%) 4 (4.7%)
meetings
Our team was not operating, but we recently reorganized 0 (0%) 3 (3.5%)
Our team recently reorganized, but we have not had any 0 (0%) 2 (2.4%)
regular meetings.
Our team is not operating at all 0 (0%) 2 (2.4%)
Other 0 (0%) 1(1.2%)
As was the case | ast year, the survey questio

prompted extensive comment (see Apper@)ixOut of the 65 teams respondiyes,64
described the impact. In some regards, their 2021 responses paralleled those in 2020. They
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continued to struggle with holding meetings, having sufficient attendance, encouraging
discussion at a distance, sharingfodential information for case reviews, and planning for
community events.

This year, though, the tenor had shifted. Their words reflected a deep level of exhaustion after
dealing with prolonged staffing shortages and excessive workloads, rextunsdinity services
that had already been inadequate, and their personal iliness or iliness in their own families.

The Health Department, DSS and School System are three of the biggest partners of our CCPT
and we have been overwhelmed since March 2026cdd©VID.

CCPTs were keenly aware that reviewing cases was stymied by the capacity of their members to
take part. As a result, they found it chall en
on who presents ¢ as e sampedbyhihe demandsaofthepandesic, | i ke w
delayed providing necessary information, such as medical records and fatality reports.

Our meetings are triggered by release of fatality reports from Raleigh
they say these have been delayed due to COVID.

Impact onChildren and Families

For those teams who had indicated that the pandemic affected their operations,-agollow

survey question delved further into the impact of the pandemic. The question asked them to
“descri be an yl9 poaed tofadlitasn gCQWleD pr ot ecti on of chi
written responses were extensive (see Appe@itiout of the 65 who had respondgebto the

pandemic affecting team operations, 51 (78%) described the impact on families in their

communities.

A minorityofrepondent s voiced that their services we
group noted adhering to public health protocols to ensure safe visitation: completing visits

“outside and at a distance, use tof” vanddeo co
“wearing PPE” [personal protective equi pment ]

” ]

Some other counties, however, had difficulty following these protocols. For instance, one small
county spoke of the “i ni t-publichealth stadff (fronflineddcialt r i b u
wor kers, economic services workers, etc.).” An
their worries about contracting coronavirus and were reluctant to increase their exposure through
home visits. The same concern applied to foster care when chitldreradmitted while COVID

positive.

The toll on workers was heavy. “Staff continu
ongoing C19 pandemic; however, as it has cont
smal | C 0 U nt yd-18 leap wiped caitdhe child@velfare workforce. | have one of four

workers on my blendedih o me / as s es s me nt-sitzedn. ¢ o LAn tme dfi uum d t
of turnover increased exponentially, staffing was an issue when an area was infected. Staff in
CPS have no means to work cases virtually.” Ne



chall enging families” wodkéecookrdsoperaliways sa
“burnout and turnover” extendedrsitsanool front wor
personnel, and medi cal personnel ”

Our team also saw an increase in CPS cases and within those, an increase in the
severity/complexity of those cases. This, in turn, leads to staffing turnover and shortages.

A major concern appearing acrdake responses was difficulty monitoring and assessing

childreffSemesadfettyhe di fficulties stemmed from
themselves because of families having COVID.
reporting” edfomapensonddvstuaifeaming formats. As a result, one county
reported that their “top reporter went from b
school or in their homes, the fear emduditot hat C
tell” about their need for protection.

A frequently expressed concern was that COVID greatly reduced community support to children

and their families. For instance, they noted
and “ldamlesofic violence batterer services.” As
have reported not accessing medical and other
During this time, public transportation fell in some counties, further impedmgseaccess.

“Treat ment for ment al heal th, substance abuse
moved to virtual platforms” and waiting |ists
therapy with children, and families often could notibwhsuch services because of their lack of
technol ogy. Waiting |ists |l engthened and del

Internet service, WiFi and cell service are limited in our rural county,
which made accessing virtual appointmemtsre difficult.

Over the year, the legal system also struggled. Courts stopped convepérgan early in the

pandemic, and the move to online platforms di
Larger counties especially experienced large logskin child welfare court cases. In one

county, “prosecutions stopped entirely during
with crimes against children have not been he
during the paetdwenihan previolsly,isd persoasschagyed with crimes against
children were more |ikely to be out of custod
The most troubling observations concerned the
families.Vi r t ual l earning led to truancy, affecti ng

families confined to the home, chifshrent tensions escalated at the same time as external
support declined. The pandemic Youeéehtlapndaadet

25 According to the NC data management system, over 2020 and into early 2021, referrals fell fpamderaic

levels for children considered at rislytlihese declines were not as steep for substantiations, placements, and exits
from care.Duncan, D.F., Flair, K. A., Stewart, C. J., Guest, S., Rose, R. A., Malley, K. M .D., Reives, W. (2020).
Management Assistance for Child Welfare, Work First, anddRdlutrition Services in North Carolina (v3.2).
Retrieved May 10, 2022, from the University of North Carolina at Chapel Hill Jordan Institute for Families website.
URL: http://ssw.unc.edu/ma/
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and saw “an increase in substance use and dec
parents [became] more difficult to work with and that caused suspension of community services
and resources that would keep their children'safeThe most <chi Il l ing was t|

workers are not visititnsgonfrimtedti¢ at chehdteondite
deat h.”

In summary, by the second year of the pandemic, most CCPTs identified detrimental impacts on
the functioning of their teams. There was extensive overlap in the responding teams for 2020 and
2021. As in the first year of the pandemic, teams struggled th nm®luct case reviews, and

reach out to the community. The main difference between the two years was their membership
experiencing a much deeper level of exhaustion from prolonged staffing shortages and resulting

in excessive workload3he impact did nbappear to be affected by county size or by team

status as a combined or separate CCPT and Child Fatality Prevention Teams (CFPT). Responses,
however, were affected by the extent to which the team was established operailibiespyll

overinto the lives of families was clearly evident. With added pressures from the pandemic,

family situations had worsened and become more complex. Heavy worker turnover meant that
new workers lacked guidance from more seasoned staff, and reduced comemitggssneant

that families were not receiving essential services to address aggravated mental health and
substance use issues. CCPTs expressed concern that services were unable to assess and support
families. In at least one instanceadequate monitorgof a foster home contributed acchild

fatality. Risks were heightened by court backlogs and suspension of prosecutions against persons
charged with crimes against children.

1) Mandated Members

a) Participation by Mandated Members for Combined CCPT/CFPT and
Separate CCPT

State law requires that local teams are composed of 11 members from agencies that work with
children and child welfare. Table 4 identifies these mandated members for combined CCPTs and
CFPTs. Table 5 identifies these mandated members forase@CPTs and their levels of
participation on the team during 2021. The survey results indicate that mandated members varied
in their level of participation in both groups; however, patterns of participation were fairly
consistent between the two groupke two team members most likely to be very frequently in
attendance for CCPT/CFPTs were the DSS staff, followed closely by the DSS Director, and
health care providers and mental health professionals both being reported as the third most
frequently in attedance. Among separate CCPTs, DSS staff was the most frequently reported
attendee, followed by law enforcement and health care providers being reported as the second
most frequent attendees, and mental health professionals as the third most frequesriagan av
health care providers, mental health professionals, and guardians ad litem were frequently
present across both groups. What needs to be kept in mind is that although participation rates
varied across the mandated members, some mandated memblecategalries participated

frequently or very frequently. For instance, within the separate CCPT group, the School
Superintendent had the lowest average participation level but still had 2% taking part frequently
and another 6% taking part very frequenflgr CCPT/CFPTSs, participation levels were much

more variable across members. Most notably, the district court judge and the parent of a child
fatality victim had the lowest participation rates. Over half of district court judges (64%) and
parents of childatality victims (69%) never participated.
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Mandated Members for Combined CCPT/CFPT and Reported Frequency of Participation, 2021
(N=61)

Table 4 Mandated CCPT/CFPT Members and Reported Frequency of Participation

Mandated Member Never Rarely  Occasionally Frequently Very Mean
Frequently

DSS Staff 3 0 1 6 51 3.67
(4.9%) (0%) (1.6%) (9.8%) (83.6%)

DSS Director 5 3 5 10 38 3.20
(8.2%) (4.9%) (8.2%) (16.4%) (63.1%)

Health Care Provider 3 2 9 15 32 3.16
(4.9%) (3.3%) (14.8%) (24.6%) (52.5%)

Mental HealthProfessional 5 1 5 18 32 3.16
(8.2%) (1.6%) (8.2%) (29.5%) (52.9%)

Health Care Provider 3 2 9 15 32 3.16
(4.9%) (3.3%) (14.8%) (24.6%) (52.5%)

Guardian ad Litem Coordinator 8 3 5 16 29 2.90

or Designee (13.1%) (4.9%) (8.2%) (26.2%) (47.5%)

PublicHealth Director 11 0 8 13 28 2.78
(18.3%)  (0%) (13.3%) (21.7%) (46.7%)

Law Enforcement 6 7 8 15 24 2.73
(10%) (11.7%) (13.3%) (25.0%) (40%)

School Superintendent 10 5 6 18 21 2.58
(16.7%) (8.3%) (10.0%) (30.0%) (35.0%)

Community Action Agency 10 8 10 9 24 2.48

Directoror Designee (16.4%) 13.1%) (16.4%) (14.8%) (39.3%)

County Board of Social Services 17 2 8 9 25 2.38
(20.0%) (43.3%) (13.1%) (14.8%) (41.0%)

EMS Representative 17 9 11 9 15 1.93
(27.95) (14.8%) (18.0%) (14.8%_ (24.6%)

Local Child Careracility 18 10 11 10 12 1.80
(29.5%) (16.4%) (18.0%) (16.4%) (19.7%)

District Attorney 18 12 8 12 11 1.77
(29.5%) (19.7%)  (13.1%) (19.7%) (18.0%)

County Medical Examiner 30 9 8 3 10 1.23
(50.0%) (15.0%) (13.3%) (5.0%) (16.7%)

Parent of Child-atality Victim 36 6 9 3 7 1.00
(59.0%) (9.8%) (14.8%) (4.9%) (11.5%)

District Court Judge 39 6 3 7 6 .93
(63.9%) (9.8%) (4.9%) (11.5%) (9.8%)

Note O=Never, 1=Rarely, 2=0Occasionally, 3=Frequently, 4=Very Frequently. Counts are reported, with
percentages out of 61 CCPT/CFPTs in parentheses.
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Mandated Members for Separate CCPT and Reported Frequency of Participation, 2021 (N=19)

Table 5 Mandated CCPT Members and Reported Frequency of Participation

Mandated Member Never Rarely  Occasionally Frequently Very Mean
Frequently
DSS Staff 0 0 2 2 15 3.68
(0%) (0%) (10.5%) (10.5%) (78/9%)
Mental Health Professional 0 0 3 2 14 3.58
(0%) (0%) (15.8%) (10.5%) (73.7%)
Guardian ad Litem 4 0 2 2 11 2.84
Coordinatoror Designee (21.1%) (0%) (10.5%) (10.5%0 (57.9%)
Law Enforcement 3 1 5 1 9 2.63
(15.8%) (5.3%) (26.3%) (5.3%) (47.4%)
DSS Director 1 2 6 4 6 2.63
(5.3%) (10.5%) (31.6%) (21.1%) (31.6%)
Community Action Agency 3 1 3 6 6 2.58
Director or Designee (15.8%) (5.3%) (15.8%) (31.6%) (31.6%)
Health Care Provider 4 0 7 0 8 2.42
(21.1%) (0%) (36.8%) (0%) (42.1%)
District Attorney 8 1 3 3 4 1.68
(42.1%) (5.3%) (15.8%) (15.8%) (21.1%)
Public Health Director 7 1 3 0 8 2.05
(36.8%) (5.3%) (15.8%) (0%) (42.1%)
County Board of Social 9 1 1 2 6 1.74
Services (47.4%) (5.3%) (5.3%) (10.5%) (31.6%)
School Superintendent 9 0 3 1 5 1.61
(50.0%) (0%) (16.7%) (5.6%) (2%)
County Board of Social 9 1 1 2 6 1.74
Services (47.4%) (5.3%) (5.3%) (10.5%) (31.6%)

Note 0=Never, 1=Rarely, 2=Occasionally, 3=Frequently, 4=Very Frequently
Counts are reported, with percentages out of 19 CCPTs in parentheses.

b) Mandated Member Participation by Mean Rate and Rank
In the 2021 survey, participation of mandated members was tracked for both CCPTs and
CCPT/CFPTs. Table 6 shows that for all three years the ranked participation rates of the
mandated members were almost identical. At the top in rank over the three yeaBS8estaff
and mental health professionals, however, this year for the combined tieaBSSdirector
was ranked second. For CCPTSs, the lower participation ranks for this year included the school
superintendent, district attorney, and county boar@oibé services which is similar to last
y e aratés$arents of child fatality victims, county medical examiners, and district attorneys
were ranked lowest for participation among combined CCPT/CFPTSs, continuing patterns from
previous years.
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Mandated Separate CCPT and Combined CCPT/CFPT Members and Mean Rate and Rank of
Participation 2019, 2020 and 2021

Table 6 Mandated CCPT and CCPT/CFPT Members and Mean Rate and Rank of Participation

Mandated 2019 2019 2020 CCPT 2020 2021 CCPT 2021
Member CCPT CCPT/CFPT (N=15) CCPT/CFPT (N=19) CCPT/CFPT
(N=13) (N=73) Average (N=62) Average (N=61)
Average Average (Rank) Average (Rank) Average
(Rank) (Rank) (Rank) (Rank)
DSS Director 3.88 3.16 2.67 3.10 2.63 3.20
(4) (4) (5) (4) (4) (2)
DSS Staff 4.94 3.90 3.67 3.71 3.68 3.67
1) (1) 1) (1) 1) (1)
Law 3.53 291 2.53 2.90 2.63 2.73
Enforcement (7) (7) (6) (7 4) (7)
District 3.24 1.88 1.53 1.95 1.68 1.77
Attorney (9) (13) (20) (12) (10) (13)
Community 3.24 2.68 2.20 2.52 2.58 2.48
Action Agency (20) (8) (7) (8) @) (20)
School 3.41 2.24 1.13 2.50 1.61 2.58
Superintendent (8) (10) (112) 9) (12) (8)
County Board 2.44 2.20 2.07 2.10 1.74 2.38
of Social (11) (12) (9 (11) 9) 9
Services
Mental Health 4.59 3.44 3.20 3.26 3.58 3.16
Professional (2) (2) (2) (2) (2) 3)
Guardian ad 3.94 3.07 2.87 2.95 2.84 2.90
Litem 3) ©) (4) ©) 3) )
Public Health 3.65 3.07 2.13 2.94 2.05 2.78
Director (6) (6) (8) (6) (8) (6)
Health Care 3.65 3.41 3.13 3.15 2.42 3.16
Provider (5) 3) 3) 3) (6) 3)
District Court .94 .73 .93
Judge (16) (16) (16)
County 1.28 1.39 1.93
Medical (14) (14) (14)
Examiner
EMS 2.26 2.19 1.93
Representative 9) (20) (12)
Local Child 2.21 1.81 1.80
Care or Head (11) (13) (12)
Start Rep
Parent of 1.09 1.08 1.00
Child Fatality (15) (15) (15)
Victim

Note O=Never, 1=Rarely, 2=Occasionally,
3=Frequently, 4=Very Frequently
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In summary, state law requires that local CCPT teams are composed of 11 members from
specified agencies that work with children and child welfadelitionally, state law requires that
combined CCPT/CFPT teams are composed of 16 members from specified agencies that work
with children and child welfare as well as Family Partners. The 2021 survey results, as well as
those in prior years, show that matetd members varied in their level of participation. DSS

staff, mental health professionals, guardiad litem, and DS8irectors were the most often

present while the county boards of social services, county medical examiner, the district court
judge andhattorney, and the parent of a child fatality victim (for combined CCPT/CFPTSs) were
least often in attendance. Nevertheless, the majority of mandated members in most categories
were in attendance frequently or very frequently. Thus, for the most pddcéh¢eams had
representation from a wide range of disciplines, necessary for addressing complex child welfare
issues, with some notable exceptions.

E. Additional Members

Besides the stateequired members, the county commissioners can appoint additiomdderse

from the mandated agencies and from other community groups. Among the 85 survey responses,

50 CCPTs reported between 1 and 20 additional organizational members and 13 CCPTSs reported
between 1 and 2 additional Family Partners and 3 counties repe2t¥@ddth Partner members.

The survey provided space for the respondents
members represent.” Respondents | isted a tota
came from including LME/MCOs, and manedtorganizations such as social services, mental

health, law enforcement, public health, schools, and guardian ad litem. Other appointed members
were based in public agencies such as courts, juvenile justice, and child developmental services.
Still otherswere from nonprofits, including domestic violence, substance use, parenting
education, children’s advocacy, and the commu

In summary, county commissioners on over half the responding surveys appointed additional
members to their local CCPTBhese members were Family or Youth Partners, as well as
mandated organizations, other public agencies, and nonpifdfiis,as in past years, the
appointments of county commissioners played a key role in enlarging the perspectives brought to
bearintheCCPTs’' del i berations.

F. CCPT Operations

By state statute, CCPTs are partially designed as informslianng and policymplementation
groups. It is critical to understand whether or not CCPTs are operating to meet these goals.

1) CCPT Meetings

The CCPTs were asked how well they prepare for meetings as a whole. The question on the
survey read: “How well does your CCPT prepare
(43%) indicated that they prepare very well for meetings, and 27 (34%) pveglare

CCPT teams were asked how well they share information during meetings. Fifty (63%) of the
respondents indicated that they share information very well. Tvordy26%) said that their

team shares information well. CCPT teams identified key ress@itared including:

community resources and events, training and educational resources, grant opportunities,
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meeting space, programs, and mental health resources. When asked to rate how well these
resources were shared among members, the majority irdlitety shared these resources well
or very well (76%80% across the three write options), however, some CCPTs indicated that
they did not share these resources well at all2&% across the three write options).

2) Community Change

The CCPT teams weesked how well their team has affected changes in their community. Ten
(13%) of respondents indicated very well, 13 (17%) indicated well, 31 (39%) indicated
moderately, 21 (27%) indicated marginally, and 4 (5%) indicated not at all with respect to how
well their CCPT has affected changes in their community.

In summary, CCPTs and combined CCPT/CFaswere established or recentlyestablished

felt that they were preparing well for their regular meetings. Additionally, the majority indicated
that theywere sharing resources well and provided a number of additional shared resources they
had accessed. The majority of respondents indicated that they only had a moderate to marginal
impact in effecting change in their community. Thus, CCPTs created a wathuironment in

which they shared information and resources; however, they recognized that their ability to make
changes was limited.

G. Family or Youth Partners

The survey also inquired specifically about Family or Youth Partners serving on thietoual

These are individuals who have received services or care for someone who has received services.
Family and Youth Partners are not mandated CCPT members, but their inclusion is encouraged.
An exception for a combined team is a parent of a deceadédshong as the parent fits the

definition of a Family or Youth Partner.

1) Family or Youth Partner Participation Rates

In response to the question on whether they had Family or Youth Partners serving on their team,
8 (10%) out of 80 respondents said ged 72 (90%) said no with five teams not responding.

The percentage of Family or Youth Partner involvement is down slightly from 2020 where 10
(12%) out of 82 respondents said yes and 79 (89%) said no. In 2019, participation was 7% (6 out
of 89). Family ad Youth Partners engagement has been substantially lower in the last three
years than in previous years: 2015 (21%, 19 out of 87), 2016 (22%, 19 out of 86), 2017 (29%,
23 out of 79), and 2018 (24%, 21 out of 88). Maintaining the questions from 201720098,

and 2020, the 2021 survey inquired about the six different categories of Family or Youth

Partners serving on the CCPTSs (see Table 6 for the categories). The teams could identify if they
had more than one partner on their team. Several countiesuitilerpartners representing a

single category, for example, one county reported 4 Biological Parents participating on their
CCPT,and hencé¢he number of Family and Youth Partners participating on CCPTs is higher

than the number of CCPTs reporting Fanaihd Youth Partner participation. Table 6 shows
rates of Family or Youth Partners’ participat
Biological Parent which formed over tvibirds (5, 66%) of the Family or Youth Partners. All

cat egor i ediCipatioraranged fromiever to very frequently
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Family or Youth Partners by Category and Reported Frequency of Participation, 2021

Table 7 Family or Youth Partners by Category and Reported Frequency of Participation

Category Never Rarely Occasionally Frequently Very Total
Frequently  Participation

Biological 3 0 3 0 2 5

Parent

Kinship 5 0 1 0 2 3

Caregiver

Adoptive 4 0 1 0 2 3

Parent

Youth 5 1 1 0 0 2

Partner

Guardian 6 0 1 0 0

Foster 6 0 1 0 0 1

Parent

Other 6 0 0 0 0 0

Total 35 1 8 0 6 15

In summary, the survey asked if the CCPT included Family or Youth Partners. These are

individuals who have received services or care for someone who has received services. This

year, 10% of respondents indicated that Family or Youth Partners servedrd®GRdi or

combined CCPT/CFPT, a decrease from last year. The large majority of CCPTs lacked family
representation, which limited their capacity to bring youth and family perspectives to the table.

This could inhibit their contributions to institutingtheat e’ s sel ected model o
practice in a familycentered manner.

H. Strategies for Engaging Family or Youth Partners on the Team

The survey then asked the respondents i f “Fam
meeti ngse€y amad i“fraduested resources or assi stae
Partner involvement.” Of the 8 respondents, 7

Youth partners to attend CCPT meetings but only 4 (50%) had requested resources aressistan
from DSS to assist in Family Partner involvement.

In previous years, CCPTs have been asked to provide a list of strategies to promote Family
Partner engagement. In this year's survey, the research team identified common factors from past
years and deatoped a checklist for response. The findings reveal that CCPTs had very few
strategies that they leveraged to promote Family Partner engagement. Description of the role of
the Family and Youth Partner and emphasis on the value the Family and Youth f@&tner

brings were the most commonly endorsed among the 7 respondents, with 4 (57%) respondents
endorsing each. Overall, this strategy appears to have resulted in a lack of robust data, indicating
that trends in strategies for Family Partner participatiag fluctuate significantly from year to

year.
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Strategies for Engaging Family or Youth Partners, 2021 (N=7)

Table 8 Strategies for Engaging Family or Youth Partners

Strategies for Engagement Frequency(Percent)
Emphasizing the value that Family and YoR#rtners bring 4 (57%)
to the team

Describing the role of the Family and Youth Partners on tt 4 (57%)
team

Repeatedly extending invitations by multiple means (e.qg., 3 (43%)
phone, email) to possible Family and Youth Partners

Having a senior agenagpresentative extend the invitation 2 (29%)
Ensuring that discussions are in clear and understandable 2 (29%)
language for all participants

Using team members already on the CCPT to offer family 1 (14%)
perspectives

Rescheduling meeting timesaocommodate Family and 1 (14%)
Youth Partners

Providing information on opportunities available to 1 (14%)
participants (e.g., training)

Preparing Family and Youth Partners for the meetings 1 (14%)
Outreach through community networks to identify Faraihgl 1 (14%)
Youth Partners

Explaining purpose of CCPTs in jargfree and inviting 1 (14%)
language

Drawing Family and Youth Partners into the meeting 1 (14%)
discussions

Putting CCPT membership ir 0 (0%)
job description

Other 0 (0%)
Debriefing with Family and Youth Partners after meetings 0 (0%)

In summary, state legislation does not mandate the involvement of Family Partners, and, as a
result, teams may have reservations on adding members who are not specified in statute.
Nevertheless, there are clear avenues for promoting Family Partner oaindagigagement.
These may include promoting requests for assistance from DSS and working with CCPT
Technical Assistance to develop targeted strategies for recruitment and outreaC.Plihe

Board is hopeful that the Division will engage with CCPTSs to etpgunty specific approaches
to supporting Family Partner engagement.

17



I. Factors Limiting the Participation of Family or Youth Partners

In previous years, CCPTs have been asked to provide a list of factors they believe limit Family
Partner engagement. Atiugh the respondents utilized the checklist for responding, the majority
selected the category other and entered a unique factor which limited Family Partner
participation in their CCPT. Among these qualitative responses, common themes such as
COVID-19 bariers, lack of recruitment efforts, lack of commitment, problems identifying
participants, confidentiality, and statutory prohibition issues were reported by respondents. These
themes were similar to last year's results and should inform support praviG&PTs to

promote outreach and engagement strategies.

Factors Preventing Family Partners from Participating, 2021 (N=68)

Table 9 Factors Preventing Family Partners from Participating

Preventative Factors Frequency (Percent)
Other 37 (54%)
Othercommitments (e.g., school, work) 20 (29%)
Uncertainty about role 15 (22%)
Scheduling conflicts 14 (21%)
Lack of transportation 9 (13%)
Lack of reimbursement for time 8 (12%)
Lack of childcare 6 (9%)
Note. Percentages add up to more than 100 becausd¢ies could select multiple options.
When asked “which of the following reasons pr
or youth on your team?” 76 CCPTs responded to

recruiting oridentifying Family and Youth Partners was the most frequently cited barrier to
Family Partner engagement. This is consistent with CCPTs limited reporting of strategies to
engage Family Partners. Additionally, 11 respondents identified a unique factentomgv

CCPTs from engaging Family Partners. These included, no efforts being made to do so, lack of
meetings, managing priorities and mandates during C@\[rase status preventing Family
Partner engagement, and the perception that it is not permitsdtbie.
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Factors Preventing CCPTs from Engaging Family Partners, 2021 (N=76)

Table 10 Factors Preventing CCPTs from Engaging Family Partners

Preventative Factors Frequency (Percent)
Difficulty recruiting or identifying Family and Youth Partners 37 (49%)
Sensitive nature of topics discussed 24 (32%)
Uncertainty about maintaining confidentiality 22 (29%)

Need for training on engaging Family and Youth Partners 22 (29%)

Lack of dedicated person to engage Family and Youth Partner 21 (28%)

Lack ofresources to support participation (e.g., transportation, 18 (24%)
childcare, reimbursement for time)

Other 11 (15%)

Note. Percentages add up to more than 100 because counties could select multiple options.

Overall, this strategy appears to hagsulted in a lack of robust data, indicating that trends in
barriers to Family Partner participation fluctuate significantly from year to year and are unique to
each county and their respective cases, indicating a need for county specific approaches to
sypporting Family Partner engagement and participation.

In summary, CCPTs detailed at length the reasons preventing the participation of Family or
Youth Partners on their teams. In addition to the significant difficulties posed by CO/ID
some of these asons stemmed from the situation of the partners: logistical, such as
unavailability of transportation, scheduling conflicts, and lack of reimbursement. However,
overwhelmingly CCPTs identified reasons related to the team rather than Family or Youth
Partnes. These included uncertainties about how to recruit partners, how to maintain
confidentiality, lack of time and resources to be allocated to Family Partner engagement
strategies, and conflicts with current mandates and statutes. CCPTs asked for naoreegunid
bringing Family and Youth Partners onboard their teams. Thus, CCPTs identified the training
and resources they would need for engaging families on their teams. The diversity in responses is
indicative of a need for county specific support for FgrRé&rtner engagement.

J. Partnerships to Meet Community Needs

Besides their own teams, the CCPTs worked with other local groups to meet community needs.
Survey questions on local initiatives and interagency collaborations were particularly timely this
yearThe pandemic increased community needs whil
their functions, including community prevention efforts. Three survey questions inquired about

local partners with whom the CCPT carried out initiatives and communicatedthbdindings

from these initiatives, and another two asked
role in these groups.

Local Partnerships

The survey first asked: “During 2021, did you
communityb cr eate programs or inform policy to me
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80 respondents, 25 (31%) answeyedthat they did partner with other organizations and 55
(69%) respondedo. Due to the continued impact of the pandemic, the percentaggedinis

were lower than those in 2020 when 47% said that they were partnering. Counties of all sizes
were well represented among those partnering on community needs.

Afollow-up question for those partneringsewas: *“|If
initiatives to meet a community need.” Out of
these initiatives. This year one county engaged in a safe sleep initiative, and the other continued
working towards initiatives from previous years with thgarly Intervention Team and TEAM

LED Diversion and Peer Support Program. The low rate of response in 2021 stands in stark
contrast to the prior year, when 36 teams described their local initiative; however, many of these
teams also identified that they htdcut short their initiative because of the impact of COVID.

Their experience last year may have discouraged taking on initiatives in the second year of the
pandemic.

Sharing Findings and Recommendations

Asecondfollowu p questi on as kteedorganizilibne or greupseat the loeal

|l evel, with whom you shared your CCPT’s findi
initiative?” Respondents included CCPTs that
this year.

Among the55teas t hat responded “no” to involvement

of groups with whom they communicated findings and recommendations. These groups were the
team members’ organizations, county commi ssi o
boad of health, public health department, victim service agencies, juvenile justice, and the
community at large.

Among the 25 teams currently involved in local initiatives, 24 specified groups with whom they
shared findings and recommendations from |lauéhktives. For instance, one team wrote,

“Pol i ce, Fire, EMS, Hospital, Obstetricians,
Anot her CCPT el aborated on their system of <co
Hospital/Medical Professionals on CCPTKIFR, developed additional screening tools to be used

on all patients at the hospital to identify risk factors of substance use so they can be referred to
DSS for plans of safe care.”

In summary, the pandemic deepened community needs while seeming @C&ak from

taking on new local initiatives. In the prior year, many CCPTs had to cut short their initiatives
because of the pandemic, and this experience may have discouraged teams from taking on
initiatives in 2021. Nevertheless, 25 out of the 80 COBTI%0), partnered with other

organizations to pursue community efforts, initiatives, and communications. Their partners were
wide-ranging and included public agencies, nonprofit organizations, faith communities, and
businesses. This year, the diversity antperships and collaboration mirrored that of previous
years extending beyond “traditional team memb
findings and recommendations were communicated widely in their counties.
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K. Which cases do local CCPTs reviewand how can the review process be
improved?

According to North Carolina Gener@tatute87B-1406, CCPTs are to review:
a. Selected active cases in which childrem being served by child protective services;
b. and cases in which a child died as a result of suspected abuse or neglect, and
1. A report of abuse or neglect has been made about the child or the child's family
to the county department of social seedavithin the previous 12 months, or
2. The child or the child's family was a recipient of child protective services
within the previous 12 months.

The expectation is that CCPTs examine cases of child maltreatment, and, accordingly, the CCPT
mandate is ifferent from that of the CFPTs, who are responsible for reviewing additional child
fatalities. North Carolina General statute SYfBF 01 (1. defines additional
death of a child that did not result from suspected abuse or negledb@mdwvhich no report of

abuse or neglect had been made to the county department of social services within the previous

12 mont hs”) .

State statute does not stipulate how many cases CCPTs must review in a calendar year. Statute
does specify that CCPTs stumeet a minimum of four times per year. During these meetings,
the teams may opt to review cases.

The survey posed a series of questions about
maltreatment fatalities, active cases of child maltreatmatdria for selecting cases,
information used in case reviews, and service needs of the cases.

1) Child Maltreatment Case Reviews
Child maltreatment cases encompass both active cases and child fatalities. The active cases

include near fatalities defined byO\General Statute § 7B9 02 as “a case i n whi
determines that a child is in serious or critical condition as the result of sickness or injury caused
by suspected abuse, neglect, or maltreatment.

Active Cases

As occurred in previousyeats,hi s year’' s gquestions regarding c

and near fatality cases had been extensively
more specific in reporting and provide CCPTs with the opportunity to highlight diffisuttiy
face in conducting cases review. This year's

(active cases) reviewed by your CCPT between
responding counties, 66 (83%) reported having reviewed at least orecade, the number of

cases reviewed ranged frorv2, with a total of 4% cases being reviewed by counties in 2021.
However, it should be noted that some combined CCPT/CFPT counties may have reported
preliminary reviews in their survey responses that were not selected for full review based on
relevant criteria. This may partialcontribute to the increase in total cases reviewed from 2020

to 2021. Next year's survey will be adjusted to provide additional clarity regarding which cases

to include in the count.
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The survey then asked, “How mfafngctodd tlhrefsantca3’
60 counties who indicated they reviewed at least one active case, 26 reported instances where at
least one of the active cases under review involved a Substance Affected Infant. The number of
active cases reviewed that involvedubStance Affected Infant ranged fror# 1with a total of

47 active cases with a Substance Affected | nf
many of the active cases entailed near fatal.@
at leasibne active case, only 5 indicated that one of these cases involved a near fatality. The
maximum number of active cases reviewed that involved a near fatality by any of the 5 counties

was 1 for a total of 5 cases being reviewed thattheste criteriaThelow number of near

fatalities reviewed may be a result of the lack of notification to teams about reviewing these

types of cases and reflect the need for NC DSS and DSS directors to provide such notification.

Number of Child Maltreatment Reviews by Comb/Separate Status, 2021
Table 11Number of Child Maltreatment Reviews by Combined/Separate Status

Number — Sum Minimum  Maximum
Type of Review of of of Cases  of Cases Mean SD
CCPTs Cases
Active Cases Reviewed 48 337 0 72 5.71 9.66
CCPT/ CFPT
Active Cases 17 31 0 4 0.53 1.08
Reviewed
with SAI:
CCPT/CFPT
Active Cases 1 1 0 1 0.02 0.13
Reviewed
with Near Fatality:
CCPT/CFPT
Active Cases Reviewed 17 134 0 16 7.05 4.49
CCPT
Active Cases 9 16 0 3 0.84 1.07
Reviewed
with SAl: CCPT
Active Cases 4 4 0 1 0.21 0.42
Reviewed
with Near Fatality:
CCPT

Note.A case may have more than one type of review. Standard Deviation (SD)

Table 12 displays the total number of cases reviewed when organized by county size. Compared
to the large and medium size counties, the small coustiasgroupeviewed the most casbat

on average the large counties reviewed two or three times theenoimtases than the small and
medium size countie®Vithin each countgize group, especially for the largest counties, there

was extensive variation in how many cases they reviewed.
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Number of Child Maltreatment Cases Reviewed by County Size,(RBEE)

Table 12 Number of Child Maltreatment Cases Reviewed by County Size
Size of Number of Respondents Reportii  Number of Mean SD Range

County Cases Cases Reviewec

Small 29 (56.9%) 210 5.68 4.76 0-17
Medium 27 (67.5%) 129 3.91 3.77 0-16
Large 10 (100%) 138 13.80 20.57 4-72

Note: Number of responding counties and percent of total possible counties of a specific size. L
standard deviations indicate wide variability in the number of cases reviewed. Standard Deviatic
(SD). Mean, Range, arfstandard Deviation include responding counties that indicated zero case
reviewed.

Maltreatment Fatalities

The 2021 survey then went on to ask, “lIn your
fatality reviews separate from the intensive
guestion, 38 (48%) conducted maltreatment fatality reviews separatenftemsive reviews and

41 (52%) did not. As a follow up question, the CCPTswhorespamolecde r e as ked, “ Do

have a separate team that conductsngllese revi
(27%) hal a separate team that condadtthese reviews ah29 (71%)did not, one team did not
provide an answer to the follow up question.

Next the survey asked, “1If your CCPT conducts
how many met the criteria for a hktatdeastonecd vi ew?
their fatality reviews, outside of intensive reviews, met the criteria for a local review. The

number of reviews meeting the criteria for a local review ranged fr@ehWith a total of 151

cases meeting the criteria. The survey thentried down and asked CCPTs,
fatalities reviewed were Substance Affected |
one fatality case that was reviewed was a Substance Affected Infant. The number of cases that
were reviewed witlthese criteriaanged from 45 with a total of 22 Substance Affected Infant

fatality reviews conducted among the 12 CCPTs.

Reporting

The survey then sought to enquire about reporting issues that the CCPTs may have encountered
during the review process@how CCPTs generally go about conducting local reviews. First,

the survey asked, “When an intensive review o0
| ocal review?” A total of 51 counties provide
The responding CCPTs provided a range of responses indicating that the approaches vary based

on county specific resources, team composition, experience, and policy guidelines. Several

CCPTs indicated that they had not had any intensive reviews, eithasthisykear or

previously, or that they do not conduct these types of reviews at all. Additionally, several teams
formed subcommittees or collaborated with their CiBP®ther relevant partners to complete the
case review. One t e a oomplated &nd the répuvireceived,thee | CFR i
CCPT/CFPT reviews the document to identify strategies to address systems issues. We then
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follow up on i mplementation of actions recomm
Furthermore, CCPTs indicated that invevent from or communication with other
organizations or persons outside of the team can either help or hinder the process and outcomes.

For example, one CCPTs wrote, “The Department
information to the community pers and an open discussion occurs to discuss solutions and
resources that would benefit the case.” While

presentative tells us she is coming and we establish a team. We don't like it though because we
don't feelanything useful is ever done with our findings and we feel that our findings are not

al ways accurate because they are so influence
of responses to this new survey question providing an abundance ofcevideicating that

CCPTs had varying approaches to conducting these types of reviews when the need arose.
However, there appears to be room to provide additional guidance and support to CCPTs who

feel that these processes are not running smoothly or hidngnigtended impact.

Next the survey asked, “Were there any issues
review?” Of the 50 CCPTs who responded, only
did not, 35 CCPTs did not respond to thisquestn . Fi nal |l y, the survey a
active or fatality cases did you identify any issues related to the report of Substance Affected

I nfants in accordance with the | aw?” Of the 7
reporting SAI and 7092%) did not; 9 CCPTs did not respond to this question.

In summary, child maltreatment cases encompass active cases and child fatalities; active cases
include near fatalities where child abuse, neglect, or dependency is suspected. In 2021, 80 (94%)
of the 85 responding CCPTs reviewed 622 cases, although this may be inflated due to the
inclusion of preliminary case reviews from combined CCPT/CFPTs6ZBeases included 471

active cases and 151 child fatalities. Among these cases were 79 infants who were affected by
substances and only 5 cases of near fatalltege counties reviewed two to thittwes more

cases on average than small or medium couriites.CCPTs did not indicate that they reviewed

any cases, possibly due to their status of not being an established team. The survey did not
specifically inquire about the reasons why some counties had not reviewed cases and what would
have helped them fiill this role.

a) Criteria for Selecting Cases for Review

The survey asked about the criteria that the teams applied for selecting cases to review. The

teams were provided a list of 12 criteria and could write in two additional reasons. As shown in

Table 13the most common reason cited by 65 (86%) out of the 76 respondents was that the case
was active. This is in keeping with the expec
cases in which children ar e b etutenatpochagesitted by ¢
teams with reviewing “cases in which a child
Among the respondents, 25 (33%) stated that they selected child maltreatment fatalities for

review. In addition to these statutory requirensethe CCPTs identified other selection criteria.

Along with active cases, the most frequently selected, at 70% or higher, were the criteria of child
safety, repeat maltreatment, and multiplermgenvolvement. B st y e a askesdabsui r v e y
parentopio d use. This year’'s sur v.dynabhdefGCPADout pa
selecting cases for review because of any types of parent substance use increased the responses
from 42% for opioid use to 70% for the broader category of parent substanéétysene of

the respondents added a selection criterion, and five of these provided two criteria. The additions
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included ment al health needs,” “substance us
undocumented citizens,"” and “cases selected b

Case Criteria Used by CCPTs for Selecting Child Maltreatment Cases for Review, 2021, (N=76)

Table 13 Case Criteria Used by CCPTs for Selecting Child Maltreatment Cases for Review

Selection Criterion Number of CCPTs
Active Case 65 (85.5%)
Child Safety 60 (78.9%)
Multiple Agencies Involved 58 (76.3%)
Repeat Maltreatment 55 (72.4%)
Child and Family WelBeing 54 (69.7%)
Parent Substance Use 53 (69.7%)
Stuck Case 52 (68.4%)
Court Involved 42 (55.3%)
Child Permanency 36 (47.4%)
Other 1 34 (44.7%)
Child Maltreatment Fatality 25 (32.9%)
Other 2 17 (22.4%)
Closed Case 15 (19.7%)
Child Trafficking 13 (17.1%)

Note The sample includes the 76 respondents that had at least one case r¢

b) Contributory Factors to Intervention Necessity
Child Protective Services (CPS) codes cases of substantiated maltreatment or family in need of
services on factors contributing to the need for intervention. These contributory factors fall into
three broad categories: caretaker, child, and household Téabists these contributory factors
and the number of CCPTs who used each factor in selecting cases for review. The two most
common factors were caretaker’s drug use <cite
state cited by 57 (77%) CCPTs. Founatfactors used by over 50% of CCPTs pertained to
caretaker’s alcohol use, child/youth with men
and household domestic violence.
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Contributory Factors for Children Being in Need of Proteatidsed by CCPTs for Selecting
Child Maltreatment Cases for Review, 2021, (N = 74)

Table 14 Contributory Factors for Children Being in Need of Protection Used by CCPTs for Selecting Child
Maltreatment Cases for Review

Contributory Factor

Number of CCPTs

Parent/Caregiver

Drug Use 59 (79.7%)
Mental Health Need 57 (77.0%)
Alcohol Use 40 (54.1%)
Lack of Child Development Knowledge 34 (45.9%)
Intellectual/Developmental Disability 19 (25.7%)
Other Medical Condition 14 (18.9%)
Learning Disability 14 (18.9%)
Visually or Hearing Impaired 4 (5.4%)
Children/Youth

Mental Health Need 53 (71.6%)
Behavior Problem 40 (54.1%)
Drug Problem 22 (29.7%)
Other Medical Condition 22 (29.7%)
Intellectual/Developmental Disability 16 (21.6%)
Learning Disability 15 (20.3%)
Alcohol Problem 12 (16.2%)
Physically Disabled 7 (9.5%)

Visually or Hearing Impaired 3 (4.1%)

Household

Domestic Violence 48 (64.9%)
Inadequate Housing 37 (50.0%)
Financial Problem 30 (40.5%)
Public Assistance 30 (40.5%)

In summary, state statute requires that CCPTs review two types of cases: active cases and child
maltreatment fatalities. Most (86%) respondents selected active cases for review. Child
maltreatment fatality was given as a reason for case selection by 38%pohdents/Vhether
local teams review all child maltreatment fatalities depends on the context. For instance, teams
select cases for review if there appear to be systemic factors affecting service detgery.
second most frequent criteria for selegtoases were multiple agency involvement and repeat
maltreatment, both identified by over 70% of respondents. The range of issues identified

ndi cates the CCPTs' concern

about

many

ar eas

selected cases on thadis of factors contributing to children needing protection: The two most
drug
health need cited by 57 (77%) CCPTs. Four other factors used by over 50% of CCPTs pertained

common factors were caretaker
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tocaretaker’s alcohol use, child/youth ment al
household domestic violence. The range of iss
many areas affecting t he fanprehensieeawarehesswktle. Thu
challenges affecting the children and families in their communities.
2) Process of Case Reviews

The CCPTs used different types of information to review the cases (see Table 15). Out of the 79
respondents, 87% used case fidad 80% used reports from members and/or case managers.
Over half (72%) used information on procedures and protocols of involved agencies. These three
types of information were the same primary sources as reported in the 2016 through 2020
surveys; howevergported use of these types of information is notably lower in 2020 but has
ri sen based on this year’s data. This may hav
not being able to access and share materials in the office. CCPTs also wrote ath&yme
information sources, including: social worker presentations and medical, school, police, and
military records, similar to previous years.
Type of Information Used by CCPTs for Reviewing Cases, 2021, (N=79)
Table 15 Type of Information Used by CCRdisReviewing Cases

Type of Information Number of CCPTs

Case Files 69 (87.3%)

Reports from Members and/or Case 63 (79.7%)

Managers/Behavioral Health Care Coordinators/Ce

Managers

Information on Procedures and Protocols of Involve 57 (72.2%)

Agencies

Child and Family Team Meeting Documentation 37 (46.8%)

Medical Examiner's Report 30 (38.0%)

Individualized Education Plan 26 (32.9%)

Other 1 25 (31.6%)

Other 2 13 (16.5%)
Ways to Improve Case Reviews
Il n 2021, the survey asked teams, “What woul d

Among the 80 established teams, 49 (61%) provided a means of improving their review process
and 31 (39%) did not. The methods offered in 2021 overlapped extensittelhose in 2020 as
the pandemic has continued to influence how the teams carry out case reviews.

Some teams responded that they were quite satisfied with their review process. They wrote about
having a process that wo odabputdhariegin@@Bgtion, thesei d ,

are no suggestions for i mpereviewsrae wdll toordimated hat
and all members cooperate and participate.” O
process. Some reported thattheywee wai ting to “get back i n pers
reviews. Many of the themes were interconnect
coordinator to track down information” due to
informationbetween agencies and offices. Egampleo ne CCPT wr ote “that ¢t
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Social Workers don't have time to prepare the
Whil e another wrote, “Cases someti mem cannot
records.” Their responses indicate the need f
information if it is not being voluntarily shared in a timely manner. Many CCPTs also reported

the need for more time to conduct case reviews and more involvemmenpérticipants,

agencies, communities, and Family Partners.

Others noted areas for improvement that local teams could undertake:

Timely access to informatipimcluding“timely receipt of cases to be reviewed from the
state” as manyf cCOCP'TD S et owapirteisnegnt cases” tC
Better structuring of meetings by having “a quarterly agend
presentation of cases “from eaasmndargzzechcy on
tool for collecting and compilgpdata ”

More supports foconducting reviewssuch asutilizing and learning CCPT poli€yby

having an “internal refresher with CCPT me
expectations with a review of the CCPT purpose, duties and roles, and how case reviews

gui de advocacy and recommendations.”’

In summary, the local teams figured out waysperate during a pandemic but missed their in
person meetings. CPPTs outlined ways that they could improve their review process: These
included recruiting family and community representatives, having more consistent participation,
more consistent meetingdeveloping structure for meetings, and enhancing access to case
information to facilitate a timely review process. They also recommended ways that DHHS
could strengthen the review process, by expediting notifications of fatality cases, clarifying
policies, roles, and expectations while also providing technical assistance and tracking tools.

L. Reported Limits to Access to Needed Mental Health, Developmental Disabilities,
Substance Use, and Domestic Violence Services and Suggestions for
Improvement

Arecui ng concern of CCPTs was the families’ i m
health, developmental disabilities, substance use, domestic violence, and child trafficking
(MH/DD/SU/DVICT).

The survey asked the CCPTs to identify how many cases raviav2921 needed access to
MH/DD/SU/DVI/CT services. Table 16 summarizes the findings first for the children and second
for the parents or other caregivers. Here, 54 of the respondents identified MH needs of children
in a total of 243 cases. A total of 3spondents identified SU service needs and 23 identified

DV services needs for children; however, SU and DV services were required in 79 and 77 cases
respectively. These numbers are on par with 2020 data which indicated a need for SU and DV
services for 7&ases. I/DD services were needed for children in 33 cases. Child trafficking
services were needed in 6 cases and were reported by 2 CCPTs.

The 2021 survey asked, “Did any of these seryv

indicated there waswaaitlist for MH services, 6 indicated there was a waitlist for I/DD services,
7 indicated there was a waitlist for SU services, and 4 indicated there was a waitlist for DV
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services, and 1 indicated there was a waitlist for CT services.

For the parents araregivers, the need for mental health and domestic violence were the most
prominent. Among the responding teams 61 identified the need for MH services and 45

identified a need for DV services. The total number of reviewed cases were also higher with 257

of the reviewed cases requiring MH services and 115 requiring DV services. The need for SU
services was cited by 53 of the teams, for a total of 208 cases. The need for I/DD services was
expressed by 12 CCPTs but with a significantly lower number of cagiesved (19 cases).

The 2021 survey asked, “Did any of these seryv
indicated there was a waitlist for MH services, 4 indicated there was a waitlist for I/DD services,

8 indicated there was a waitlist for SUngees, and 6 indicated there was a waitlist for DV

services. Therevasa total of 68 responses to this survey item.

Next the survey asked “How many of these case
comparison is reported in Table 16. Acrosgatkgories with one exception, the majority of

cases received the needed services (84%). Notably, the one exception was child trafficking,

where only 1 out of 6 cases (17%) received the needed service. In each category, a substantial
percentage of casalid receive the needed service, however, critical services were not received

for all cases in any category. For children, the need for child trafficking services was met for

only 17% of the cases, however, mental health needs were met the most fraqu8yof

cases. For parents/caregivers, the need for substance use services was met the least frequently, in
only 64% of cases, however, the need for intellectual/developmental disabilities services was met
in 84% of cases. For cases where there waddlyduth need for substance use services, more

cases were reported as receiving those needed services than the sum of cases reported. This is
most likely due to input errors by responding CCPTs.

As noted previously, CCPTs commonly selected cases fawedscause of parental drug use,

child safety, domestic violence, and child and family seeling (which includes mental health).

These criteria would tilt the findings on reviewed cases toward the need for SU, MH, and DV
services. As noted in previous ysathe findings indicate that the CCPT members were well

aware of these issues across the families that they served and recognized the complexity of these
situations, often entailing the involvement of multiple agencies.
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Number of Reviewedases Requiring Access and Receiving Services to MH/DD/SU/DV/CT
Services, 2021 (N= 77

Table 16 Number of Reviewed Cases Requiring Access and Receiving Services to MH/DD/SU/DV/CT Services

Number  Sum Sum and Percentag Sum of Sum of

of of of Services Cases Cases
Reporting Cases Received Mean SD
CCPTs
Children/Youth
Mental Health 54 243 203 (83.5%) 3.16 6.10
Substance Use 30 79 48* (60.8%) 0.72 1.61
Domestic Violence 23 77 51 (66.2%) 1.03 2.62
Intellectual/Developmenta 19 33 25(75.8%) 0.44 0.90
Disabilities
Child Trafficking 2 6 1 (16.7%) 0.08 0.59
Parents/Caregivers
Mental Health 61 257 178 (69.3%) 3.34 6.11
Substance Use 53 208 134 (64.4%) 2.70 4.02
Domestic Violence 45 115 83 (72.2%) 151 1.82
Intellectual/Developmenta 12 19 16 (84.2%) 0.26 0.75

Disabilities
Note.MH/DD/SU/DV=Mental Health, Developmental Disabilities, Substance Use, and Domestic Violence. Large

standard deviations indicate wide variability in the number of cases reviewed requiring access to s8eviees.
cases were pulled from analyses due to the number of cases where services were received being higher than the

number of cases reported; this is most likely due to an input error from 7 respoodimigs.

Next the sur v ethe fdleviogliditatiohsWireventdd chidiren, youth, and their
parents or other caregivers from accessing ne
17, the two most frequently cited limitations were limited or no services (64% of respondents)

and limted transportation to services (58% of respondents). Other common reasons were limited

MH and DD services for youth with dual di agno
awareness about available services dJfetypoet) . Res
with dual diagnosis as a limitation ranged from43%. These trends are similar to previous

years’ findings.

Among the respondents, 43 wrote in additional limitations. These primarily concerned systemic
factors and to a lesser extent, famgya s o n s . Some respondents comme
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willingness to seek services and parent
limitations referenced language and cultural barriers. Others identified the lack of available
services, particularlwithin the context of the pandemic.

S r

Number of CCPTs Reporting Limitations Preventing Children, Youth, and
Their Parents or Other Caregivers Accessing Needed MH/DD/SA/DV Services, 2021, (N = 80)

Table 17 Number of CCPTs Reporting Limitations Preventiritft&m, Youth, and Their Parents or Other
Caregivers Accessing Needed MH/DD/SA Services

Limits on Access Number of CCPTs
Limited Services or No Available Services 51 (63.8%)
Limited Transportation to Services 46 (57.5%)
Limited Services MH and DD forouth with Dual Diagnosis 34 (42.5%)
Limited Community Knowledge About Available Services 32 (40.0%)
Limited Services MH and SA for Youth with Dual Diagnos 31 (38.8%)
Other 1 28 (35.0%)
Limited Services MH and DV for Youth with Dual Diagnos 19(23.8%)
Limited Attendance MH/DD/SA/DV Providers at CFTs 18 (22.5%)
Other 2 15 (18.8%)
Limited Number of Experienced CFT Meeting Facilitators 11 (13.8%)
Note.MH/DD/SU/DV = Mental Health, Developmental Disabilities, Substance Use, and Domestic

Violence.

In summary, children, youth, and their parents or caregivers faced serious barriers to accessing
needed services. Most CCPTs who reviewed cases in 2021 cefiatehildren and youth

needed access to mental health services. Most CCPTs also reviewed cases in which the parents
or caregivers required access to mental hesithstance user domestic violence services.

With one exception, the majority of casasiach category received the needed service. Notably,
the one exception was child trafficking. Nevertheless, substantial numbers in all categories did
not receive required services, with the percentage ranging freB8%6AIl needed service
categories wergeported as having a waitlist in at least one case. As noted previously, CCPTs
commonly selected cases for review because of parental drug use, child safety, domestic
violence, and child and family wetleing (which includes mental health). These criteald

tilt the findings on reviewed cases toward the need for MH, SU, and DV services. CCPTs
indicating that there were waiting lists for these services also speaks to this need. Additionally,
CCPTs identified syst emi cntlservicas.dmesnost comnioalyni | i e
cited barriers were limited services or no available services, lack of transportation to services,
and inadequate services for youth having a dual diagnosis of mental health and developmental
disability issues. The CCPTsmmented on some family factors affecting service receipt such as
parents' readiness to participate in services and on systemic factors such as language barriers,
financial barriers, and service providers being understaffed or closed due to AOMIiDs

quite likely that family and systemic barriers reflected the complexity of the healthcare system
and challenges in finding services without having health insurance. Thus, the teams were well
aware of multiple issues keeping children and families from meekled services. As stated in
previous reports, the federal funding from the Family First Prevention Services Act may be able
to assist them in securing prevention services in their communities.
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M. Racial Equity Issues in Addressing Local Needs

Thi s sumey explared local developments in regards to a racially equitable approach to
child welfare. The s uheconditiondvadnraoiaidentityzanmoebe e q u i
used to predict individual or group quality of life outcomes (e.g. wealktbye, employment,
criminal justice, houBiimgt, htla¢e thurcwaey, asldad,a
di scussed issues of racial equity in child we
noand 21 (26%) checkeges.

Next,thesurveyipui r ed, “ What are some | ocal i ssues ir
racially equitable approach?” Out of 85 teams
(74%) did not (see AppendiR). Some who did not specify a local issue explainedtkieat
county had Iittle diversity, for example, * We
Ot hers noted that “none were discussed this vy
Some responded that they wehes“thomeawarethbét m
apply to their local child welfare.
Child abuse does not see race or ethnicity when a case is called into our agency.
Cases are not assigned or determined by race or ethnicity by our agency.
Among those describing an issoferacial equity, some pointed to concrete needs such as for
transportation, housing, income, and employment. The lack of such resources could lead to
involvement with the criminal legal system or, as another team explained, with child protection.
Disparities in child welfare start at CPS Intake, which families are or are not being reported
to DSS. Systemic inequities impact families, and subsequently families that are impoverished
and or have lack of access to resources are more likely to be report&sto D
Steps to improve child welfare delivery inclu
racially equitable” and *“ addavmghslingnastatf he needs
available.” Teams recogni z e dengshaong copmunityance o0
members” and “staff and placement providers b

CCPTs emphasized the importance of training for creating an environment attentive to racial

equity, both on their team and within the wideo mmuni ty. One team expl ai
opportunities for team members open conversat
“pr act i ethrc’and cultdral sensitivity training delivered in DSS.

A county provided a webinar series on servigpobportionality for DSS and Health service
providers. Another team stressed the importance of training aligned with a public health
framework of racial equity and inclusion.

Our county recognized racism as a public health issue and has a Racial Equaitju&dn

Workgroup within county government that is providing educational opportunities for staff. Our
Social Work Division also has a Racial Equity workgroup that has been doing the same.
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Adopting a partnershipuilding strategy, a county detailed its w0 enhance equitable
delivery of services to the Latinx community.

Formed partnerships with local advocates and organizations, prepared materials in Spanish,
attended Latina community festivals and distributed materials; Trained child welfare staff and
other community organizations in culturally appropriate work with the Latinx community.

Acknowl edging a “disproportionate number of m
services” in the county, a CCPT sqgpenkesstof t he
learning from cultural communities.
Our team works to address issues with cultural humility and knowledge of racial inequities with

an ongoing desire to learn more and apply knowledge better.
Questions on local issues were followed intheswv by asking, “Would vyou

being provided resources to explore a racialdl
76 responses, 63 (83%) weresand 13 (17%) wergo. Five respondents added comments (see
AppendixC). ACCPT charaetr i zed the type of training resou
from a neutr al presenter.” Another explained
be useful for treatment planning especially since there is a teen suicide incredsg local

Il n summary, this year’s survey explored | ocal
approach to child welfare. Most responding teams (74%) had not discussed issues of racial
equity in child welfare over the year, and some stated that theyumaware of such issues

locally. Others explained that the county had little diversity or that child protection did not
determine cases based on race and ethnicity. A quarter (26%) of the responding teams described
local issues of racial equity. They pted to how systemic inequities in access to resources (e.qg.,
housing, employment) led to reporting to child welfare. They placed weight orotassy

training to open up discussion of issues and possible solutions. Teams characterized racism as a
public health issue and urged cultural humility to encourage continual learning. Most teams
expressed interest in receiving training resources on a racially equitable approach to child
welfare.

N. Local CCPT Recommendations for Improving Child Welfare Services

In developing recommendations to NCDHHS, the Advisory Board used all the survey sections
and particularly examined closely the recommendations emerging from the CCPTs to improve
child welfare services at the local and state levels. The survey asked théaemowsnd their
recommendations on their review of cases over the year and from this basis to identify their top
three recommendations, respectively, for the local level and for the state level (see A@pendi
The teams made 169 recommendations at tted level and 142 recommendations at the state
level, for a total of 311 recommendations.

Out of 85 teams, 73 teams made recommendations for the local level, with 12 making one, 9
making two, and 52 making three, for a total of 169. This left 12 teamdithadt offer
recommendations. The number of recommendations at the state level (142) was lower than at the
local level (169). When asked to specify sfateel recommendations, more teams declined (18
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for state versus 12 for local). Among those givirgjestecommendations, 13 gave one, 6 gave 2,
and 48 gave 3.

A benefit of grounding recommendations on the case reviews was that CCPTs proposed
strategies to address situations that they had discussed as a team. A difficulty of having the
recommendations Bad on cases is that teams without case reviews in 2021 may have refrained
from offering their valuable suggestions for improvements to child welfare services. A few teams
that had not reviewed cases made recommendations anyhow.

The 2021 recommendationseslapped with areas cited in the 2020 survey but with some
di vergences. Compared with 2020, this year
pandemic and somewhat more attention to child fatalities.

S

Recommendations for the Local Level

The surveyfis asked, “Based on your 2021 case revie
recommendations for improving child welfare services atdbal level? ” Space was pr o\
for writing in each of these top recoammendat:i
level were especially directed to prevention strategies that could be achieved in their

communities, such as raising awareness, forming partnerships, increasing service coordination,

and advocating for resources. Their host of recommendations coteemtnafive main areas.

Accessible Resources and Culturally Responsive Services for Fairelagss recommended
increasing “resources in the community to al/l
For instance, they ubrigedze“ rfaapmid ireesh, o u‘smonrge” atfot
reduce supervision reports,” and rofosendcesl o c a |
teams recommended “increasing the racial dive
speaki ng substande ase,snéntafheaith, domestic violence, and educatippalt;

andi mproving “child welfare staff and other cor
community.” An approach proposed-babeg one count
community i n developing “structured programs to S
recovery to promote navigation, engagement, a

Expansion of Substance Use and Mental Health Servieasn recognized the dire need for

more behavioral selses and recommended advocacy and coordination to extend services to

more families. A team recommended “increasing
provide evidencénformed child and family services related to trauma/PTSD and Intimate

Partne Vi ol ence.” One count y-MQOsgproviderdorestablishva t h t hei
process to support better communication between mental health providers and community
partners to ensure families recei vecessitgafessary
“coordination of services between al/l provi de
pl acement.” Acting proactively, a team sought
Treat ment Court .7

Prevention Approach to Infant Safeky.general, CCPTs pushed for prevention strategies to
safeguard infants. They advocated for i1 ncrea
safe care and safe sl eep fasespeciallyfesaidentsrthéir A pr ev
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campaigngo encourage safe sleeping practices. They sought to secure funds for baby cribs and

“to saturate the community with safe infant s
serve infants’ caregivers.” OnosptaiandDSSy used a
educate parents about safe sleep.” Another <co

providers who work with families to undergo safe sleep training to better discuss safe sleep
issues with families.

Strengthening Child Welfardeams emphasized more staffing, training, and program funding

for their DSS. Deeply concerned about the availability and quality of child placements, they
recommended more Vvisits to children, creating
localdecisiornma ki ng regarding placement resources 1in
also recommended using child and family team meetings, which is a means of identifying

kinship placements.

CommunityEngagement by CCPT Teani$iey thought of enhancirtgeir team through CCPT
training and extending their members to include family and youth and a representative from
juvenile services. They saw their role as expanding partnerships in support of families,
community education, and advocating for more resmiand services to meet the needs of
families. One proposed strategy was sharing their CCPT reports with the DSS board or county
commissioners to raise awareness of community needs.

Recommendations for the State Level

Next, the survey asked, “Based on your 2021 c
recommendations for improving child welfare services astage leve? ” Agai n, t he t es
three places to write their recommendations. The teams recognizsththivel action was

required to address the issues identified at the local level. For the state level, their

recommendations were especially directed to matters that required state initiative, authorization,

and resourcing. For instance, theyturneitoe st at e -dordlictiagstte laveand n o n
policy.” For c o ngtatglevet recomnendatiprsas e groupdd m® the

same five main areas as recommendations at the local level.

Accessible Resources and Culturally Responsive $srioc FamiliesAt the local level, CCPTs

laid out ways to create more accessible resources and culturally responsive services. They had
mapped out these strategies with others in the community. Not having the same conversations at
the state level, therecommendations were understandably less detailed. Nevertheless, they hit

on the same issues. They asked for more “acce
DSS involvement,” wanted “interpretmmr service
recognized that they needed “resources to add
included “housing” and “affordable housing,”’
“funding resources for undocitumented individua

Expansion of Substance Use and Mental Health Sernvickese CCP T s recommendat
state demonstrated their keen awareness that NCDHHS was pivotal to improving behavioral
health services to children, youth, and their parents. Teams insisted that & t-exanmene “ r e
policies related to substance use/ mi suse” and
happening in the field. | E spread of fentanyl
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were identified as a major block to fares receiving essential services: They were concerned

about “adults who have no insurance” or insur
providers accept. They advocated for ensuring
theirchiden are removed from their care.” They den
children who are dually diagnosed but ineligible for behavioral health services due to a medical
condition, e.g., diabetes.” Re ceoomeatal dealthi ons i
professionals that provide evideAogéormed child and family services related to trauma/PTSD

and intimate partner violence.”’ They were co

health care” that IgefctarcecHhi Ifdremtard Sy odtfh c'else
t hat NCDHHS “build network and pl acietengvwet capa

behavior al needs of the youth served through
andwerepatiul arl 'y concerned about “the need for vi
the appropriate | evel of care.”

Prevention Approach to Infant Safefihe teams made a series of recommendations to prevent
further risks to i nfpalcyfortisegplanetsgfe care dnbsdye easikreg” f
and increased “safe sleep resources.” I n rega
“clear expectations and more guidance aroun
recognized howfatalt y r evi ews coul d prevent future risk
autopsy reports and/or preliminary autopsy reports much quicker when there are living children
still i n the home.” One team str essbhetdeei he nee
marijuana positive infants and fatalities.?”

Strengthening Child Welfardeams advocated for more funding to county DSS, especially for

small counties. They wanted to ease the burde
forms” amWwamo¥¥roog “constant reviews”™ to a tra
secondary trauma experienced by staff, they w
receive consistent evidencedsed, traumaformed resiliency training. They urged that the

st ate “make programs available statewide to be

welfare involvement, e.g., PPP Home Visiting Programs.

CommunityEngagement by CCPT Teaniiey wanted the state to support their work by
continui ng etso aonfdf etrr a“iummp dnagts” and provide “mor e
making teams better and more effective.” To s
representative from Juvenile Services (Juvenile Court Counselor) be added to the mandated
membershipofte CCPT.” Recogni zing the importance of
they requested “that the | ocal CCPTs be provi
team.”

In summary, in developing recommendations to NCDHHSCGPTBoard examined closgl

the recommendations emerging from the CCPTs to improve child welfare services at the local

and state levels. The teams made 169 recommendations at the local level and 142
recommendations at the state level, for a total of 311 recommendations. Compiar2ee|

this year’s recommendations paid | ess attenti
child fatalities. The teams’ recommendati ons
prevention strategies that could be achieved in their conti®s, such as raising awareness,

forming partnerships, increasing service coordination, and advocating for resources. The teams
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recognized that stalevel action was required to address the issues identified at the local level.
For the state level, theiecommendations were especially directed to matters that required state
initiative, authorization, and resourcing. Their host of local and state recommendations
concentrated on five main areas: Accessible Resources and Culturally Responsive Services for
Families, Expansion of Substance Use and Mental Health Services, Prevention Approach to
Infant Safety, Strengthening Child Welfare, and Commuigitgagement by CCPT Teams.

O. Local CCPT Objectives and Achievement of Objectives

By setting local objectives, G&0's can direct their work toward meeting community needs.
Similar to 2020, the survey asked, “Did your

i mprovement needs to complete overyerotel?” The
two years wereearly identical: in 2020, 41% (33) of the 82 responding team#az@l1, 40%

(32) of the 80 responding teams. Of the 32 teams that resppesiad2021, six were

established but not meeting regularly, and 25 characterized themselves as an estadninshed te

that met regularly. Of the 32, 20 (62.5%) gave 3 objectives, 4 (12.5%) gave 2 objectives, and 8
(25%) gave 1 objective, for a total of 76 objectives listed. A listing of their objectives and other
gualitative responses can be found in Appendix C.

Identification and Rating of CCPT Achievement of Objectives, 2021

Next, the 32 respondents who set objectives w
objectives based on identified improvement needs for 2021. Then rate how successful your
CCPTwasinackivi ng these objectives.” Table 18 summ

achieved their objectives on a fipeint scale (1) fromnot at all, slightly, moderately, mostly
andcompletelywith the additional option dbo soorto rate Among those rating their
achievement of objectives, the most common responsenadsratelysomewhat higher than in
2020 when the most common response slighitly.

Rating of CCPT Achievement of Objectives, 2021

Table 18 Rating of CCPT AchievemenOdtijectives
Number Not Slightly Moderately Mostly Completely Too

of at Soon
CCPTs All to Rate
Objective 1 32 5 0 12 5 8 2
Objective 2 24 2 6 8 4 1 3
Objective 3 20 2 3 7 5 2 1
Total 80 9 9 27 14 11 6

Note.Of the respondents were CCPTs who shit they had set objectives for 2021, not all provided success rating

Local Objectives

The objectives that they set for local action paralleled the five areas that they recommended for
improving child welfare services in their communities: accessiBleurees and culturally
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responsive services for families, expansion of substance use and mental health services,
prevention approach to infant safety, strengthening child welfare, and comyangagement

by CCPT teams. The ratings on their achievemenbgfotives indicate that as a group, they had
some success in all areas but also were limited in meeting all their objectives in each area. The
next two survey questions point to what CCPTs needed to achieve their objectives.

The first of these questionskae d, “ What hel ped you achieve you
identified improvement needs? Here, they emphasized the importance of local relationships and
resources: “Knowledge and experience of team
communitypamer s and families,” “strong community p
and | ocal government."”

The second question asked, “What can NC DSS d

meet i1 dentified i mprovementfromNKN&EDES ®ete CCPTe hel p
support such as policy updates, guidance, training, and funding for local initiatives; county DSS
supports such as additional resources and streamlining procedures; anevggstelmnges to

increase resources and services for caiidind their families. A listing of their responses to

these two quations can be found in Appendix

County Examples

Some examples below connect their objectives in each of the five areas to their ratings on
achievement of their objectives and to radatgormation provided by the teams.

Accessible Resources and Culturally Responsive Services for Famikesmall county, a

CCPT observed that it had issues of racial equity and was dependent on resources outside the
county to me et rgihganead, theecauhty sougtd t smcreade mcal housing and
shelter, not an easy objective and one that theybtdt allmet over the year. The CCPT was
slightly successful in meeting a second objective of putting in place a domestic violence program
for those causing the harm. Whilet at allsuccessful in 2021 in establishing a local center for
children who had suffered sexual and other forms of abuse, they were impressively resolute and
remained committed to continuing the work on this initiative.

Expansion of Substance Use and Mental Health Senlit@smedium size county, a team made

t wo | ocal recommendations centered on behavio
SA/ MH/ DD resources” and “i mprovemeommpniovadeo
Il n Iline with these recommendati ons, the team
resources to meet t he nemodestelwdéhievingtms dojeceve.” and

What hel ped the team mweleedgdeanmndexpeviece waes o
They asked that the state “provide support an

Prevention Approach to Infant Safe®y CCPT in a medium size county recommended,
“Continue efforts throwghtleo palr emd sp iatbaoluds asmd
team outlined clear and detailed steps to achieve their one objective to support safe sleeping:
“Discussion with local hospital regarding educational efforts when children are born; CPS/DSS

to continue to hand ourtformation and assess sleeping conditions upon home visits; display
information in the | ocal DSS income maintenan
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they rated themselves met at allrealizing their multistep objective, it is likely that thevork
IS in progress.

Strengthening Child Welfar&@he first objective of a team in a large county concerned child and
family team meetings (CFTs): “identif-y resour
promote agencies networking with eachotbertaccomp |l i sh t hi s.” Thi s w
they partnered with local training groups and universities andawasoon toratesT he t eam’ s
first objective was a way of supporting their
placement/ shorten duran, by inclusion of natural and community supports along with formal

servicesstrengths based.” Large US studies have r
living at home and finding kinship placements if neéfiethe team rated the countyrasstly

accomplishing the second objective. What they
responsibilities were clearly defined”; “1l1ist
identified support network (faith based; other 1profits; advocacygroups; extended family and

friends)”; and “providing access to needed ma
safety.” Increasing CFTs can reinforce the co

issues with taking a racially eqaifile approach to child welfare.

CommunityEngagement by CCPT Teamsteam in a small county had struggled over the year
with the impact of COVID on “keeping members
that was all the more challenging due to mership turnover. In response, the CCPT set one

objective—“wor k mor e coll aboratively and—andratedsi vel y
themselves amostlyrealizing this objective. Helping the team at the local level to achieve their

objective werethe ol | owi ng: “buil ding relationships amc
team membership,” taking part in “CCPT traini
the CCPT),” and partner i n-guocne prdventiohn&menta * CFPT o
health resources for youttbillboard project and art design development in partnership with and

"thanks to' . . . their LME/ MCO.” From NC DSS
their objective. The f i rgopportandiss totstippott lodalieam st at e
initiatives,” and the second was that the sta

requested data and streamline through an automated collection throughout the year that would
allow for teams to collect anmbnsolidate this information in ‘real time' versus aftexf act . ”

Final comments

At the very end of the survey, teams had space to write in their reflections on the question,

“What further support would help wydurHalefam( $3)
of the CCPTs gave final comments (see Appe@)ixSome reiterated the importance of

assistance that they had already identified such as for training and funding for projects. A

number wanted guidance on crafting and implementing their reeodfmtions. For instance, a

team requested, “Training and clarity on what
second team wanted “just any recommendations
recommendati ons. ” As kidatigns na dansbedn espatiallik daunting ¢ 0 mm
in a year in which they had struggled with fallout from the pandemic. One team observed,

26 Allan, H., Rauktis, M. E., Pennell, J., MerKdblguin, L., & Crampton, D. (2021). Family meetings as system
reform to address disproportionality and disparities. In A. J. Dettlaff (Rdgial disproportionality and disparities
in the child welfare syste(pp. 309338). New York, NY: Springer.
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“COVID and staff turnover has created | arge b
Looking ahead, another teamiart i pat ed, “Once we are able to h
the barriers of COVID we can work in partners

In summary, based on local needs, 40% of the responding teams set local objectives. The overall
total of objectives was listed by counties was 76. Their objectives can be grouped into the same
five areas as their recommendations. When asked to rate anbi@vef their objectives, the

most common response wagderatelyWhat especially helped them carry out their objectives

were local relationships and resources. To achieve their objectives, they asked that NC DSS
provide guidance, information, and fundjramd they highlighted the necessity of sysigite

changes to increase resources and services for children and their families. Looking ahead, the
teams welcomed a new year in which they anticipated that their teams would no longer be
struggling to deal vih COVID.
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2021 Recommendations of the NC
CCPT/Citizen Review Panel Advisory Board

As summarizedbythd. S. Chi | d Citzen’Review RPanets #QRPs) under CAPTA are
intended to examine “the policies, procedures
agencies” and make “recommendations to I mprov
In fulfilling this mandae, the NC CCPT/CRP Advisory Board used the extensive information

and ideas from the current and earlier CCPT surveys to formulate the recommendations listed
below. The Advisory Board met in two subcommittee meetings and then a meeting of the whole
board b prepare and finalize the recommendations for action in 2023.

The first set of recommendations are steps for developing a racially and culturally equitable
approach to child welfare in North Carolina. The second through fourth sets of recommendations
drill down into what a racially and culturally equitable approach means for specific areas
concerning child welfare.

In accordance with CAPTA, we propose the following for child protection at the local and
state levels in 2023.

RECOMMENDATION 1 7 DEVELOP A RACIALLY AND CULTURALLY
EQUITABLE APPROACH TO CHILD WELFARE IN NORTH CAROLINA

Rationale A racially and culturally equitable approach to child welfare is responsive to and
invests in families and their communities with the result that childnerain saély at home and

their families are respected and supported in making and carrying out decisions for the care and
well-being of their childrenThis approachecognizes the historical and systemic racial/ethnic,
cultural, social, economic, and ecologissues that have created a total environment that
produces poor outcomes for families from a variety of marginalized groups and communities. In
particular, researchers today have identified a number of factors impacting racial and ethnic
disparitiest Radal and cultural racism increases the povertynafginalizedamilies and

communities and increases their likelihood of child remo¥@smmunity poverty, rather than
individual family poverty, predicts the entry lofdigenousBlack, Latinx, and Whitelaldren

into foster care; however, overall rates of child removals remain highkrdigenousBlack,

and Latinx children thaWhite children® A racially and culturally equitable approach seeks to

1 Child Welfare Information Gateway. (2023hild welfare practice to address racial disproportionality

and disparity U.S. Department of Health and Human Services, Administration for Children and Families,
Children's Bureauhttps://www.childwelfare.gov/pubs/issiriefs/racialdisproportionality/

2 Dettlaff, A. J., Boyd, R., Merritt, D., Plummer, J. A., & Simon, J. D. (2021). Racial bias, poverty, and the notion of
evidenceChild Welfare, 9€3), 61-89.

3 White-Wolfe, H. J., CharroitChénier, R., & DenbBrinson, R. (2021). Association between comityitevel

material hardships and foster care entry by race/ethniefityd Welfare, 994), 105136.
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lessen disparities in child welfare interventions fatdekn of different identities and
backgrounds (e.g., rural/suburban/urbaogciceconomic stati.

CCPT LeadershipWith support from local and state DSSCPTs are especially well positioned
to exert leadership in developing a racially and cultuedjyitable approach to child welfare of
relevance to their communities. They can encourage deetamnglocal childandfamily-

serving agenciegamilies with lived experiencend other communitgroups Such dialog is
central todiversifying ourunderstanding of and creating partnershipa¢ceaseacial and
culturalresponsiveness

Local

1) To support CCPTs and their community partners in creating a local plan for a racially and
culturally equitable approach to child welfare by:

a) Offering educational forums and materials on a racially and culturally equitable
approach to child welfaréncluding a focus on populations of particular relevance
to the communitye.g., low/medium/higlwealth communities, immigrant,
military).

b) Engaging people ith lived experience from different racial and cultural
communities to present at these forums and contribute to materials on racial and
cultural responsiveness.

¢) Including diverse participants in these forums (e.g., service providers, families,
systemof-care, local associations, faith communities, educational institutions,
nonprofit foundations).

d) Engaging CCPTs and their partners in defining their vision of a racially and
culturally equitable approach to child welfare for local families and their
communites, assessing what local assets or opportuhftias, accessible
resources, services, transportation) support this vision, setting objectives to
achieve this vision, and identifying supports (e.g., education, policy, funding)
required from outside thet¢al community.

e) Expediting crossounty and regional exchanges on steps for achieving a racially
and culturally equitable approach and the successes of these steps.

4 For example, compared to children in more suburban and urban counties, children from rural counties are more
likely to be substantiated for maltreatmént less likely to be placed outside their homes. Maglak, K., Font,

S. A., & Dillard, R. (2020). Child protective services decisimaking: The role of children's race and county
factors.American Journal of Orthopsychiatr9((1), 4862. https://doi.org/10.1037/0rt0000388

5 Racist practices and policies impoverish marginalized families, and, even after taking poverty into account, racist
bias leads to greater reporting, especially by medical personnel, of children of color with the same injuries as White
children to child wHare. Dettlaff, A. J., Boyd, R., Merritt, D., Plummer, J. A., & Simon, J. D. (2021). Racial bias,
poverty, and the notion of evidenc¢ehild Welfare, 963), 61-89

5 A Texas study reported that a community engagement model reduced racial disproportindalisparities.

James, J., Baumann, D. J., Rodriguez, C., Craig, S., & Kathan, S. (2020). Creating comprehensive system reform to
reduce racial disproportionality and disparities: The Texas community engagement model. In A. J. Dettlaff (Ed.).
Racial dsproportionality and disparities in the child welfare sys{gm. 397412). New York, NY: Springer.
doi:10.1007/978-030543143_4

" A useful map for identifying opportunities for counties across NC can be folind .at
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2) To support CCPTs in increasing workers
backgrounds by:

a) Conducting case reviews to identify organizational and systemic factors
supporting a racially and culturally equitable approach to child welfare.

b) Encouraging familyengagement strategies (e.g., Child & Family Team Meetings,

Family Partnersyouth focus groups) wittarginalizedgroups.

c) Recommending sufficient exposure of workers to a critical mass of specific
marginalizedoopulations (e.g., African American, Indigenpu&BTQ) on their
wor kl oads or rotating wabjediehy s casel oad

d Rai sing worker s’ awaverty or sadasedradalaads set s i n
cultural communities.

e) Encouraging tr ai nunmegstahding thahpeagleme wor ker s
marginalized communities might manifest trauma histories or current tiauma
uninviting ways and to increase the wor
transparent, and trustworthy way.

ca

State

1) To support DSSs in identifying and advancing systeroiaponentshat promote a
racially and culturally equitable approachctald welfare.
2) To ensure that child protection decisioraking tools distinguish parental neglect from
systemic conditions outside parents’ contr
3) To streamline Child and Family Teams to support esyssem work among chid
serving systemm working with marginalizedor isolated families
4) To increase access to quality services (e.g., behavioral health) and concrete resources
(e.g., food, housing) in highoverty and isolated communities to lessen the impact of
racial and cultural racism

5) Tosupportinext year’'s CCPT survey the inclusion
culturally equitable approach to child welfare that emphasizes strengths of families and
communities.

RECOMMENDATION 2 7 SUPPORT THE FAMILIES OF INFANTS IDENTIFIED AS
OSUBSTAMNFCFEECTED, 6 | NCLUDI NG THE PLAN OF SAFE C

Rationale Federal CAPTA 2016 legislatidmequires health care providers involved in the
delivery and care of infants identified as me
Wel f are of the occurrence. The ‘substance aff
for three diffeent required areas. North Carolina developed these criteria and implemented the
updated policy and practice in 20%°7All such identified infants, under this legislation, must

have a Plan of Safe Care developed to support the safety arlobimglof thenfant and the
infant’'s family, regardless of i mminent safet

8 Workers who work with a higher proportion miarginalizecclientele understand better how to make equitable
decisions. Fluke, J. D., Baumann, D. J., Dalgleish, L. I., & Kidrr). Racial disparities in child welfare: A
decisionmaking ecology view. In A. J. Dettlaff (Ed.Racial disproportionality and disparities in the child welfare
system(pp. 339352). New York, NY: Springer. doi:10.1007/93830-543143 4

9 https://wwwcongress.gov/114/plaws/publ198/PLAW 4publ198.pdf

0 https://www.ncdhhs.gov/infasilan-safecare/placeof-delivery#affected_by substance_abuse
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Recommendati ons to support the families of in
including the Plan of Safe Care (POSC).

Local

1) Torequest local cross systems training andntectc al assi stance for <ch
updated POSC policies and forms to support effective implementation.

2) To dedicate a county role/local position to the complex and multilevel needs of families
who are child welfare and substance involved.

a) Prioritizing cdlaborationand communication with local partners in working with
shared families experiencing child welfare involvement and substance use
disorders, with 42 CFR part 2 compliant releases of information in place.

b) Consideringoutreach and collaboration widommunity prenatal care providers
to provide education on the Infant Plan of Safe Care.

c) Seeking and-hdbawel opixmpertiime and famili a
related to substance use disorders and child welfare involvement, including
medicationfor opioid use disorders during pregnancy and postpartum. Provide
consultation to staff on these cases.

d) ldentifying, with the assistance of LME/MCO, key local substance use disorder
treatment agencies with whom county agency can develop an MOU/MOA to
include facilitating timely substance use disorder assessments and communication
back to county child welfare agency. MOU/MOA can include required
participation of SUD agency staff in CCPT.

e) Developing regular communication channels with the delivering hospitdls
free-standing birth centers, to support education of the Plan of Safe Care
notification requirements, including di
‘“report of child abuse or neglect’”, and
notifications.Provide guidance to these healthcare staff on what information is
ideally provided when making a notifica
affected’” criteria. Guidance on timing
to child welfare is also meled. Review 42cfr Part 2 and provide training to
healthcare providers involved in delivery and care of infant, on confidentiality
requirements. Notifications (no clear indication of risk to the child) require
consent to share information about substaseedisorder treatment per federal
regulation (42cfr part 2).

f) Reviewingde-identifiedscreeneebut notifications of infants identified as
‘substance affected’ as a part of CCPT.
are essential partners in this review.

State

1) For state DSS, to maintain a focus on the following, in support of families who are
substance involved:
a) Prioritizing collaboration and transparency with state DHHS partners in working
with shared families experiencing child welfare involvement and sutestzse
disorders.
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b) Developing understanding of resources available through the LME/MCO to
caregivers for substance use disorder treatment, when caregivers are not insured.
c) Supporting regional and local child welfare agencies to develbpuse
understandig, expertise and familiarity with common issues related to substance
use disorders and child welfare involvement, including medication for opioid use
disorders during pregnancy and postpartum. Provide consultation to staff on these
cases.

RECOMMENDATION 3 T SUPPORT COMMUNITIES IN PREVENTING NEAR
FATALITIES DUE TO SUSPECTED ABUSE, NEGLECT, AND DEPENDENCY

Rationale According toNC General Statute8-2902 a chi |l d mal treat ment
case in which a physician determines that a child is in serious or critical condition as the result of
sickness or injury caused by suspected abuse,
near fataties in NC is a recent requirement for DSSs, beginninlyiip 2020, and CCPTs are

only starting to conduct case reviews of near fatalities. Nationally, there have been difficulties in
identifying near fatalities by child welfare, medical personnel, ppand other community

groupst! Near fatal and fatal child physical abuse have extensive commonalities in terms of

victim injuries and family risk factors, including a history of domestic viol&aed mental

health issue&® A major factor differentiatingear fatal from fatal child maltreatment is readier

access to quality health care rather than individual family risk fatt@&scause child fatalities

are rare events, individual risk factors should be used cautiously for prediction purposes. A
stronger pedictor is the general level of community poverwhich affects the accessibility of

health care for children and their famili@Rkural communities particularly struggle to provide

health service for Black and White residetts.

Local

1 Pjerce, M. C., Kaczor, K., Acker, D., Webb, T., Brenzel, A., Lorenz, D. J., Young, A., & Thompson, R. (2017).
History, injury, and psychosocial risk factor commonalities among cases of fatal arfdtaéphysical child
abuseChild Abuse & Neglec§9, 263-277.https://doi.org/10.1016/j.chiabu.2017.04.033

2 Adhia, A., Austin, S. B., Fitzmaurice, G. M., & Hemenway, D. (2019). The role of intimate partner violence in
homicides of children aged-24 yearsAmerican Journal of Preventive Medicire(1), 38

46. https://doi.org/10.1016/j.amepre.2018.08.028

B Holland, K. M., Brown, S. V., Hall, J. E., & Logan, J. E. (2018). Qinstences preceding homicidaicides
involving child victims: A qualitative analysidournal of Interpersonal Violenc83(3), 379
401.https://doi.org/10.1177/0886260515605124

14 Campbell, K. A., Wood, J. N., Lindberg, D. M., & Berger, R. P. (2021). A standardized definition eftaar
child maltreatment: Results of a multidisciplinary Delphi proc€déld Abuse & Neglect 12,

104893 https://doi.org/10.1016/j.chiabu.2020.104893

15 Camasso, M. J., & Jagannathan, R. (2019). Conceptualizing and testing the vicious cycle in child protective
services: The critical role played by child maltreatment fataliGédidren andYouth Services ReviedQ3 178
189.https://doi.org/10.1016/j.childyouth.2019.05.024

8 Keenan, W., Tracey, S. M., Sanchez, C. E., & Kellogg, E. (Eds.). (28&Bjeving behavioral healthgeity for
children, families, and communities: Proceedings of a workshbe National Academies
Presshttps://doi.org/10.17226/25347

7 Cossman, J., James, W., & Wolf, J. K. (2017). The differential effects of rural health care accesspeaifice
mortality. SSM- Population Health3(C), 618623.https://doi.orgl0.1016/j.ssmph.2017.07.013
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https://doi.org/10.1016/j.amepre.2018.08.028
https://doi.org/10.1177/0886260515605124
https://doi.org/10.1016/j.chiabu.2020.104893
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1)
2)

3)
4)

5)

6)

State

1)

2)

3)

4)

5)
6)

7)

8)

9)

To continueoffering training and tip sheets on near fatalities to child welfare staff.

To make near fatalities training and information available to local CCPTs, family
partners, health services, domestic violence organizations, sgétesme collaboratives,
schoolpersonnel, judicial system, law enforcement, and others working with families.
To facilitate training for CCPTs and other agencies (e.g., juvenile justice) on domestic
violence and mental health when children are at risk of near fatal or fatal maltreatment
To encourage CCPTs to leverage crggstem trainings to strengthen local partnerships
to address near fatalities.

To provide training to CCPTs regarding case reviews of near fatalities and help them
identify local cases and access medical records tued mformation necessary for these
reviews.

To assist CCPTs conducting case reviews of near fatalities to identify community and
systemic factors that heighten the risk of near fatalities, particularly for minorized
families, and impede timely accesdite-saving health interventions.

To continue compiling and analyzing NC data on near fatalities to determine rates by
counties and patterns in family and community profiles (e.g., race, ethnicity, indigeneity,
poverty) and to compare caseqefrfatal child maltreatment with cases of fatal child
maltreatment.

To analyze the manner of maltreatment near fatalities (e.g., unsafe sleeping,
strangulation) by comparing cases of child maltreatment near fatalities with cases of child
maltreatment fatlities and nosmaltreatment fatalitie¥

To identify systemic factors impeding the reporting of different types of maltreatment
near fatalities.

To report findings and analyze their implications for practice and policy with county
DSSs, CCPTs, CCPT AdvisoBoard, NC Child Welfare Family Advisory Council, NC
Pediatric Society, and others.

To support the CCPT Advisory Board in preparing and disseminating a guide for local
teams on reviewing cases of near fatalities, and to offer orientation on the gieide$o

To clarify the roles of CCPTs and CFPTs in regard to reviewing cases dataahild
maltreatment.

To combine reviews of child maltreatment near fatalities and domestic violence
homicicges to increase the identification of family violence inipall family members

at risk?

To increase quick access to health care through use afglsgdrvices and other
alternatives to private cars and mass transit.

To push for Medicaid expansion in order to provide quality and accessible health care for
all NC families in rural, suburban, and urban settings.

10)To generate evidengaformed policy that promotes racial and cultural eqinty

addressing near fatalities

8 The NC Division of Public Health reports annual findings on the manner and means of child fatalitiietk. See

¥ McCarroll,J. E., Fisher, J. E., Cozza, S. J., & Whalen, R. J. (2021). Child maltreatment fatality review: Purposes,
processes, outcomes, and challengesuma, Violence, & Abus@2(5), 1032
1041.https://doiorg/10.1177/1524838019900559
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RECOMMENDATION 4 7 SUPPORT THE CAPACITY OF LOCAL CCPTS TO
CARRY OUT THEIR WORK.

Rationale NC statute mandates CCPTs in all counties and the involvement of keyaokiild
family-serving agencies with the flexibility to appoint others including family/youth and

community partners. Thus, NC provides a strong basis for local input into improvinglithed

of child welfare services. At the state level, the CCPT Board mirrors the composition of local
CCPTs and offers a means of synthesizing statewide trends in child welfare, conducting analyses
of policy and programming, and developing tools to agstsit CCPTs. This comprehensive

system of citizen review has much promise but also requires supports to strengthen the capacity
of local CCPTs. The necessity of supports was especially evidentintB@Xecond year of an
exhausting pandemibut is neded on an ongoing basis.

Local

1) Todedicate a NC DSS position to the operational support of CCPTs. Historically, this
position has proved exceedingly beneficial to facilitating optimal functioning of the
teams and would play a critical role in enablihg implementation of the
recommendations outlined in this report. The assignment of one staff member to CAPTA
and CCPTs is a valuable step in this direction.

2) Tosupport CCPTs in developing ways to have their membership and discussions better
reflect the acial and cultural diversity in their communities.

3) Toassist CCPTs with strategies for the inclusion and retention of family and youth
partners on teams. Consult with the NC Child Welfare Family Advisory Council on
helpful approaches.

4) To foster exchanged €CPTs from different locales.

a) Offering crosscounty summits and other forums through online means to
encourage robust exchanges and creative ideas for child welfare improvements.

b) ldentifying topics for these exchanges with local teams and the CCPT Board.

c) Capitalizing on these forums to offer trainings and/or provide relevant updates
and information.

5) To offer technical assistance and training to local CCPTSs, including on general changes
to child welfare policy and programming and specific topics such as:

a) Orientingteams to the guides on conducting case reviews and walking teams
through the review steps with local cases. Emphasize the importance of
identifying needed systemic changes.

b) Writing recommendations for local initiatives and offering guidance, ressu
and funding on implementing these recommendations.

6) To support the production and dissemination of the updated CCPT manual and provide
orientations to CCPTs on the manual content.

7) To provide funding to local teams.

a) Allocating annual funding of $1,0Qfer team for operational and project support

b) Assisting teams with understanding requirements on documenting the expenditure
of the funds and assessing their local impact
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c) Ensuring that the results of the funds are summarized and a report provided to the
funding sources and the CCPT Board.
8) To prepare local teams regarding impending changes to thefemr survey such as
types of cases to review.
9) To provide targeted training to teams that identify areas on thefeyelr survey where
they need support ifulfilling their role (e.g., engaging team members, conducting case
reviews, providing public education). This requires changing the survey protocols to
permit identification of respondents to NC DSS and CCPT Board.

State

1) Tokeepthe CCPTBoardandlo€aCP Ts i nf or med over the year
response to the Board’'s specific recommend

append addenda to the state
2) Tofacilitate the change in survey protocols fromidientified to identified data, to

engage key players (e.g., county DSS directors) in understanding and expediting this

change, and to notify CCPTs of this change, help them take advantage of it, and respond

to concerns about ddentification of their data.

For previous yeards NC DSS response to the
improving child welfare services, go to thisk. 2°

20
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https://www.ncdhhs.gov/divisions/social-services/child-welfare-services/community-child-protection-teams
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Appendices

Appendix A: Survey Process and Results

Timeline of CCPT Surve021

Table Al Timeline of CCPT Survey

Date Activity

July9, 2021 NC CCPT Advisory Board atloc survey subcommittee develope
endof-year survey

July 12, 2021 NC CCPT Advisory Board finalized the survey

July 19, 2021 Survey materials sent to NC DSS for Approval

November 12021

Novemberb, 2021

November 162021

Januan, 202

January 14, 2022
February 112022

April 11, 202

April 12, 202

April 14 & 22, 202

May 9, 2022
May 16, 2022

TBD

NC State University Institutional Review Board approveskarch
protocols protecting participants

NC DSS sent letters to the County DSS Directors and to the C¢
Chairs to notify them about the survey

NC State University Research CCPT Team distributed survey t
CCPT Chairpersons or designees followed by \weedminders to
unfinished respondents

NC DSS reminded CCPT Chairs to complete the survey

Deadline for survey submission
Extended deadline for survey submission

NC CCPT Advisory Board reviewed first draft of survey findings
and report and created preliminary recommendations

The Advisory Board reviewed the initial draft of the report

Discussion groups were hetld discuss content of the
recommendations

The Advisory Boardeviewed finalized and approved the
recommendations
End of Year Report to NC DSS

Results of the survey to CCPT
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Local CCPTs Submitting Survey Report, 2021

Table A2 Counties of CCPTSubmitting Survey Report

Participating Counties

Alamance
Alexander
Alleghany
Ashe
Avery
Bladen
Brunswick
Buncombe
Burke
Cabarrus
Caldwell
Camden
Carteret
Caswell
Catawba
Chatham
Clay
Cleveland
Columbus
Craven
Cumberland
Currituck
Dare
Davidson
Davie

Duplin
Durham
Edgecombe
Forsyth
Franklin
Gaston
Gates
Graham
Greene
Guilford
Halifax
Harnett
Haywood
Henderson
Hertford
Hoke
Hyde
Iredell
Jackson
Jones
Lee
Lenoir
Lincoln
Macon
Madison

Martin
Mecklenburg
Montgomery
Moore

Nash

New Hanover
Onslow
Orange
Pasquotank
Pender
Perquimans
Person

Polk
Randolph
Robeson
Rockingham
Rowan
Rutherford
Sampson
Scotland
Stanly
Stokes
Surry

Swain
Transylvania

Tyrrell
Union
Vance
Wake
Watauga
Wayne
Wilkes
Wilson
Yadkin
Yancey

Note.The survey was sent to 101 CCPTs of whom 85 responded.
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Responding CCPTs by County Population Size, 2021, (N=85)

Table A3 Responding CCPTs by County Population Size
County Size Total Counties  Total Responding Countie  Percent

Small 51 41 80%
Medium 39 34 87%
Large 10 10 100%

LME/MCOs and Number of Member Counties Responding to Survdy, 202

Table A4 LME/MCOs and Number of Member Counties Responding to Survey

Number of
LME/MCO Member Total Responding Percent
Counties Counties
Alliance Behavioral Healthcare 6 5 83%
Eastpointe 11 11 100%
Partners Behavioral Health Managemer 14 13 93%
Sandhills Center 11 8 73%
Trillium Health Resources 27 20 74%
Vaya Health 31 28 9%
Total 100 85 85%

Note Member counties affiliated withlaocal Management Entity (LME)/Managed Cabeganization (MCO), as of March
24, 2018. Sehttps://www.ncdhhs.gov/providers/Iameco-directoly. Eastern Band of Cherokee Nation afitliated with an
LME/MCO.

Organization of CCPTs and Child Fatality Prevention Team (CFPTSs) in Countiek, @020)

Table A5 Organization of CCPTs and Child Fatality Prevention Teams (CFPTSs) in Counties

Number of

CCPT/CFPT Organization : Percent
Counties

Separate CCPT and CFPT 19 23.8%

Combined CCPT and CFPT 59 73.8%

Other 2 2.5%
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Appendix B: Cross'Year Comparison

Table B1. Two Most Common Selection Criteria for Cases Reviewed by Year

Year Selection Number of Selection Number of
Criteria 1 CCPTs (%) Criteria 2 CCPTs (%)
2016 ©=64) Active Case 47 (72%) Multiple Agencies 41 (63%)
Involved
2017 6=63) Active Case 53 (84%) Child Safety 44 (70%)
2018 0=88) Active Case 48 (55%) Multiple Agencies 38 (44%)
Involved
2019 0=89) Active Case 61 (69%) Child Safety 51 (57%)
2020 0=83) Active Case 55 (66%) Multiple Agencies 50 (60%)
Involved; Repeat
Maltreatment
2021 0=76) Active Case 65 (86%) Child Safety 60 (79%)
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Table B2. Type of Information Used by CCPTs for Reviewing Cases by Year

Type of Information 2016 2017 2018 2019 2020 2021
(n=65) (n=62) (n=88) (n=89) (n=83) (n=79)

Case Files 49 (75%) 52 (85%) 56 (64%) 61 (86%) 56 (68%) 69 (87%)

Reports from Members and/or Case 60 (92%) 61 (98%) 57 (65%) 67 (94%) 61 (74%) 63 (80%)

Managers

Information on Procedures aRdotocols 38 (58%) 39 (63%) 34 (39%) 47 (66%) 47 (57%) 57 (72%)

of Involved Agencies

Child and Family Team Meeting 21 (32%) 27 (44%) 21 (24%) 30 (42%) 30 (36%) 37 (47%)

Documentation

Medical Examiner's Report 18 (28%) 14 (23%) 21 (24%) 25 (35%) 22 (27%) 30 (38%)

Individualized Education Plan 16 (25%) 12 (19%) 6 (7%) 21 (30%) 20 (24%) 26 (33%)

Other 6 (9%) 8 (13%) 9 (10%) 10 (14%) 11 (14%) 11 (14%)
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Table B3. Type ofnformation Used by CCPTs and Combined CCPT/CFPTSs for Reviewing Cases by Year

Type of Information 2018 2019 2020 2021

Combined Separate Combined Separate Combined Separate Combined Separate
(n=72) (n=13) (n=53) (n=16) (n=66) (n=16) (n=59) (n=19)

[ I I I I I I I ]
CaseFiles 47 (65%) 7 (54%) 45 (85%) 14 (88%) 40 (61%) 15(94%) 50 (85%) 17 (89%)

Reports from Members 45 (63%) 10 (77%) 50 (94%) 15 (94%) 47 (71%) 13(81%) 44 (75%) 17 (89%)
and/or Case Managers

Information on Procedures 25 (35%) 7 (54%) 37 (70%) 9 (56%) 25 (53%) 12 (75%) 40 (68%) 15 (79%)
and Protocols of Involved
Agencies

Child and Family Team 18 (25%) 3 (23%) 23 (43%) 6 (38%) 22 (33%) 8 (50%) 27 (46%) 9 (47%)
Meeting Documentation

Medical Examiner's Report 19 (26%) 1 (7%) 20 (38%) 4 (25%) 18(27%) 4 (25%) 22 (37%) 8 (42%)

Individualized Education 5 (7%) 1 (7%) 16 (30%) 5 (31%) 15 (23%) 5 (31%) 19 (32%) 7 (37%)
Plan

Other 8(11%) 0(0%)  8(12%) 1(6%)  8(12%) 3(19%) 16 (27%) 8 (42%)

56



Table B4. Organization of CCPTs and Child Fatality Prevention Teams (CFPTSs) by Year

2015 2016 2017 2018 2019 2020 2021
CCPT/CFPT Organization (n=87) (n=86) (n=80) (n=88) (n=89) (n=83) (n=80)
l I I I [ I |
Separate CCPT and CFPT 23 (26%) 17 (20%) 17 (21%) 14 (15%) 17 (19%) 16 (19.3%) 19 (23.8%)

Combined CCPT and CFPT 63 (72%) 66 (77%) 62 (78%) 77 (83%) 66 (74%) 66 (79.5%) 59 (73.8%)

Other 1 (1%) 3 (3%) 1 (1%) 1(1%) 2%  1(1.2%) 2 (2.5%)

Note: Number of counties (percent)
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Table B5. Mandated CCPT and CCPT/CFPT Members and Mean Rate and RBakiofpation, 2018, 2019, 202@nd 2021

2018 Average 2019 Average 2020 Average 2021 Average
(Rank) (Rank) (Rank) (Rank)

[ [ [ |
Mandated Combined Separate Combined Separate Combined Separate Combined Separate
Member (n=73) (n=13) (n=73) (n=13) (n=62) (n=15) (n=59) (n=19)

[ [ I I I I I |
DSS Director 3.25 (4) 3.69 (7) 3.16 (4) 2.94 (4) 3.10 (4) 2.67 (5) 3.20(2) 2.63(4)
DSS Staff 3.88 (1) 4.54 (1) 3.90 (2) 3.94 (1) 3.71 (1) 3.67 (1) 3.67(1) 3.68(1)

Law Enforcement 2.77 (7) 3.85 (6) 291 (7) 2.76 (7) 2.90 (7) 2.53 (6) 2.73(7) 2.63(4)
District Attorney ~ 1.70 (13) 2.92(10) 1.88(13) 253(9) 1.95(12) 1.53(10) 1.77(13) 1.68(10)
Community 2.66 (8) 3.46 (9) 2.68(8) 2.47(10) 2.52(8) 2.20 (7)  2.48(10) 2.58(7)
Action Agency

School 2.36 (9) 3.54(8) 2.24(10) 2.65(8) 250(9 1.13(11) 2.58(8) 1.61(11)
Superintendent

County Board of 2.24 (11) 2.85(11) 2.20(12) 1.94(11) 2.10(11) 2.07 (9) 2.38(9) 1.74(9)
Social Services

Mental Health 3.30 (3) 4.46 (2) 3.44 (2) 3.59 (2) 3.26 (2) 3.20 (2) 3.16(3) 3.58(2)
Professional

Guardian ad 3.03 (6) 3.92 (4) 3.07 (5) 3.06 (3) 2.95 (5) 2.87 (4) 2.90(5) 2.84(3)
Litem

Public Health 3.17 (5) 3.92 (3) 3.07 (6) 2.88 (5) 2.94 (6) 2.13 (8) 2.78(6) 2.05(8)
Director
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Health Care
Provider

District Court
Judge

County Medical
Examiner

EMS
Representative

Local Child Care
or Head
Start Rep

Parent of Child
Fatality Victim

3.37 (2)

.92 (16)

1.47 (14)

2.21 (12)

2.29 (10)

1.06 (15)

3.85 (5)

3.41(3) 2.82(6)

.94 (16)

1.28 (14)

2.26 (9)

2.21 (11)

1.09 (15)

3.15 (3)

73 (16)

1.39 (14)

2.19 (10)

1.81 (13)

1.08 (15)

3.13 (3)

3.16(3)

.93(16)

1.93(14)

1.93(11)

1.80(12)

1.00(15)

2.42(6)
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Table B6. Total County Participation by Year

2014 2015 2016 2017 2018 2019 2020 2021

County (n=71 (n=87) (n=86) (n=81) (n=88) (n=89) (n=84) (n=85)
)
Alamance X X X X X X X X
Alexander X X X X
Alleghany X X X X X X X X
Anson X X X
Ashe X X X X
Avery X X X X X X X
Beaufort X X
Bertie X X X X
Bladen X X X X X X X X
Brunswick X X X X X X X
Buncombe X X X X X X X X
Burke X X X X X X X X
Cabarrus X X X X X X X X
Caldwell X X X X X
Camden X X X X X X X X
Carteret X X X X X X X
Caswell X X X X X X X X
Catawba X X X X X X X X
Chatham X X X X X X X X
Cherokee X X X X
Chowan X X X X X X
Clay X X X X X X X X
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Cleveland
Columbus
Craven
Cumberland
Currituck
Dare
Davidson
Davie
Duplin
Durham

Eastern Band
of Cherokee
Nation (Qualla
Boundary)

Edgecombe
Forsyth
Franklin
Gaston
Gates
Graham
Granville
Greene
Guilford
Halifax
Harnett
Haywood

Henderson
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Hertford
Hoke

Hyde

Iredell
Jackson
Johnston
Jones

Lee

Lenoir
Lincoln
Macon
Madison
Martin
McDowell
Mecklenburg
Mitchell
Montgomery
Moore

Nash

New Hanover
Northampton
Onslow
Orange
Pamlico
Pasquotank

Pender
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Perquimans
Person

Pitt

Polk
Randolph
Richmond
Robeson
Rockingham
Rowan
Rutherford
Sampson
Scotland
Stanly
Stokes
Surry

Swain
Transylvania
Tyrrell
Union
Vance
Wake
Warren
Washington
Watauga

Wayne
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Wilkes
Wilson
Yadkin

Yancey
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Table B7. Small County Participation by Year

County 2014 2015 2016 2017 2018 2019 2020 2021
Respondents 36 42 40 38 45 46 43 41
(%) (71%) (82%) (78%) (78%) (83%) (85%) (80%) (80%)
Alexander X X X X
Alleghany X X X X X X X X
Anson X X X

Ashe X X X X
Avery X X X X X X X X
Bertie X X X X

Bladen X X X X X X X X
Camden X X X X X X X X
Caswell X X X X X X X X
Chatham X X X X X X X X
Cherokee X X X X

Chowan X X X X X X

Clay X X X X X X X X
Currituck X X X X X X X
Dare X X X X X X X X
Davie X X X
Gates X X X X X X X X
Graham X X X X X X X
Granville X X X X

Greene X X X X
Hertford X X X X X X X X
Hoke X X X X X X X X
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Hyde
Jackson
Jones

Lee

Lenoir
Lincoln
Macon
Madison
Martin
McDowell
Mitchell
Montgomery
Northampton
Pamlico
Pasquotank
Pender
Perquimans
Person

Polk
Richmond
Stanly
Stokes
Swain
Transylvania
Tyrrell
Warren

Washington
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Watauga X X X X
Yadkin X X X X

Yancey X X

Note: Distribution of county size has changed over this time period
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Table B8. Medium County Participation by Year

County 2014 2015 2016 2017 2018 2019 2020 2021
Respondents 30 36 36 34 32 32 30 34
(%) (77%) (92%) (92%) (87%) (91%) (91%) (86%) (87%)
Alamance X X X X X X X X
Beaufort X X

Brunswick X X X X X X X
Burke X X X X X X X
Cabarrus X X X X X X X X
Caldwell X X X X X
Carteret X X X X X X X
Cleveland X X X X X X X
Columbus X X X X X X X
Craven X X X X X X X X
Davidson X X X X X X X X
Duplin X X X X
Edgecombe X X X X X X X
Franklin X X X X X X X
Halifax X X X X X X X X
Harnett X X X X X X X X
Haywood X X X X X X X
Henderson X X X X X X X X
Iredell X X X X X X X X
Johnston X X X X X

Moore X X X X
Nash X X X X X X X X
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Onslow X X X X

Orange X X X X
Pitt X X
Randolph X X X X
Robeson X X X X
Rockingham X X X X
Rowan X X X

Rutherford X X X X
Sampson X X X X
Scotland X X X
Surry X X X
Union X X X
Vance X X X X
Wayne X X X X
Wilkes X X X
Wilson X X X X

Note: Distribution of county size has changed over this time period
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Table B9. Large County Participation by Year

County 2014 2015 2016 2017 2018 2019 2020 2021
Respondents 5 9 10 8 11 10 11 10
(%) (50%) (90%) (100%) (80%) (100%) (91%) (100%) (100%)
Buncombe X X X X X X X X
Catawba X X X X X X X X
Cumberland X X X X X X X X
Durham X X X X X
Forsyth X X X X X X
Gaston X X X X X X X
Guilford X X X X X X X X
Mecklenburg X X X X X X X
New Hanover X X X X X X X X
Wake X X X X X X X

Note: Distribution of county size has changed over this time period
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Appendix C: Qualitative Responses

Difficulties faced completing woik

Adjusting to Virtual Platforms

Additionally, we have experienced some
technical difficulty as we continue to meet
virtually.

agency staff changing to different positions
within the agency or leaving the agency
completely; timely access to records and
documents; delays in cases being cleared for
review by DA

All CCPT meeting in 2021 were held online
via Zoom. The video format for these
meeting has a limiting effect on how much
interaction and discussion can fed
between team members. Our team truly
desires to get back to anperson format as
soon as possible.

blended virtual/in person to meet the
requests of all membert is difficult for the
virtual participants to hear and participate in
the discussions

Continue to meet virtually and have not
been able to discuss any individual cases
Difficulty for staff to participate virtually at
times

had to adjust meetings to meet through
TEAMS/virtual and delay in return of
requested medical records.

Had to meet vidally.

Having to meet virtually

In early part of this year we meet virtually
not as many participated

Inability to meet in person lack of interest
due to not being able to meet in person

It has been difficult discussing cases over
Zoom due to the sensitiveature of some of
the cases.

It has been difficult to collect feedback since
we are not always fadge-face.

keeping members engaged through virtual
meetings

Lack of secure technology to conduct virtual
meetings
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Meeting virtually, Lack of Broadband

Internet Services in the County

Meetings have moved to virtual and

mailings have been late; therefore, we did
not meet 4 times this year

Moving to a secure virtual platform was
initially a challenge but is working well for
the team

No in-person meetings. All byhone.

Not being able to meet in person; we have to
do everything virtually.

Not difficulties; however we are meeting
virtually due to the pandemic

Our team has been operational, we have just
switched to virtual meetings, which can be
challenging for some

Our team went to Zoom meetings rather
than in person meeting to obtain the
maximum number of attendees and to ensure
safety of all members.

Some of the members could only attend
virtual

Stakeholders reported not being able to see
families and make tradinal connections
Team is not satisfied at this time meeting
virtual and finds communication more
difficult.

Team members having trouble with
technology to meet virtually.

Technology and ability to meet face to face
The team moved to virtual meetings eanly
the pandemic. Planning for events has been
more difficult.

Virtual meetings have been held. One
meeting did not have a quorum which
rescheduled to next meeting. Fewer member
attendance

Virtual Meetings have impacted the
participation in Community Agemes.

Virtual meetings to reduce risk of exposure
we are unable to meet in person but
successfully meet via Microsoft Teams



We have continugto have CCPT Meetings
via zoom

We have not been able to meet face to face
We have tried using Zoom however this is
difficult and we just recently met in person
We meet virtually. Our attendance numbers
have gone down.

We met virtually instead of in person and
struggled with some technical difficulties.

COVID -19 Pandemic

At the beginning of the pandemic, it was
diffi cult to hold meetings and since we have
started back in April 2021, attendance of
members and membership declined.
attendance due to Covid despite holding
virtual meetings

COVID limiting faceto-face meetings and
outreach

Covid restrictions

COVID restrictons and facilitation of
meetings

COVID-19 prevented Hperson meetings
and made sharing confidential/sensitive
materials difficult

Due to COVID meetings have had to be
cancelled and as a Social Work Supervisor
as chair of the CCPT is challenging due to
theexcessive workload due to COVID
related changes.

During the pandemic, the attendance has
decreased and some members do not want to
meet face to face.

Everyone has been busy with Co:ifl,
people out of the office

For a while during the pandemic, most of
the 2020 year and into 2021, we met
virtually. We began to meet in person again
during the 2021 year.

Member turnover and covid

Our meetings are triggered by release of
fatality reports from Raleighthey say these
have been delayed due to COVID. Face to
Face generally prompts more ideas and we
have been virtual. The Health Dept which
facilitates the meetings is currently
overwhelmed with COVID response
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Some of the members were out due to
COVID for themselves or other family
members.

Team members not by available to meet
due to extra work because of COVID.

The Health Department, DSS and School
System are three of the biggest partners of
our CCPT and we have been overwhelmed
since March 2020 due to COVID.

The pandemic has displaced some team
members.

the pandemic lead to an inability to have
face to face contact however meetings have
consistently been held via teleconference.
These meetings are best done in person.
Covid kept us from that.

we have had to meet virtually and CFPT has
been able to meet

We have not been able to meet due to
COVID due to the increase in numbers.

Attendance/Scheduling/Availability

Overall there was a lack of participation
membership turnover made this more
challenging

Meeting times where everyone can attend
Getting people tparticipate and be

involved in the meeting

Lack of involvement from community
partners

Availability of members and staffing issues
at the Agency.

Ensuring everyone is able to participate in
meetings due to the added responsibilities in
their workplaces dut the pandemic. Most
workplaces in which members work have
been short staffed or have added duties.
We have been meeting virtually, attendance
is difficult for members due to staffing
challenges, having cases to review is always
challenging and diversitgyn who presents
cases.

Attendance. certain individuals that never
show up to meetings that would be very
useful in their participation. It is typically

the same consistent agencies that are



represented. In addition, we have had to
reschedule many times @wo the nursing

staff from the HD and schools being short
staffed.

Staff illnesses staff shortages and being able
to set up meetings when we all could meet
while fully staffed

There has been difficulties obtaining

medical records as well as a lack of
paricipation from all members

Some of the members was swamp with work
due to ceworkers being out of work.

COVID -19 Related Barriers

Lack of FaceFace Interactions

Lack of inperson meeting.

Inability to have court in person

This Team's Chairperson is a CPS
investigator at DSS and the virus has created
barriers including how we are able to
communicée with families and gain access
to their children because they have not been
in school or we are unable to see them face
to face and speak to them separately apart
from their parents

Meetings are not the same. Same
information is provided, but it is sdifficult

to meet by phone

Our outreach activities were hindered which
would have reached children and their
families.

Limited Support and Underreporting

Lack of available services/resources for
families

visiting restrictions

A decrease in CPS reports base of
isolation of children in homes

COVID-19 has resulted in agency variations
in protecting children. For example, the use
of video conferencing in lieu of face to face
contact has been utilized to complete
interviews with families with COVID and/or
COVID exposure

73

Miscellaneous

none (other than exhaustion, especially as
Chair and Review Coordinator are
intimately involved in public health
COVID-19 response) we switched to
virtual meetings (Microsoft Teams) in 2020
and continued them in 2021; they have gone
well

We continued meeting in person as a
combined CFPT/CCPT and this impacted
attendance.

delays from ME office in obtaining
information

DSS workers are not visiting foster children
directly. this has resulted in at least one
tragic death. Many children are not being
reported because they are not in school.
Parents have reported not accessing medical
and other servicdasecase they are afraid of
COVID

Less in home and face to face contacts due
to family members and staff exposure to
known COVID patients

1) Virtual learning (which was case in 2020
and first part of 2021) led to less school
contact with children and decreasegarts

to CPS, so unidentified child abuse/neglect;
it also led to decreased soe@hotional
wellbeing of children, no home or fate

face visits by early intervention specialists
and CCNC care managers; community
provider had decreased service
opportuniies, so downsized and have been
struggling to scale back up to meet increased
demand; child & family mental health
waitlists are long, running 8 weeks to 6
months; prosecutions stopped entirely
during COVID and now DA's office is
digging out of backlog,spersons charged
with crimes against children have not been
held accountable in a timely manner; also,
during pandemic, bail was set lower than
previously, so persons charged with crimes
against children were more likely to be out



of custody during thatrhe, which is
concerning.

Our CCPT identified that there was a
negative impact on children during the
beginning of 2021 when the schools were
providing learning in the virtual format and
not meeting physically with the students.
This dissipated when studsrreturned to in
person learning in August.

Under reporting of child maltreatment due to
extended time of remote learning.

Increased waiting lists for mental health
services, more mental health services being
virtual, children not being in school
decrease contact with children; children
being at home causing more financial and
emotional strain on the family. delays of
appointments for CMEs specifically after
children discharged from the hospital.
COVID 19 caused less face to face
interaction with childra and mandated
reporters such as school personnel, medical
personnel, neighbors, family members, etc.
As a result, reports of suspected AND, went
down.

COVID created several barriers impacting
protection of children Initially [COUNTY
NAME] experienced a gnificant drop in
reporting presumably because children were
in a virtual learning environment and it was
difficult to assess situations that might
warrant a report Childcare for working
parents whose children are virtual learning
has been a stressor faniilies and a
contributing factor in child protection
Families had less access to home based and
face to face support services eg therapy also
raising the risk of child welfare involvement
for families also struggling with other issues
COVID placed additinal demands on an
already stretched child welfare workforce
which had impacts on the types of provided
to child welfare involved families

Remote school attendance created barriers to
seeing children for a variety of reasons.
Children were not as easilyaassible as to
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CPS, sometimes due to illness or
identification as a close contact, and some
families not answer the door to avoid
contact with the department.

We have experienced delays to complete
home visits due to Covid Exposures. There
have been signifant delay or lack of
resources due to lasting effects of the
pandemic. There is a severe need for Child
Care facilities in the County due to
increased demand of child care.

Treatment for mental health, substance
abuse has been much more difficult as
appontments moved to virtual platforms.

Of course there was a delay in the transition.
Appointments for physical health issues
became more difficult to access as did
public transportation.

Schools/Counselors and other entities may
not be seeing children do@ quarantine.
[COUNTY NAME] County has overcome
any barriers, but the most concerning was if
the family who needed protection has Covid
and workers had to ensure their own safety.
Lack of foster care placements lack of
domestic violence batterer services
Mandated services were not going out and
seeing children and families due to the
pandemic which left an opportunity for
increased abuse and neglect to occur
secluded children from often a safe adult to
tell

Parents were hesitant in allowing social
workersinto their home due to concerns of
exposure to COVID.

Not having them in school was the biggest.
Our top reporter went from being teachers to
cops.

There was a decrease in reporting from the
schools and law enforcements.

Some parents became more diffidoltwvork
with and that caused suspension of
community services and resources that
would keep their children safe. Agency
didn't always have access to see children in
the home due to parent not want DSS to



come in their home due to COVID.
Children no loger had that social outlet and
place to feel safe to talk about maltreatment
in the home. Maltreatment increased as a
result of COVID.

Access to treatment serviees®me offered
services primarily virtually and family could
not do this; new staff withingencies who
were faced with very challenging families,
could not always access-omrker or
supervisor support; differences in service
delivery protocols between military and
civilian community

Less oversight and involvement in the
community

COVID-19 madehe access to healthcare
more difficult than it was under normal
circumstance, in some cases. It prevented in
person service delivery or it delayed service
delivery. COVID19 also created the
isolation of children some agencies and
organizations that routely observed/served
them, such as a lack of-person learning.

It has greatly affected mental health
resources for youth and adults. We have
seen an increase in substance use and
decrease in services.

increased truancy due to virtual learning
challengestherapy through telehealth is
difficult for children and increased mental
health issues with children not being in
school and schools not seeing children
regularly and not being able to assess how
children are doing.

Staff Personnel and Wellness
TestingVaccine availability; Safety and
exposure concerns of children and staff who
may engage with children to limit
transmission

Safety impacts on our staff for possible
Covid positive children brought into care.
Staff continued to facilitate the protection of
children amidst the ongoing C19 pandemic;
however, as it has continued, staff are
fatigued and exhausted.
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Limited Staff, Due to Staff exposure Child
Welfare has continue to experience staff
shortages. Workers remaining, continue to
carry double the caselds.

Our frontline workers (social workers,

school personnel, medical personnel) are
struggling with burnout and turnover. There
is a backlog of A/N/D cases waiting to be
heard due to the time court was shut down
early in the pandemic.

Covid-19 has wiped duthe child welfare
workforce. | have one of four workers on
my blended ichome/assessment team.
Workers leaving the agency for other
opportunities, the inability to recruit
appropriate qualified candidates for the open
positions, health hazards for otaf$.

the rate of turn over increased exponentially,
staffing was an issue when an area was
infected. Staff in CPS has no means to work
cases virtually

workers exposed to Covit® and having to
guarantine.

covid really made staffing shortage at times
Agency shutdown

Our team also saw an increase in CPS cases
and within those, an increase in the
severity/complexity of those cases. This, in
turn, leads to staffing turnover and
shortages.

Adjusting to Virtual Platform

Lack of attendance during virtual mingfs
Internet service, WiFi and cell service are
limited in our rural county which made
accessing virtual appointments more
difficult.

We had to improvise by wearing masks
setting up zoom meetings etc

Some visits were not conducted face to face
in persorbut virtually.

initial lack of distribution of PPE to nen
public health staff (frontline social workers,
economic services workers, etc.)-going
lack of cohesion in state responses to local



county needs due primarily to state
employee teleworking

lack of WIFI to operate Zoom

Not all areas have strong internet coverage,
thus some team members have difficulty
connecting during the pandemic.

At beginning of the pandemic visits were
completed virtually upon the states
guidance.

At times in person face toda has had to be
virtual due to either the child or caretakers
being positive for COVID or exposed.

Miscellaneous

Court held by Webex did not give workers
the adequate training they needed for court
dynamics.

we have maintained all services during he
pandemic

CPS is still functioning normally

Our team is still working during the
pandemigust not doing it in person. Our
social workers have continued to see
children in order to ensure safgtyst
wearing PPE, social distancing, etc...
COVID has impacte our service provision
by making our jobs more challenging across
all program areas

DSS still completed face to face visits to
ensure safety Most visits were completed
outside and at a distes

Resources shared among CCPinembers

Community

board service between agencies
CAC

colocation between agencies
Community Activity Information
community assistance

Community Events

Community Events

community events

Community Resources

Community Resources

community resources

Community Resources

community resources

community resources for parent education
Community Supports

Future Community Events
Knowledge of Available community
resources

New Community Agencies/Organizations
Outreach

Partners LME

Partners LME

Education/Training
available trainings
Car seat training
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CPS Intake Presentation
Educational

Educational

Educational Resources
Events and/or Trainings
helpful trainings

learning opportunities (e.g., webinars)
Other Education

Parent training
substance classes
Training

Training opportunities
training opportunities
Training Opportunities
Training opportunities
Training Opportunities
Training Opportunities
Training Opportunities
Training Resources
Training/public awareness/education
TRAININGS

Trainings

Triple P Parenting

Financial
Advertising $
Financial



Financial resources
Financial Resources
financial resources
Financial Resources
financial resources
Financial resources
Financial resources
Financial Resources
Financial resources
Funding Opportunities
grant opportunities
grant opportunities
Grant Opportunities
grant opportunities
Grant Opportunities
Grant Opportunities
Grant opportunities
grant opportunities
Grant Opportunities
Grant opportunities
Grants

Safe Sleeping Funding Opportunities
several agencies partner togethe grants
Team funds

Health and Wellness

Child Health Care Progress

Free Medicine Giveaway

medical information

Mental Health

Mental Health

mental health

MENTAL HEALTH REFERRALS/INFO
mental health resources

mental health services

Mental Health/Substand&buse

mental health/substance abuse services
new providers

Referrals

Residential treatment provider
resources

Vaya- Available mental health services
Womens Shelter

Advocacy
Juvenile court mediator

Updates and Announcements

Agency Announcements

Agency News

CFTF Info

Child Facility Changs

Invitation to share from other services at
each meeting

legal changes

Legislative Updates

NCDHHSDSS Policy updates

Policy Changes

Policy Updates

Program Updates

Resource Changes

upcoming events

We regularly share resources and upcoming
changes etc

General Support

[Center Name] Center

[service provider] services in [County name]
Co

Baby Boxes for safe sleep
COVID-19 Resources/Relief
Crisis Assistance/Resources
Donation for safe sleep from a local church
Housing

Juvenile Early Intervention/Crime
Prevention

Licensed foster home additions
local agency resources

Parent support groups
Resources for Families

safe sleep

Service opportunities

Service Organizations

Service recommendations
Support for Families
Transportation Info
Transportation Resources

VOLT

Miscellaneous

Legislative Actions
Ryan's Law



School Statistical data
SHARE RESOURCE/COLLABORATION statistics

Barriers to participation and family/youth partner engagement

Recruitment Diffic ulties Covid

Being unable to identify a family that is COVID

emotionally ready to be on the CCPT/CFPT  Covid

Could not get commitments for team Difficulty meeting/communicating with
members individuals face to face and virtually

Did not seek to involve for participation Team did not recruit family or youth;
Difficulty recruiting/engaging COVID

Family was not identified. virtual platform

Had the parent on tiieam who had a child we didn't focus on this particularly because
die but had not explored further to of Covid

identify/recruit another family and/or youth

partner for 2021 Confidentiality/Appropriateness

Have Not Been Asked Case discussions can trigger trauma.
Hesitancy about serving/ not enough slots Additionally, it is hard to find youth that are
available to invite to join the team emotionally stable and mature enough to
Identifying participants handle and discuss the serious subject
identifying who to engage matters

Lack of effort to engage Confidentiality Concerns

lack of identified family and youth partners Due to cases still being open in DSS or LE
lack of incentives investigations this does not allow families to
Lack of interest take part in CCPT

lack of interest Due to cases still being open in DSS or LE
Lack of interest from families investigations this does not allow families to
Lack of recruitment take part in CCPT

lack of recruitment Mandates fronCounty and agencies related
lack of recruitment for participants to the pandemic, etc. especially for face to
Managing priorities. We value parent and face contactalso some we hoped to connect

youth input and participation and have them  with have technology issues
participate regul ar | y The appropuatenessgoeyouthg attending and

Community advisory Council for grant the time of the meetings.
funded programs. The Chair of our CFPT does have
never invited to join confidet i al ity concerns and
No efforts made remote meeting options during Covid
No efforts made We feel they are not permitted by statute.
No outreach We feel they are not permitted by statute.
team did notdentify them
Unable to reach Miscellaneous
we didn't seek their participation no meet?ngs
no meetings
COVID -19 Pandemic not addressed
CoVID Our CCPT did not meet
COVID Our CCPT did not meet
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List of Organization Collaborators
[COUNTY NAME] County Board of
Commissioners, [COUNTY NAME] County
Consolidated Human Services Board
[COUNTY NAME] County Gov't Staff
[COUNTY NAME] DSS Board

[COUNTY NAME] Forward, [COUNTY
NAME] The[COUNTY NAME] Times,
[COUNTY NAME] County Partnership for
Children

[COUNTY UNIVERSITY], Health Department,
County government

Board of Commissioners & Board of Health
CC4cC

CC4C addressing safe sleep;steeping

Child Advocacy CenteProfessional Advisgr
Council and MDT, Army Community Services
Care Review Committee, Reclaiming Futures
Program, Behavioral Health Provider agencies
Community at large through FB information
County Commissioners

County Commissioners, Crossnore, Kiwanis
County EMS Schools

County Health and Human Services Board
Board of Commissioners CCPT member
organizations

County Manager

DSS Staff County Commissioners Consolidated
Human Services BoarfCount Name[Safe
DSS, Law Enforcement, EMS, School System
and District Health Depament

DSS: "pack and plays/cribs" for new babies to
discourage caleeping

Early Intervention Tear{County Name]
County Schools

Health Department

Intensive Review Process
Subcommittee formed

Independent of intensive review, although
some members serve on the intensive review
as well.

all documentation iseviewed

A team is recruited from our CCPT

CCPT will go into closed session and seek
volunteers to serve as various members of
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Health Department, Schools, Medical Providers,
CAC, Abuse Prevention and Guardian At Litems
Hospitality HouseDomestic Violence Shelter
Information is often shared with the CFPT

Kids Coalition

Law enforcement Children's Advocacy Center
and school system

local food/shelter pantry; domestic violence
shelter; local CAC; local community action
agencies

Local Hospit#Medical Professionals on
CCPT/CFPT, developed additional screening
tools to be used on all patients at the hospital to
identify risk factors of substance use so they can
be referred to DSS for plans of safe care

Local mental health & substance use previd
Local Mental Health Agencies, and the DA and
Juvenile Justice. TEAM LEECounty Name]
[Center NameHealth CenterfCounty Name]
County Sheriff's Office, and DA's office.

Local newspaper

Mental Health Trillium

N/A

Police, Fire, EMS, Hospital, Obstiefans, Local
Parent Groups, Specific Communities

System of Care,[COUNTY NAME] Public
Library

Teen Suicide, Vaping in schools

The Board of Commissioners who fired Cardinal
Innovations and led to them being fired by 10
other counties and disbanded by tleer8tary.
Welcome Baby

YMCA of [COUNTY NAME] county

Youth Service Agencies

the review Once review team is established
all review members receive confidential
copies of the record A review date is then
estblished with state

The chair will identify keys members to
participate and provide all required
documents for review, well in advance of
the review



CCPT requests volunteers to participate
Participants include those with and without
case history Documengse sent securely to
all prior to the review

We would pull an intensive review team
together, composed of the required
members. 1 representative from the local
team is requested.

CCPT Chair organizes the review team and
ensures records are gathered anttidiged
to the facilitator

A member serves on the intensive fatality
review and brings the info of the findings
back to the team

We have a CFPT Team who reviews
fatalities in the community We also put
together a Intensive Review Team with
members from CCPand CFPT when a
review is needed for Child Welfare
Separate subcommittee developed for the
review

DSS Director assembles review team to
conduct an intensive review.

Whole Group Review

Everyone is notified prior to the meeting and
asked to gather any mfmation on the

family for presentation

We discuss the case at the first CCPT
meeting following the fatality. The CCPT
chair sends out identifying information to
the team members so they can prepare to
discuss the case. We discuss the case at our
meetingand then make recommendations if
we come up with any.

Our local team proceeds with our local
reviews per usual, minus the cases that are
part of intensive review

This CCPT team staffs and reviews results
of Intensive Fatality Review

We discuss it duringwr quarterly meeting
and bring back progress or lack of progress
of family to the next meeting. We also
discuss policy and things that may or may
not need to change and how we can work
better together.
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CCPT and CFPT members participate
Team members paripate on the Fatality
review

Collaboration with CFPT and CCPT

Each member gathers information from their
respective agency.

The CCPT chair will inform our CCPT
members of the findings and
recommendations of the ICFR

All members are invited to attend in the
intensive review participate in discussion
and work collaboratively towards

identifying service gaps and interventions to
close those gaps

When the ICFR is completed and the report
received, the CCPT/CFPT reviews the
document to identify strategies to aess
systems issue. We then follow up on
implementation of actions recommended
and if there were positive results.

CCPT gathers the info

The local team is informed about fatalities
and findings when applicable
Representatives from CCPT and CFPT are
on thereview team

We try to review the case during our
guarterly meeting

These are staffed and discussedhimnthly

at the Child Fatality Prevention Team
meetings

Gather the file and staff that were a part of
the case

When an intensive review occurs, our team
skips the local review but shares the
finalized report from the state with the team.

Collaboration with Outside Agencies

Health department staff receives notification
of case review. Case review is placed on the
agenda for a meeting. Meetings are only
scheluled if we have current cases. HD staff
request full medical records for review. If
medical records are received, meeting is
scheduled. HD medical staff reviews
medical records prior to meeting and
provides summary of circumstances to the



group during meang. All attendees are able
to ask questions and recommendations, if
any, are made as to if the death could have
been prevented. If preventable,
discussion/action on educating the
community on preventable death discussion
and what steps to get the informoa at to

the community takes place.

Outside presentative tells us she is coming
and we establish a team. We don't like it
though because we don't feel anything
useful is ever done with our findings and we
feel that our findings are not always accurate
because they are so influenced by
facilitators.

The review is chaired by the local DSS
agency and the outcome is shared with the
CCPTCFPT committee

The Department of Social Services provides
pertinent case information to the community
partners and an opersdussion occurs to
discuss solutions and resources that would
benefit the case.

This does not occur very often. The last time
an intensive review occurred the local team
had already reviewed the case. The CCPT
team is kept informed about intensive
reviewsand their outcomes.

Staff from DSS invites CCPT members to
participate on the review team and we share

Local Review Problems
Communicatioramongst the different
agencies. Sometimes we don't always reach
out to each other for assistance and
information to help assist the families.
Several members participate in the intensive
review and once the state sends the final
recommendations, it is stea with the team.
We also discuss ways in which we can
further assist with the outcomes.

Improvements for CaseReviews
Uniform Data Collection
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the final report with the whole team for
discussion

We work with the State Child Fatality Team
CCPT sends a representative

Miscellaneous

Fortunately ouagency has not had to have
an Intensive review in several years.
Unfortunately, we are going to have to have
at least one this year, most likely two. It
seems that the state has chosen to do reviews
on these cases based on criteria that is not
familiar to us, but we will go with what they
are telling our agency. We also feel that
they are asking for information on children
that are not in the home (in one of the cases)
that was not part of our investigation, nor
part of our case, but we are havingeéquest
this information for this fatality review. Our
agency is already short staffed and suffering
from staff burnout and turnover. This will
only exacerbate that.

We have not had one.

unfamiliar with process we have never had
an intensive review thatam aware of

N/A for 2021- would handle per policy

we have not had the opportunity to conduct
an intensive review at this time.

we have not had any reviews other than our
normal active case review

we have not had any reviews other than our
normal active case review

We were unable to review a case timely due
to not receiving medical records. COVID
made in persomeetings difficult due to
health department staff being unavailable.
Yes- hospital not reporting to DSS.We
recommended update in training

A standardized tool for collecting and
compiling data



Having all counties use NCFast (statewide
system) to give staff access to CPS records
from other counties; Receiving fatalities to
review in a timely manner from the State
Funds for a part time coordinator to track
down information.

gettingquicker autopsy reports

annual review of the state webinar and its
materials and adopting the recommended
process

Increase Participation/Collaboration
Regular attendance

Good participation and well rounded
representation with input from service
providers

Active Participation from Community
Partners.

Add family partner piece, give team
description of the case prior to scheduling
meeting

Better participation

Member attendance

investigation information from other
agencies due ongoing investigation &
discussias with the District Attorney.
More community partners

More input for other agencies

More involved participants

More Law Enforcement Involvement and
attendance

more participation

More participation from members. In
particular LE partners. Timely sharing of
information to include medical records.
Cases sometimes cannot be reviewed as the
team is awaiting medical records.

More participation with all team members
Continued communication with other
agencies

ORGANIZATIONS CAN PRESENT
CASES

For DSS to present cas

DJJ involvement at the meetings
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If more services existed in the county,
agencies could possibly connect people to
services.

Input from community partners as well as
bringing more cases to CCPT for review
Greater availability of law enforcement
personneto participate Review active

cases

Picking more cases from other agencies than
DSS; follow up on cases presented
Quarterly agenda item to submit and present
cases from each agency on a rotating basis.

Education/Training

For members to be educated onDHHS
state policy.

Internal refresher with CCPT members and
DSS CS staff to set case review expectations
with a review of the CCPT purpose, duties
and roles and how case reviews guide
advocacy and recommendations.

Provide additional trainings to CCPT on
how to engage in prevention

Training

Training for members

recorded trainings that can be reviewed by
the team at convenient times;

team education

Utilizing and learning CCPT Policy

Time

More time and staff to devote to the teams
activities

More time for theprofessionals to focus on
case reviews.

The biggest impediment to case reviews is
that the presenting Social Workers don't
have time to prepare their presentation
because of other work duties.

Timely access to records. We had several
cases that could nbe reviewed due to
pending criminal charges (not necessarily
against the parents) and thus we could not
move forward until clearance from DA's
office.



Timely receipt of cases to be reviewed from
the state.

timely reports from ME; case review
selection crieria that is NOT universal (e.g.,
not all MV deaths need to be reviewed)

Miscellaneous

Referencing Individualized Education Plan
when relevant

The team is good about sharing information,
there are no suggestions for improvement.
To actually review casder CCPT

Being able to meet in penso

get back in person

CCPT will carry out reviews as needed to
avoid maltreatment

Higher focus on system reform indicators
and advocacy

Discussing possible referrals at sub
committee for full committee meetings.
Due to CQ/ID, our team did not meet in
2020 and 2021.

EVERY 2 MONTHS WE HAVE A CASE
PRESENTATION AND OTHER

Limitations to accessing MH/DD/SA/DV services

Unreceptiveness to families

Limited engagement by parents

Parents are not willing tparticipate.

parent lack of participation

Parents Unwilling to Participate

Family did not follow through with services
Parents unwillingness to seek services
Family Compliance

Parents not following through with services
Refusing to attend

Limited resources

limited Life Skill/Parenting services for adults
mental health with interpreter services

Lack of substance abuse programs for youth
Limited Medicaid for Parents

Limited number of providers

Limited Spanish speaking services

Lack of residential treatmeptrograms for youth
Limited Enhanced Services

Limited Resources

Limited virtual services

Limited services for undocumented persons
HAD TO REFER SOME FAMILIES OUTSIDE
THE COUNTY DUE TO LACK OF
RESOURCES IN PERSON COUNTY

respite homes

providers losing theragi

Embedded Therapist

Race Issues
Awareness/Training
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Limited access to technology for virtual sessions
Limited services for youth requiring higher level
of mental health services (more than virtual
individual therapy).

Providers having waitlist

DV shelter closed

Local Shelters for DV

Staffing

Due to staffing shortage in MH/SU, there were
delays in accessing services.

Limited Staff

Vacant positionsstaff working from home

Finance

Lack of medicaid or private insurance
Financial concerns

Lack of insurance/funding source

Parents los&ledicaid if children are taken into
care

Miscellaneous

Fear of deportation due to immigration status
Misuse of community agencies

Parent Incarcerated/Moved Out of State
placements after hospitalizations

Team did not meet due to covid

Virtual mental healtlservices lack efficacy.
COVID pandemic

acknowledging biases recognizing it as an
issue



Staff and placement providers being aware
and educated about cultural identity.

Team member awareness of tbgue

Timely training and measuring competency
of staff in understanding racial equity
Training opportunities for team members.
Open conversations.

training opportunities needed
Disproportionality consistent availability use
of data more regular trainirgpportunities
have done a webinar series in this year for
DSS and Health

The Department undergoes MEPPA
Training and Cultural Sensitivity Trainings
that are practiced by the CCPT.

Local awareness among community
members

Culture of the county and local DSS

Diversity

Lack of diversity

not a diverse population

We are located in a small predominantly
white rural county where there is not a lot
diversity.

We are predominantly a Caucasian county
(96%+).

Separate Task Forces

Our county recognized racism apublic
health issue and has a Racial Equity &
Inclusion Workgroup w/in county
government that is providing educational
opportunities for staff. Our Social Work
Division also has a Racial Equity workgroup
that has been doing the same.

WE CURRENTLY HAVE A RACIAL
EQUITY COMMITTEE IN PERSON
COUNTY. WILL CONNECT WITH THE
CHAIRPERSON OF THE COMMITTEE

In our county, there is a disproportionate
number of minority children and families
receiving CPS services. Our county has
other committees dedicated to addressing
the issue, but CPS addresses it in context of
specific issues. Our team works to address
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issues with cultural humility and knowledge
of racial inequities with an ongoing desire to
learn more and apply knowledge better.

Equitable Resources

Providing equiable services to the Spanish
speaking community. Formed partnerships
with local advocates and organizations,
prepared materials in Spanish, attended
Latina community festivals and distributed
materials; Trained child welfare staff and
other community oranizations in culturally
appropriate work with the Latinx
community

addressing the needs of Hispanic families
having btlingual staff available

Disparities in child welfare start at CPS
Intake which families are or are not being
reported to DSS Systemiadquities impact
families and subsequently families that are
impoverished and or have lack of access to
resources are more likely to be reported to
DSS

ensuring that our licensed foster homes are
racially equitable

Resources available

Income, employment gminal justice and
housing

Transportation housing

Disparities in reporting

Health Care and Income

Miscellaneous

Receiving reports

The team has not identified any issues.
This approach has not been discussed with
the CCPT.

This is not a mission at thiste.

Child abuse does not see race or ethnicity
when a case is called into our agency Cases
are not assigned or determined by race or
ethnicity by our agency

Did not discuss

have not discussed and identified local
issues regarding taking a racially equigabl
apporach to child welfare.



Race Resources

Our CCPT reviews social data regularly.
Perhaps, from a neutral presenter

The team is interested in being provided
resources.

yes because it could be useful for treatment
planning especially since there is a teaitide
increase locajl

Yes Our agency is participating in an equity
initiative

Top three recommendations for improving child welfare services at

the local level

Adequate service provision

Mental Health Services

Mental healthtreatment

Increased mental health providers
Coordination with mental health services
Access to mental health and substance
misuse services

[County Name] County CCPT members
continue to advocate for additional mental
health providers as well as residential
providers in the county to provide
consumers a choice.

Increasing racial diversity of mental health
professionals providing child and family
services

Better quality Mental Health/Substance
abuse Services offered for adults

Increase the quality and numbér o
SA/MH/DD resources

More SA and MH providers

more evidence based and trauma informed
services

Increase access to quality, in person, trauma
informed mental health services

Continued collaboration with mental health,
behavioral health, LME/MCO resources to
serve families and children.

Increasing the number of mental health
professionals that provide evidence
informed child and family services related to
trauma/PTSD and Intimate Partner Violence
Timely access to quality in person SA &/or
MH clinical services

Referrals for trauma focused therapy and
psychological testing
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More trauma informed service options at the
local level for adults and children

Trauma screening assessment and treatment
across systems

Address widespread drug addiction
Substance abuse treant.

Substance Abuse Services

Substance Abuse for youth

more substance abuse treatment services
Admission to residential treatment programs
MAT structuring

Increased use of CFTs

Social workers to continue making
appropriate referrals for services

Social Worker for just orcall duties
increase placement options

access to after hours child care

service providers

more services

Access to Services

Access to Spanish speaking services (SA,
MH, parenting, DV, education support, etc)
Predictive analytics to promogarly
intervention and prevent early penetration
into the child welfare system

Access to IlFHome Parenting Programs for
families with children older than 5.
Advancing prevention services

Supportive prevention services for at risk
children

more after schdmptions to reduce
supervision reports

Continue plan of safe care/safe sleep

Resources



Type/Variety of Resources

Having Available Resources in the
Community

Increase in community resources
Locating additional resources for families
Link families withresources

Additional supports and resources for
parents of adolescents struggling with
difficult behavioral, mental health, or
juvenile justice issues

more local resources for DV

Resources for Mental health Services
Navigating the mental health system
Resaurces for Substance abuse Services
Access to Resources to alleviate conditions
that lead to DSS involvement

Build directory of local resources of
placement options that may include
temporary resources (Diligent Recruitment
& Retention Plan)

need for moreasources

Access to and education of Resources
Financial Resources

Increase in pay to keep child welfare
workers

Improving Child Welfare Staffing needs
Funding for DSS staff and programing
Mental Health resources and funds for those
without insurance

fund Welcome Baby cribs

provide funding for safe sleep campaign
access to better transportation
Transportation services

transportation

Expanded public transportation for the
community

Transportation

Transportation services for those in need
who do not have Medaid

Housing

Affordable, safe & accessible housing
Increase number of [County Name] County
foster homes

Rapid rehousing

Affordable Housing
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Establish a minimal housing standard for our
county

Additional Housing resources within the
community

Education andtraining

CCPT training

Continued training for CCPT members
Required Training for CCPT Members
increase seldwareness of CCPT

Provide education to local partners and
community members regarding reporting
requirements

Training available for all Stakeholders
Better local decisiommaking regarding
placement resources in crisis and high need
situations

increase awareness surrounding trafficking
of youth

Educate the community as well as
community partners

Strengthening public awareness through
community educatio

Provide CCPT reports to DSS Board to
enhance awareness of community needs.
increase awareness re: internet safety for
youth

Community Education on Child Welfare
Practices

Continue educating on child maltreatment
amongst community agencies

Community edud#on around healthy
discipline, and relationships

Education of signs of abuse/neglect

More information provided in the school
system about suicide prevention and
discussion of ways to intervene

Increasing awareness in schools regarding
suicide, drugs, aldwl, driver safety, and
mental health issues.

Continue to educate health care and schools
on the importance of making reports
Continued education and training for child
welfare



Public awareness, education on risk factors
for children; increasing knowledgm racial
equity

Parenting instruction.

Provide quarterly reports to local health
committee to increase awareness
Provide resource information to families
Increasing awareness in the community.
Saturate the community with safe infant
sleep information andork to improve
systems that serve infants' caregivers
public awareness on &beeping dangers
Safe Sleep awareness

Continue efforts through local hospital and
DSS to educate parents about safe sleep
Increase training to social work staff
regarding plansfesafe care and safe sleep
for infants

all county contracts require providers who
work with families to undergo safe sleep
training to gain the ability to discuss safe
sleep issues with families

Strengthening partnership/collaboration
Continued communid¢@an with community
partners

Continue open communication between
community partners

Continue outreach to the community
MORE CONNECTION WITH THE
COMMUNITY

COMMUNITY EVENTS

need for more community collaboration
Community Engagement

Continue open communicatidbetween
community partners

Strengthening communication between
community partners

Partnering with community agencies to
ensure safety for children

Continue collaboration & improve
communication

[County Name] County faitfbased
community develop structulgprograms to
support individuals and family members in
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recovery to promote navigation,
engagement, and accountability.

Continued communication between the
partners of the CCPT.

Adding a representative from Juvenile
Services to the local CCPT team.

Providea quarterly report to the BOCC to
enhance awareness.

Continue to partner with MDT and our local
Child Advocacy Center.

Improve child welfare staff's and other
community organizations' work with Latinx
community

CHILD ADVOCACY CENTER IN OUR
COUNTY

[CountyName] County CCPT to partner
with Vaya to establish a process to support
better communication between mental health
providers and community partners to ensure
families receive necessary services.
Improve communication and process with
SA treatmenproviders

Family Engagement

Bring family and youth into CCPT meetings
Family and youth participation

Get rid of Cardinal Innovations

Continue to partner with our local LME
work with LME/MCO for residential service
needs for juveniles

Collaborate with Vay#o better serve
children and youth in crisis so that they are
not staying in emergency departments or the
DSS office

Sharing of information and communication
within the agency and with other agencies.
Address coordination of services between all
providersduring crises that could lead to out
of home placement

Establish multidisciplinary teams to provide
support earlier in process

personal visits with all children with DSS
responsibility

Continue reunification efforts with families
Continuing to reach out ttheck on progress
of child and situation.



Stop having State Law and Policy conflict
with each

Strengthening of relationships with law
enforcement

Continue to partner with our local law
enforcement agencies.

More Military Involvement

Increasing Personnel

Additional Staff

Staffing

consistent staffing

Increase in number of child welfare workers
Continued Training for Child Welfare Staff
need for social work staff

Reduce number of cases per staff member
DSS stability

More one on one supervision between staff
and supervisor.

Staff Retention

Increase and maintain qualified CPS staff to
meet policy requirements.

Miscellaneous

Filing timely petition

Reviewing and discussing past history of
families and having MDT meetings when

we find out the family was involvedith

other agencies.

increase number of cases reviewed at CCPT
Assess reasons for not reporting and address
DSS presenting cases

Make sure marijuana positive infants are
reported

Make sure marijuana positive infants are
followed

Develop a sustainability @h for the Family
Treatment Court

Take a new look at Substance Use Policy
Permanency

Concerns about access to firearms

Our team did not meet

Top three recommendations for improving child welfare services at

the state level

Mental health

Mental Health Services for Placement of
Older Youth

Coordination with mental health services
Increase in state resources for mental health
challenges with medicaid reform and access
to mental health services

Increasing the number of mentaalth
professionals that provide evidence
informed child and family services related to
trauma/PTSD and Intimate Partner Violence
Increasing access to mental health/substance
abuse services for adults who have no
insurance

Increase access to mental heakhvices for
parents by ensuring they maintain health
coverage even when their children are
removed from their care

Restructuring of the MH system

88

Advocate for additional mental health
providers as well as residential providers in
the counties to provideonsumers a choice
That NCDHHS and the Mental Health
MCO's work in partnership to make sure
that sufficient and appropriate outpatient
substance abuse and mental health services
for youth are available in the community,
that mental health servicepecifically
tailored to meet the needs of children who
have been adopted or suffered serious loss
be provided at the local level, and that
incentives be provided to attract qualified
trauma informed practitioners at the county
level

Increased mental hehland substance abuse
services including interpreter services
Streamlined access to mental health and
substance misuse services as well as
strengthening the recovery community.



Funding

Funding

More funding and resources for child
welfare to work with pangts.

Better funding

more funding to small counties

Funding for transportation in rural areas
Funding to DSS for staffing & programing
Additional funds for additional staff
Funding for service provision of
MH/SA/IDD services

The state must provide more fung for
protection services.

More financial resources

Funding

that the local CCPT's be provided funding to
address issues identified by the team, with
preventive education programs.

The state must provide funding for
prevention.

More funding for services

Expanded definition of candidacy to fund
prevention services

Continued investment in prevention services
more funding

Increase Support/Funding for evidenced
based ifhome parenting programs

Local Engagement and Funding
Opportunities

Funding for community agtation

Funding resources for undocumented
individuals to obtain services

increase awareness of the need for funding
Increase funding for safe sleep issues

Education/Training

Accessibility and availability for increased
child welfare staff training

Continue updates and trainings

Increase access to training and development
of new training.

Offer needed CCPT training to counties
Required Training for CCPT Members

offer more thorough and frequent training of
child welfare staff
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More trainings to CCPT nmebers on
making teams better and more effective
public awareness on «deeping dangers
Training

Competency and Critical Thinkinfraining
MORE TRAININGS

more training

More training so there is consistency in
policy across all counties

Training availabledr all Stakeholders
Trainings

more education on new Child welfare
policies

More guidance around POSC to staff
Provide local agencies with information /
resources available on a state level
Continued Training for Child Welfare Staff
Frequent training for #ncounty level
instead of constant reviews

Standardized Education among all State
facilitated agencies

Ensure all child welfare staff receive
consistent evidenced based trauma informed
resiliency training to help manage trauma
they are exposed to duringeihwork
Required Training for CCPT Members
more education on new Child Welfare
mandates

community outreach education

Resources

RESOURCES

More resources provided for all involved
Identifying Relative Placements

increase placement options

Build network ancgplacement capacity that
meet the increasingly high intensive
behavioral needs of the youth served
through child welfare to include those
entering foster care

more oversight of therapeutic and IAFT
foster homes and increase the number of
these homes

Resouces for high risk youth placements
Expand medicaid.



Advocacy and assistance for difficult to
place children with therapeutic and
residential needs within catchment areas
Housing

Affordable Housing

Sharing information and resources
seamless service

Access ©® Resources to alleviate conditions
that lead to DSS involvement

State child welfare case management system

Intake hotline

Prevention Services

access

support with resources

Resources to address racial equity

Children-specific support

Make sure marijuanaggitive infants are
reported

Make sure marijuana positive infants are
followed

he state needs to study the link between
marijuana positive infants and fatalities.
Policy for plan of safe care and-leeping
Statewide child welfare case management
Increagd education on infant safe sleep
continue education to health care providers
to discuss safe sleep

Increase safe sleep resources

Clear expectations for Substance Affected
Infants and plans of safe care

Address the problem of children and youth
who arebeing cared for at DSS offices or
hotels due to lack of appropriate behavioral
health care

For NCDHHS and the Mental Health
MCOQO's to work in partnership to provide
enough additional residential treatment
programs (PRTF and Level Ill) to meet the
needs of guth with Substance abuse and
mental health issues quickly when the need

arises, that they address the need for violent

youth to be able to quickly access the
appropriate level of care, and that they work
together to ensure that authorization is
received or higher levels of care for teenage
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mental health and teenage substance abuse
iIssues when recommended.

Being able to get autopsy reports and/or
preliminary autopsy reports much quicker
when there are living children still in the
home.

When children dierad are sent to the
Medical Examiner for an autopsy, the
medical examiner should always do a full
body scan/xay of the deceased child to
make sure there are no suspicious injuries.
Identify solutions for children who are
dually diagnosed but ineligibleifo
behavioral health services due to a medical
condition eg diabetes

education on water safety for children

Health and wellness

Increasing access of patients with Health
Choice to mental health providers (few
accept that insurance)

Increase in the numbef bigh-level
placement providers

More services available for parents and
children with dual diagnosis

Increase support/funding for trauma
informed services

Trauma informed programming in all child
serving systems

increase secure residential treatment and
residential substance abuse treatment
facilities for juveniles

Substance abuse Services

Provide more support for kinship care
providers

Medicaid expansion

Make programs available statewide to better
support families and prevent future child
welfare involvenent eg PPP Home Visiting
Programs

Administrative Improvement

support with staffing

Would recommend a reduction of the case
load assignment per DSS Social Worker.
Less regulation and paperwork



Decreasing the amount of forms within
Child Welfare

Timely turnaroundtime for case reviews
related to child fatality reviews

Timely access to data

Develop a team to streamline the process.
Reduction of number of cases per staff
member

Advocate for a smoother process to share
information across county lines between
child welfare agencies

Continued improvement to the NCFAST
system to support the SWs practice.

more support in all CW program areas
Continue to move toward a statewide child
welfare information system to improve
visibility of families as they move
throughaut the state

Policy

Policy

The state must be able to update policies to
reflect what is currently happening in the
field. IE spread of fentanyl and impacts.
Direct communication on policy changes.
Re-examine policies related to Substance
Use/Misuse

Consigent & stable policies

Non-Conflicting State Law and Policy
Legislation

Collaboration

That a representative from Juvenile Services
(Juvenile Court Counselor) be added to the
mandated membership of the CCPT

more collaboration

support with collaboration

Paticipation

Offer feedback from county workers not just
management

Support and partner with local teams in their
local efforts

monthly meeting and policy updates
between community partners

Miscellaneous

Staff Turnover in Child Welfare

MAT compliance enfarement
Implementation of a practice model
throughout Child Welfare

fewer intrusions

Ongoing support to agencies affected by the
pandemic and impact on workers

Our team did not meet

Top three CCPT objectives based on improvement needs

General Resources

after school options

Assess local MH/SA/DV resources to meet the
needs of families.

CHILD ADVOCACY CENTER

Having specific providers to come to the area to
work with youth whom abuse illicit substances
Address drug addiction

Identify resources available and accessible to
conduct CFTspromote agencies networking
with each other to accomplish this

Improve services to Latinx

Promote suicide prevention.

Opioids

Suicide Prevention

Youth on Youth Violence

DOMESTIC VIOLENCE PERPERTRATOR
PRO&RAMS
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improving mental health resources in the
community

Homelessness

HOUSING/SHELTER

Resource Development

Decrease out of home placement/ shorten
duration, by inclusion of natural and community
supports along with formal servicestrengths
based

Infant R esources

Increase importance of prenatal care
Infants Safe Sleeping

Prenatal care

More education regarding safe sleep

Safe sleep

safe sleep prevention for SAl education
Substance Affected Infants

Substance Affected Infants



Outreach and education on infaatfe sleep
Provide safe sleep materials to local Oxford
Houses

More awareness around substance abuse
affected infants

address safe sleep

Decrease baby roll over deaths

Education/Awareness

Training

Combined Training for Staff

Educating service providers t¢ime needs of
citizens

Community Education

gun safety education to parents

education

Strengthening public awareness through
community education

Continue educating on child maltreatment
amongst community agencies

Continue public education on available seeg
public training and education

Promoting education, identification of and
awareness on risk factors for families and how
community can become more involved,;
Promote substance abuse awareness.
Training on CCPT

Water Safety Education

Community Awarenessf issues

Increase community awareness

Child Abuse awareness within the community.

Community Collaboration/Participation
Strengthen community partnerships between
agencies.

Strengthening communication between
community partners

Increase representatifmom community
members

Continue to locate and share any new
community resources that families can utilize

Collaborated with the school system

Recruit more members

Community Engagement

Collaboration with community resources to
improve services.

Increase metrership

Case reviews from other providers other than
DSS

Increase activities/partnerships to address needs
of children and familiesincludes use of social
media, community cafes, recreation and parks,
etc.

Relationships

Discussion with local hospita¢garding
educational efforts when children are born;
CPS/DSS to continue to hand out information
and assess sleeping conditions upon home visits;
display information in the local DSS income
maintenance areas; billboards in the community
Ensure the commutyi understands the role of
Child Welfare

Local DSS Board RPTS

Work more collaboratively and cohesively as a
combined CCPT/CFPT

Communication

Improve quality of CCPT meetings

Consistent meetings

Maintain meetings during the pandemic

Efficient Staffing

Additional Staff

Staff retention

Reduce number of cases per staff member
Social Worker for orcall only

Miscellaneous

Local health committee reports

Local BOCC reports

Increase CPS reporting by professionals
Racial Equity

Undocumented children

Things that helped CCPTs reach local objectives to meet identified

improvement need

Meeting Efficiency/Teamwork

brainstorming amongst team members &
identifying potential options within the
community



Inviting stakeholders to share information
regarding services

Knowledge and experience of team
members.

we structured agendas around this primary
goal

Holding virtual meetings and{person
meetings were social distancing was
observed.

Consistent CCPT Meeting, that consist of
staffing cases with Clid Welfare Staff
Building relationships among team members
and working on the team membership.
Knowledge and experience of team
members.

Multi-disciplinary commitment from team
members

scheduled meetings in advance and
completed some virtual

Committed teanmembers

Encourage and promote case reviews
Sharing information and collaboration on
reports

Communication and quick response

Community Collaboration

Sharing information with the public and
other agencies

Strong community partnerships
Communication amon@ommunity Partners
Open communication with community
partners

Partnership with local training groups
(CAC-Professional Education and Training;
AHEC,; partnering with local universities)
substance abuse rally

Partnership with YMCA

Collaboration

Sharing infomation and collaboration on
reports

Communication among Community Partners
Agencies assisting in providing info to the
community, Pandemic did cause a change in
how this occurred

Partnership at local level and with Faith
Action International
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Collaboratiorwith DSS, local hospital and
health department

Collaboration with local providers

regular communication with partners
Relationships established with local Oxford
House manager

Agencies working together to provide
training

Inviting providers to participatems CCPT
meetings

Current members reaching out to
community partners and families.
Commitment from all involved. Ensuring
roles and responsibilities were clearly
defined; listening to voice of all family
members and their identified support
network (faith lased; other neprofits;
advocacy groups; extended family and
friends; reviewing lessons learned from
some of our military partners; providing
access to needed material items that enhance
guality of home life and safety.

Medical Persons

Continuing to hava team of open minded
community partners

Invited community partners

Creative collaboration and networking even
though there were restrictions from the
pandemic;

Communication among Community Partners
distributed informational brochures in
community

Inviting more mental health and IFPS
providers

Partnership with CFPT on focus topics
suicide prevention & mental health
resources for youthbillboard project and
art design development in partnership with
and 'thanks to' Trillium (LME/MCO)

Strong partnershiprith law enforcement
and assistance from community
organizations

Education/Awareness
VAYA - QPR training
Regular scheduled trainings and education



presentations to Law enforcement and
hospital about CPS reporting

Education with community parterns
Participated in CCPT Training for Chair
(along w/ other DSS staff serving on the
CCPT) in October 2021.

Education of Health Providers and families
Training provided by community partners
and the State

Sharing information

Sharing information and collaborati on
reports

Billboards were purchased to raise
awareness

Miscellaneous

Political support from local government
MASC

Changes instituted by CCDSS through their
Models of Change initiative of CCDSS to
support the Family First Preservation Act.

child fatalty, high caseloads & increased
extended duty

County administration increasing salaries for
employees.

Increased staff assistance

celebrating successes

local fundraising

funding from grant and local government
MH

still a work in progress

still a work in pogress

still a work in progress

child fatality

Have not achieved this goal

WE CURRENTLY WORKING ON
GETTING A CAC IN OUR COUNTY
WE DO HAVE A SAFE HAVEN IN OUR
COUNTY BUT NEED MORE

Ways the state can help local CCPTs achieve objectives to meet

improvement needs

Funding

Additional funding to the counties
funding

funding

Provide funding opportunities to support
local team initiatives

Provide support and guidance when the need
arises.

More funding

Improve Funding local mandates
increased fundingof positions

Financial support for programs/staffing.
Look into funding and grants with Public
Health, DSS and state office

Improve Funding local mandates
Improve Funding local mandates
Increase funding access

increased funding

Increased funding for moréadf.

Policy Update
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Continue to update on State changes
Clarify policy expectations

change policy regarding caseload sizes
Updates on legislation that impact the CCPT
and CFPT process

Services/Resources

Additional resources for Substance Abuse
and MHServices

INCREASE MORE SERVICES OF
MENTAL HEALTH FOR CHILDRE
Advocate for Medicaid expansion

Provide Comprehensive List of Resources
List

Provide available updated materials or
resources.

Increase eligibility for services for persons
who are undocumented

TRAUMA THERAPIST

Resources for more providers.



Provide materials of available resources to
be distributed to citizens

Increasing the number of landlords who
accept Section 8/housing vouchers

Education/Training

More education on water safety for children
continue to be available for trainings and
guestions

Train providers on meeting the needs of at
risk and high risk populations

Train the team

Provide/develop mandatory training for
child welfare staff

unknown

Training opportunities and provision of data
Training

More education on undocumented children
and human trafficking

Wider range of education topics for training
Provide support consistent training
opportunities

Competency Training

Continue education on safe sleeping
General partnership training for law
enforcement and DSS

MORE TRAININGS/RESOURCES

Provide Child Welfare Curriculum
Statewide efforts to educate professional
organizations, such as physicians and
therapists

Collaboration

Incentives for family/youth partners to join.
Partnership andollaboration with local law
enforcement

Provide information on engaging
Community Partners

Timely response to questions about
partnerships

Provide suggestions on how to engage
community partners

Partnership and collaboration with local
MCO and other ment&ealth provider
Miscellaneous

robust recruitment & retention policies;
Ensure we have adequate Child Welfare
Staff so that we can continue to have staff to
present cases with systematic barriers
Consolidate the required reports, surveys
and requestedata and streamline through
an automated collection throughout the year
that would allow for teams to collect and
consolidate this information in 'real time'
versus aftethefact.

Enhance NC Safe Sleep capacity

Sharing results from other initiatives, not
justin NC

Virtual meetings were held with schools,
hospitals and Law enforcement

State materials to assist with setting up and
maintaining virtual meetings.

Provide suggestions

Provide incentives to providers whom
provide specific services to citizens

Further support that would help teams implement

recommendations
Collaboration/Participation/Meeting
Efficiency

A Planning meeting at the beginning of each
year to set goals.

Continue to discuss and problem solve the
recommendations arapproval to move
forward with strategies from leadership and
upper management involvement.
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Discuss previous recommendations at each
meeting and provide updates throughout the
year to keep goals at the fefrent

More participation from county managers
Stae member of CCPT.

Just any recommendations on a local level
on how the CCPT can carry out
recommendations. One suggestion as CCPT
| would like to make this upcoming year is



to form a subcommittee regarding fire safety
and prevention.

Participation

Offering of incentives to the CCPT
members.

Ongoing support and collaboratidkeeping
us informed on policies and changes
recommended at state and national level
Consistent and timely feedback from the
state

Leadership, state presence

We did not set obives but a goal would
be to increase our membership

We are looking forward to being able to
meet again in person.

We need to meet again in person

Additional Funding/Resources

Grant opportunities that contribute to the
growth, safety, and protection odyth in

rural communities.

Financial Support

Funding continues to be a need for all
aspects of working to make improvements in
the CCPT's efforts. CCPT members have
limited availability due to the nature of the
agencies they represent which are typically
which are under resourced. The safety net
systems (DSS, MH, SA, IDD) are under
resourced to the point that their effectiveness
is often limited.

Funding so that the local team could address
identified issues locally. The lack of
substance abuse and naritealth services,
both residential and community based, will
likely need to be addressed by the
legislature, the NCDHHS, and the MCO's.
Funding, support, and staff

money

increase funding

Increase in state/local funding to support
initiatives

Additional MH and SA resources in the
community.

more access to services
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funding opportunities through grants and
foundations that may be helpful

Continued technical support upon request;
an updated CCPT usérendly reference
and/or guide for all members to indeia
video-graphic that exhibits examples of a
well-formed and communicative, action
oriented team.

Prevention Efforts and Funding

Provide increase funding to local agencies
and communities for additional services.
provide the chairperson with CCRpecifc
guidance authored by the state

Some type of financial assistance to help the
team with promoting child safety.

Training/Education

continued training and guidance

More comprehensive and engaging training
for CCPT members

We need training on how CCPTsapposed
to be conducted aside from meeting about
cases.

I have helped fill in a CCPT chair when
others have left the agency. | think that
there should be more training as it relates to
the role and requirements of CCPT with
Program Managers, Supervisaaad Social
Workers. There also needs to be training
and information sent to community partners.
With high turnover at most agencies, CCPT
seems to fall through the cracks and is not
utilized appropriately.

training to local child welfare agencies and
savice providers

Continued training.

Ongoing Training for CCPT Team Members
Better data collection tools more frequent
training address the question of involvement
of youth and family partners and how
meetings could be triggering for youth in
particular

Provide additional advanced training to
CCPT on how to engage community
resources in prevention, outreach to family
and youth partners and to partner with



organizations to meet unmet community
needs

State Training for CCPT Chairperson and
Members

The state dag more research on the link
between marijuana and cosleeping fatality. |
assure you that one exists.

Training and clarity on what these
recommendations should look like.

Training on what types of recommendations
teams should make
TRAININGS/RESOURCES FORUR
COUNTY

training

COVID Limitations

Our agency will have to rebuild a team for
these reviews. COVID and staff turnover
has created large barriers for the team.
The team continues to face challenges with
COVID-19.

Once we are able to have full partidipa
without the barriers of COVID we can work
in partnership on the recommendations.
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The team will be discussing additional goals
for the upcoming year and will try to work
around issues with the pandemic to achieve
these goals.

Miscellaneous

In some repects perhaps the CFPT and
CCPT are effective, maybe even helpful, but
many are just feel good moments and
another way to appear to be doing
something. However it is disingenuous and
hollow. Take this survey for example, you
can't move on until all the Bes are checked
Yes. It's dishonest data collection but this
dishonest data is what is used to promote the
use of these meetings. Makes it appear that
we are collaborating with community
agencies for the safety of children. | applaud
those agencies thateaexcelling with their
CFPT/CCPT but in some ways it is a waste
of time.



Appendix D: Copy of 202 Survey

CCPT Survey 202
2021 Survey North Carolina Community Child Protection Teams Advisory
Board

The NC CCPT Advisory Board is asking that all Community Child Protection Teams (CCPTSs) in North
Carolina complete thig021survey. The NC CCPT Advisory Board is responsible for conducting an end
of-year survey of local CCPTs and preparing a rejoaitte North Carolina Division of Social Services
(DSS). In the report, the information provided by the local CCPTs is aggregated without identifying
individual team responses and the NC CCPT Advisory Board makes recommendations on how to
improve public bild welfare. DSS then writes a response to the report.

The survey results assist local teams in preparing their annual reports to their county commissioners or
tribal council and to DSS. You can choose whether to complete the survey and can decide which
guestions to answer. The one exception is that locaistedll be asked to provide the name of their

county or Qualla Boundary. This makes it possible to track which CCPTs completed the survey and to
acknowledge the specific local CCPT in the annual report.

The survey responses are transmitted direotthé researcher, DEmily Smith at North Carolina State
University. This means that survey responses are NOT transmitted to DSS or to the NC CCPT Advisory
Board. Dr.Emily Smithand the other members of the research team, will respect the confideafialit

local CCPTs and will NOT link individual responses to local CCPTsidBetified findings may also be
included in presentations, trainings, and publications.

The 2017, 201&019and 2@0 Community Child Protection Team End of Year Reports iiclg
recommendations from the Advisory Board, are available through the links provided below.

Please follow thiinkt o vi ew past year’'s reports and response

North Carolina State University

INFORMED CONSENT FORM for RESEARCH
Title of Study: Community Child Protection Tea@021Survey(6430)
Principal Investigator: Dr. Kwesi Brookins biadnow@ncsu.edu
What are some general things you should know about research studies?
You are being asked to take part in a research stddyr participation in this study is voluntary. You
have the right to be a part of this study, to choose not to participate and to stopgpiagiat any time
without penalty. The purpose of this research study is to gain a better understanding of how to improve
child welfare services across the state. We will do this through collecting survey data from local CCPTs
regarding their functionand objectivesYou are not guaranteed any personal benefits from being in this
study. Research studies also may pose risks to those who participate. You may want to participate in this
research becausZCPT has the opportunity to contribute to improvigplic child welfare and protecting
children from maltreatment.a0 may not want to participate in this research becddesesponses of the
local CCPT may identify that they made a particular answer.

In this consent form you will find specific detailsaut the research in which you are being asked to
participate. If you do not understand something in this form it is your right to ask the researcher for
clarification or more information. A copy of this consent form will be provided to you. If at anytme

have questions about your participation, do not hesitate to contact the researcher(s) named above or the
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NC State IRB office (contact information is noted below).

What is the purpose of this study?

The purpose of the studytis assist local CCPTa ipreparing the annual reports to their county
commissioners or tribal council and to the NC Division of Social Servitks.North Carolina CCPT
Advisory Board uses the survey results to prepare recommendations to the North Carolina Division of
Social Sevices on improving public child welfare.

Am | eligible to be a participant in this study?

There will be approximately 101 number of participants in this study, representing all counties in North
Carolina and Qual l a BoufidaachycountCamdaQuallp Bounsaoywilbe of t h
sent a survey.

In order to be a participant in this study you mu
the past year.

You cannot participate in this study i f you are n

What will happen if you take part in the study?
If you agree to participate in this study, you will be asked to do all of the folloaomgplete and submit
the odine survey.

The total amount of time that you will be participating in this stu@Pisinutes. In preparation for
completing the survey, it is recommended that the local CCPT Chair meet with the team to discuss what
responses to provide to the suregiestions.

Risks and benefits

The local CCPTs are asked to identify by name their county or Qualla Boundary, and the responding

CCPTs are listed in the erud-year CCPT report that is shared with state and federal authorities and

posted on a publizebsite. In addition, the results may be shared in presentations, trainings, and

publications. The responses of the local CCPT may identify that they made a particular answer. This risk

is minimized because the i ndi ttedddireatlyto D&€rBsédrcher,sur vey
Dr. Emily Smith and are not viewed by the NC CCPT Advisory Board or by OEsSore reporting the

results, the researcher will combine responses and not link them to a specific CCPT.

There are no direct benefitsyour participation in the research. The indirect benefits areg/thmtCCPT
has the opportunity to contribute to improving public child welfare and protecting children from
maltreatment.

Right to withdraw your participation

You can stop participatingithis study at any time for any reason. In order to stop your participation,
please refrain from submitting the survey. If you choose to withdraw your consent and stop participating
you can expect that your survey responses will not be recorded.

Confidentiality

The information in the study records will be kept confidential to the full extent allowed by law. Data will
be stored securely on an NC State managed computer. Unless you give explicit permission to the
contrary, no reference will be made in avalritten reports which could directly link you to the study.

The responses of the local CCPT may indirectly identify that they made a particular answer due to other
information shared with authorities.
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Compensation
You will not receive anything for ptcipating.

What if you have questions about this study?

If you have questions at any time about the study itself or the procedures implemented in this study, you
may contact the researchBr, Emily Smith at Center for Family and Community Engagemilat;th

Carolina State Universitgjlefebv@ncsu.edu

What if you have questions about your rights as a research participant?

If you feel you have not been treated according to the descriptions in this form, or your rights as a
participant in researdmave been violated during the course of this project, you may contact the NC State
IRB (institutional Review Board) Office via email at-director@ncsu.edu or via phone at

1.919.515.8754. An IRB office helps participants if they have any issues regasiagch activities.

You can also find out more information about research, why you would or would not want to be a
research participant, questions to ask as a research participant, and more information about your rights by
going to this websitehttp://go.ncsu.edu/researparticipant

Consent To Participate

“l have read and understand the above information
participate in this study with ¢hunderstanding that | may choose not to participate or to stop participating
at any time without penalty or |l oss of benefits t

1 Yes you can now proceed to the next page.

1 No, please contadfirginia King at the NC Divisbn of Social Services for technical assistance on
completing the survey: emdilSS.CCPT@dhhs.nc.go@nce your questions are answered and
you wish to take the survey, email ccpt_survey@ncsu.edu to receive mkéovthe survey.

Instructions: When completing this survey, please remember the following:
1. This survey covers the work of your CCPT for the period JanuBxgcembef021
2. Your survey responses must be submitted online (via Qualtrics). Do not submit paper copies to
DSS or NC CCPT Advisory Board. As you work in your survey, your work will save automatically,

and you can go back to edit or review at any time before you submit.

3. You can print a blank copy of this survey to review with your team, and you will be able to print
a copy of your completed survey report when you finish the survey.

4. Your team members should have the opportunity to provide input and review responses before
your survey is submitted. Please schedule your CCPT meeting so that your team has sufficient time
to discuss the team's responses to the survey.

5. In addition tothe CCPT meeting time, set aside approximately 25 minutes for filling in the
team'’s responses on the survey.

6. For questions about the survey and keeping a copy for your records, contact the Research Team
at ccpt_survey@ncsu.edu.
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7. Please complete drsubmit the survey online (via Qualtrics) on or beftaruary 14th, 2022.

Select your CCPT from the list below.

O¢ O¢ O¢ O¢ O¢ O¢ O¢ O¢ O¢ O¢ O¢ O¢ O¢ O¢ O¢ O« O¢ O¢ O¢ O« O¢ O¢ O¢ O¢ O¢ O¢ O¢ O¢ O« O¢ O« O« O

O¢ O« O¢ O¢ O¢ O¢ O¢ O¢ O¢ O¢ O¢ O¢ O« O«

Alamance
Alexander
Allegheny
Anson
Ashe
Avery
Beaufort
Bertie
Bladen
Brunswick
Buncombe
Burke
Cabarrus
Caldwell
Camden
Carteret
Caswell
Catawba
Chatham
Cherokee
Chowan
Clay
Cleveland
Columbus
Craven
Cumberland
Currituck
Dare
Davidson
Davie
Duplin
Durham
Eastern Band of Cherokee Nation (Qualla
Boundary)
Edgecombe
Forsyth
Franklin
Gaston
Gates
Graham
Granville
Greene
Guilford
Halifax
Harnett
Haywood
Union
Vance
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O¢ OC OC O¢ O¢ O¢C OC O¢ O O OC O¢C O¢ O¢ O O¢C O¢ O¢ O¢ O O¢ O¢ O O OC O¢ O O¢C O¢ O¢ O¢ O« O¢ O¢ O¢ O¢ O¢ O¢ O« O¢ O« O¢ O« O¢ O«

Henderson
Hertford
Hoke

Hyde

Iredell
Jackson
Johnston
Jones

Lee

Lenoir
Lincoln
Macon
Madison
Martin
McDowell
Mecklenburg
Mitchell
Montgomery
Moore

Nash

New Hanover
Northampton
Onslow
Orange
Pamlico
Pasquotank
Pender
Perquimans
Person

Pitt

Polk
Randolph
Richmond
Robeson
Rockingham
Rowan
Rutherford
Sampson
Scotland
Stanly
Stokes
Surry
Swain
Transylvania
Tyrrell



6 Wake

6 Warren

6 Washington
0 Watauga

0 Wayne

0 Wilkes

6 Wilson

6 Yadkin

0 Yancey

Who completed this survey? (Please do not provide any identifying information)
« The CCPT chair
« A designee of the CCPT chair
« The CCPT team as a whole
« A subgroup of the CCPT tea
o Other

By state statute all counties are expected to have a CCPT. Some CCPTs are well established while
others are just getting started or are starting up again.

Which of the following statements best characterizes your CCPT(Meetings
include both in person and virtual formats)

« Our team is not operating at all.

« Our team was not operating, but we recently reorganized

« Our team recently reorganized, batve not had any regular meetings

« We are an established team that does not meet regularly

« Our team recently reorganized and are having regular meetings

« We are an established team that meets regularly.

« Other

Has the pandemic affected your teamdbs operation?
« Yes
« No

What difficulties has your CCPT faced while trying to meet and complete your work?

Please describany barriers COVID -19 posted to facilitation the protection of children? (This
guestion is meant to be an open opportunity for your to highlight specific difficulties faced by your
county)

How often does your CCPT meet as a full team?

« Annually
« Biannually
« Quarterly
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« Bimonthly
« Monthly
« Other

How often do subcommittees within your CCPT meet?

« We do not have subcommittees

« Annually
« Biannually
o Quarterly
« Bimonthly
« Monthly

« Other

Some CCPTs combine their CCPT and Child Fatality Prevention Team (CFPT).

Which of the following applies to your CCPT?

« Separate CCPT and CFPT
« Combined CCPT and CFPT
« Other

CCPTs have members mandated by General StatuldGB

In 2021, how frequently did the following mandated members participate in your CCPT?

Never
DSS Director o]
DSS Staff o]
Law Enforcement o]
District Attorney 0
Community Action 0
Agency
School o
Superintendent
County Board of 0
Social Services
Mental Health o]
Professional
Guardian ad Litem o]
Public Health o
Director
Health Care Provider o]

Rarely Occasionally

o

o O O O

(0]

(0]
(0]
(0]

(@]

Frequently
0

o O O O

Very Frequently
o

O O O o

Only to be shown to those counties who indicated a combined CCPT/CFPT.

In 2021, how frequently did the following mandated members patrticipate in your CCPT?
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Never Rarely Occasionally Frequently Very

Frequently

DSS Director o] o] 0 o] o]
DSS Staff o] o] 0 o] o]
Law Enforcement 0] 0] o] o] o]
District Attorney o] o] 0 o] o]
Community Action Agency o] o] 0 o] o]
School Superintendent o] o] 0 o] o]
County Board of Social Services o] o] 0 o] o]
Mental Health Professional o] o] 0 o] o]
Guardian ad Litem o] o] 0 o] o]
Public Health Director o] o] 0 o] o]
Health Care Provider o] o] 0 o] o]
District Court Judge o] o] 0 0 o]
County Medical Examiner o] o] 0 o] o]
Emergency Medical Services

(EMSQ)] Regresentative 0 0 ° ° 0
Local Child Care Facility or Head

Start Representative o] o] 0 o] o]
Parent of Child Fatality Victim o] o] 0 0 o]

For assistance communicating with and identifying mandated members to increase patrticipation,
please submit requests tSS.CCPT@dhhs.nc.gov

Besides mandated CCPT members, boards of county commissioners can appoint five additional members.

In 2021, how many additional members took part in your CCPT:
A family or youth partner is a youth or adult who has received services or isrdgvea/parent of
someone who has received services, and who has firsthand experience with the child welfare system.
If zero, type O

g Organizations

7 Family Partners

1 Youth Partners

List the organization that additional members represent.(System of Care Community Coordinator
(LME/MCOQO), Other LME/MCO representation, Juvenile Justice representation, Victim Service
organization, etg.

Member 1

Member 2

Member 3

Member 4

Member 5
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How well does your CCPT prepare for meetings?

Not at all Marginally Moderately Well Very well
0 0 0 0 0

How well does your CCPT share information
during meetings?

Not at all Marginally Moderately Well Very well
0 0 0 0 0

Other than information, please list other resources shared among CCPT members and how well
they are shared (e.g., financial resources, grant opportunities, etc.)

Not atall Marginally =~ Moderately Well Very well
Resource 1 0] o] o] o] o]
Resource 2 o] o] 0] o] o]
Resource 3 o] o] o] o] o]

How well has you CCPT effected changes in youcommunity?

Not atall Marginally Moderately Well Very well
0 0 0 0 0

In 2021, other than mandatory members, did family or youth partners serve as members of your
CCPT? A family or youth partner is a youth or adult who has received services or is the caregiver/parent
of someone who has received services, and who has firsthand experience with the child welfare system.

{ Yes
9 No

If family or youth partners did take part in your CCPT, how many of them had a dual role (for
example, a mandated member meeting the definition of a family or youtpartner) ?

In 2021, other than mandatory members, how frequently did family or yoth partners participate
in your CCPT?

Never Rarely  Occasionally Frequently Very
Frequently
Youth partner 0 o] 0 0 o]
Biological parent 0 o] 0 0 o]
Kinship caregiver 0 o] 0 0 o]
Guardian 0 o] 0 0 o]
Foster parent 0 0 0 0 0
Adoptive parent 0 0 0 0 0
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Other o] o o] o] 0

In 2021, were family or youth partners invited to attend CCPT meetings?
0 Yes

o No

Have you requested resources or assistance from DSS to assist in family partner involvement?
0 Yes
o No

In 2021, which of the following strategies did your CCPT usé¢o successfully engage family and
youth partners on your team?(The checklist below comes from CCPT survey responses in past years.
Check all that apply and add your own.)

0 Outreach through community networks to identify family and youth partners
0 Repeatdly extending invitations by multiple means (e.g., phone,
email)) to possible family and youth partners
0 Having a senior agency representative extend the invitation
oPutting CCPT membership into family or
o Explaining purposef CCPTs in jargotiree and inviting language
o Describing the role of the family and youth partners on the team
o0 Emphasizing the value that family and youth partners bring to the team
o Providing information on opportunities available to participants,(gajning)
0 Rescheduling meeting times to accommodate family and youth partners
o Preparing family and youth partners for the meetings
o Drawing family and youth partners into the meeting discussions
o0 Ensuring that discussions are in clear and understantiaiguage for all participants
o Debriefing with family and youth partners after meetings
0 Using team members already on the CCPT to offer family perspectives
0 Other
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In 2021, which of the following reasons preventedane family or youth from taking part in your
CCPT? (The checklist below comes from CCPT survey responses in past years. Check all that apply and
add your own.)

Lack of transportation

Lack of childcare

Lack of reimbursement for time
Scheduling conflicts

Other commitments (e.g., school, work)
Uncertainty about role

Other

O OO0 OO oo

In 2021, which of the following reasons prevented your CCPT from engaging some family or youth
on your team?(The checklist beloweomes from CCPT survey responses in past years. Check all that
apply and add your own.)

(@]

Difficulty recruiting or identifying family and youth partners
Lack of resources to support participation (e.g., transportation,
childcare, reimbursement for time)

0 Sensitive nature of topics discussed

0 Uncertainty about maintaining confidentiality

o Need for training on engaging family and youth partners

0

o

(@]

Lack of dedicated person to engage family and youth partners
Other

During 2021, didyour CCPT partner with other organizations in the community to create
programs or inform policy to meet an unmet community need?

oYes

o No

If yes, describe the most important of these initiatives to meet a community need.

Who were the other organizations or groups at t
findings and recommendations esulting from the initiative?

What is the total number of casegactive casepreviewed by your CCPT between January and
December2021?
Number of cases reviewed

How many of these active cases entailed Substance Affected Infaniks2ero, type 0.

How many of these active cases entailed near fatalityf’zero, type O.
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Fatalities only include child fatality case reviews where the death was caused by abuse, neglect, or
dependencgnddid not receive an intensive revief\ntensive Review data will be collected from the
State office, do not include these)

In your county, does the CCH conduct maltreatment fatality reviews separate fronintensive
reviews?

. Yes

. No
If the answer is no, do you have a separate team that conducts these reviews?

e Yes
« NO

If your CCPT conducts fatality reviews outside of Intensive Reviews, how many mé#te criteria for
a local review?
How many of these did you conduct?

How many of the fatalities reviewed were Substance Affected Infants3fzero, type O.

When an intensive review occurs, tell us how your local team handles the local review.

Were there any issues identified in the reporting process during your review?
. Yes
« No

In reviews of active or fatalities cases did you identify any issues related to the reporting of
substance affected infants in accordance with the law?
. Yes

« No

Which of the following criteria did your CCPT use in 2021for selecting cases for reviewZheck all
that apply. Please write in other criteria that you used.
« Child Maltreatment Fatality

« Court Involved

« Multiple Agencies Involved
« Repeat Maltreatment

« Active Case

« Closed Case

» Stuck Case

« Child Safety

« Child Permanency

« Child and Family Welbeing
. ParentSubstancéJse

« Child Trafficking
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« Other 1
« Other 2

Which of the following contributory factors to children being in need of protection did you use in
2021 for selecting cases for review? Check all that apply.

Terms such as alcohol use have been inserted as preferred identifiers but current terms on the child
protection form are in parentheses. Definitions for these terms may be foundNGAMNDS Child File
Codebook

« Caregiver(taker) Alcohol use(Abuse)

« Caregiver(taker) Drug use(Abuse)

. Caregiver(taker) Intellectual/Developmental Disability (Mental Retardation)
« Caregiver(takery} Mental Health Needgmotionally Disturbep
« Caregiver(taker} Visually or Hearing Impaired

« Caregiver(taker) Other Medical Condition

« Caregiver(taker) Learning Disability

« Caregiver(taker) Lack of Child Development Knowledge

« Child - Alcohol Problem

« Child - Drug Problem

« Child - Intellectual/Developmental Disability (Mental Retardation)
« Child — Mental Health NeedEmotionally Disturbejl

« Child - Visually or Hearing Impaired

« Child - Physically Disabled

« Child - Behavior Problem

« Child - Learning Disability

« Child - Other Medical Condition

« Household Domestic Violence

« Household Inadequate Housing

« Household Finangal Problem

« Household Public Assistance

Which of the following types of information did you use in reviewing cases? Check all that apply

« Reports from Members of the CCPT and/or Case Managers/Behavioral Health Care
Coordinators/Car&anagers

« Information on Procedures and Protocols of Involved Agencies

« Case Files

« Medical Examiner's Report

« Child and Family Team Meeting Documentation

« Individualized Education Plan

« Other 1

« Other 2

What would help your CCPT better carry out case reviews?
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How many of the cases reviewed i8021were identified as having children and/or youth who

neededaccesdo the following services?

Mental Health (MH)
IntellectualDevelopmental Disabilitied/OD)
Substance Use (SY)

Domestic Violence (DV)

Child Trafficking

= =4 =4 &

Please indicate if any of thesservices had awaitlist.

Mental Health (MH)
IntellectualDevelopmental Disabilitied/OD)
Substance Use (SU)

Domestic Violence (DV)

Child Trafficking

= =4 =4 &

Please indicatehow many of these cases received the needed service

Mental Health (MH)
IntellectualDevelopmental Disabilitied/OD)
Substance Use (SU)

Domestic Violence (DV)

Child Trafficking

= =4 =4 -8 A

How many of the cases reviewed iB021were identified as having parents or other caregivers who

neededaccess to the following services:

Mental Health (MH)
IntellectualDevelopmental Disabilitied/OD)
Substance Use (SU)

Domestic Violence (DV)

= =4 -4 =

Please indicate if any of thesservices had awaitlist.

1 Mental Health (MH)

47 Added as Footnote: The fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM),
published in 2013, by the American Psychiatric Association (APA) provides criteria to be used by clinicians as

they evaluate and diagnose different taéhealth conditions. Previous editions of the DSM identified two

separate categories of substance | at ed and addicti ve

di sorder s,

The current diagnostic manual cosmicdciesort hersse”
criteria that provide a gradation of severity (mild, moderate and severe) within each diagnostic category.
(Diagnostic and statistical manual of mental disorders (5 ed.). Arlington, VA: American Psychiatric Association.
2013 p. 483. ISBN 978-89042554-1) Although this change was made in the DSM 5, the term substance

abuse is still utilized when referring to certain titles, services or other areas that require general statute, policy or
rule revisions to change the langua§ebstance use disorder is generally utilized to identify a diagnosis or

service to treat for someone with a substance use diagnosis (i.e., substance use disorder treatment).
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1 IntellectualDevelopmental Disabilitied/OD)
1 Substance UsSU)
1 Domestic Violence (DV)

Please indicatehow many of these cases received the needed service

Mental Health (MH)
IntellectualDevelopmental Disabilitied/OD)
Substance Use (SU)

Domestic Violence (DV)

= =4 a4 =

In 2021, which of the following limitations prevented children, youth, and their parents or other
caregivers from accessing needed MH/DD/SU/DV serviceSheck all that apply.

o Limited services or no available seres

« Limited services for youth with dual diagnosis of mental health and substance use issues

o Limited services or youth with dual diagnosis of mental health and developmental

disabilities

« Limited services for youth with dual diagnosis of mentalltheand domestic violence

o Limited transportation to services

« Limited community knowledge about available services

« Limited number of experienced child and family team (CFT) meeting facilitators

« Limited attendance of MH/DD/SU/DV providers@FTs

e Other1l

e Other 2

Please describe any barriers COVIB19 posed to facilitating the protection of children? (This
guestion ismeantto be an operopportunity for you to highlight specific difficulties faced by your
county)

Racial Equity: Theconditionwhen racial identity canndie used to predict individual or group quality
of life outcomes (e.g. wealth, income, employment, criminal justice, housing, health care, education).

Has your team discussed issues of racial equity in child welfare?
1 Yes
17 No

What are some local issues in regards to child welfare taking a racially equitable approach?

Would you be interested in being provided resources to explore a racially equitable approach to
child welfare?

1 Yes

17 No

Based on your2021case reviews, what were your team's top three recommendations for
improving child welfare services at he local level?
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1 Recommendatiot
1 Recommendation 2
1 Recommendation 3

Based on your2021case reviews, what were your team's top three recommendations for
improving child welfare services at the state level?
1 Recommendation 1
1 Recommendation 2
1 Recommendation 3

Did your CCPT set local objectives based on identified improvement needs to complete over 20207
1 Yes
7 No

List your CCPT's top three local objectives based on identified improvementeeds for2021 Then
rate how successful your CCPT was in achieving these objectives.

Not at all Slightly Moderately Mostly  Completely Too soon
Objective 1 0 o] 0 o} o] o]
Objective 2 0 0 0 o] 0 0
Objective 3 o] 0 0 o} o] o]

What helped you achieve your local objectives to meet identified improvement needs?

1 Objective 1
1 Objective 2
1 Objective 3

What can NC DSS do to help you achieve your local objectives to meet identified improvement needs?

1 Objective 1
1 Objective 2
1 Objective 3

What further support would help your team put your recommendations into action?
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Please contact the DSEETDSS.CCPT@dhhs.nc.gder technical support with regards to
training,community engagement, active and fatality case review concerns, and any other local
team guidance youeam may need.

Once you continueto the next page, you will be directed to a copy of your completed
responses, and you may print the screen to have a record of your responses. Once you have
reached the"completed responses” page, you have successfully submitted y&021CCPT
Survey.

Thank you for taking the time to complete the 202 CCPT Survey, your responses are
appreciated. If you have questions about the survey and keeping a copy for your records,
please contact ccpt_survey@ncsu.edu
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