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Dear Child Abuse Prevention Task Force membergriate Committee members, and interested
persons:

The purpose of this update is to inform policy maketakeholders, and the public on the
progress of recommendations made by the Child ABuseention Task Force resulting in the
New Directions for North Carolingeport. This update contains a description of psgion the
recommendations froMdew Directionsas well as other primary prevention efforts inlahi
maltreatment in North Carolinin the first two years since the report was issupdygress has
been made on 75% of the Task Force’s recommendation

This progress would not be possible without thestienergy, and commitment of individuals,
public and private organizations throughout théestand the generous funding and support of
The Duke Endowment. Many of you have taken timgoinr busy schedules to contribute to this
initiative—whether participating on the NC Instiéutf Medicine Task Force on Child Abuse
Prevention, serving on the Child Maltreatment Pnéie@ Leadership Team, and/or helping
implement the recommendations as part of one ofvtir& groups. In addition, hundreds of
others have worked tirelessly to forge new partmnpssto better serve North Carolina families.
We want to thank all of the people who have deditaiemselves to the wellbeing of children
throughout the state. In particular, the NC IOMwblike to thank Catherine Joyner, Executive
Director of the Child Maltreatment Prevention Leatigp Team, for compiling much of the
information included in this report.

Thank you again for your efforts to fully realizeetgoals of primary prevention of child
maltreatment as outlined in theew Directiongeport.

Sincerely,

%M

Pam Silberman, JD, DrPH
President and CEO
NC Institute of Medicine
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INTRODUCTION
CHILD MALTREATMENT IN NORTH CAROLINA : AN UPDATE ON THE DATA

Maltreatment is a Public Health Epidemic

“The incidence of child maltreatment in North Canal is so high that if it were an illness, it
would be classified as an epidemfc.”

Child maltreatment is a serious public health probivith extensive short- and long-term health
consequences. The short-term effects of child aBodeeglect include the physical and
emotional harm that abuse causes for the childgidreption to family life and cohesion; and the
strain on scarce community resources resulting ttemresponse to reports of abuse. Long-term
conseqguences are most costly in both human andtargrierms. Children who are abused are
more likely to abuse their own children; experiehifgdong chronic health and medical problems
(e.g. obesity, drug abuse, heart disease); forikelorand dysfunctional families; and draw on
community resources for law enforcement, unemploytireocial services, and health care.

Child maltreatment is a problem affecting the lieésens of thousands of children in North
Carolina annually. In SFY 2007, 119,000 childrezrevsubject to an investigative or family
assessment. 15,000 children were substantiatdaliasd or neglected under the investigative
assessment and 13,000 children were found to retass in the family assessment. In addition,
the Division of Social Services recommended tha®@8 children and their families receive
services such as parent training, child care sidssidr other supports to improve the safety and
wellbeing of children in their homes and preventifa neglect or abuse.

North Carolina is Making Progress

In 2005, the North Carolina Institute of Medicinadethe Child Abuse Prevention Task Force
issued a reporiNew Directions for North Carolinghat included 37 recommendations to
enhance the capacity of North Carolina state anthmanity-based agencies to strengthen
families and prevent child maltreatment. The rec@mdations provide a vision for prevention
activities in North Carolina, with a focus on dey@hg coordinated efforts to improve prevention
services across the state.

Since the report was issued, progress has beenonat2 of the recommendations. Although
everything that has been accomplished is excititbc@mmendable, much remains to be done.
To ensure that progress continues, the Child Matlnent Prevention Leadership Team, a public-
private partnership composed of 30 members whasept public agencies, state-level and
community-based nonprofit agencies, parents, anergity faculty, will continue to work with
state and community-based agencies to overseerimaptation of the rest of the Task Force
recommendations to reach the goal of having a cengmsive child maltreatment prevention
system in North Carolina.

Structure of the Report

The current report describes the actions that baea taken to implement the Task Force’s
recommendations since the 2005 release of thetrdvs update follows the same
organizational structure as in the original repeith recommendations falling into six broad
areas: leadership for child maltreatment preventievelopment of a surveillance system,
changing social norms to support healthy pareraimdystrong families, increasing the use of



evidence-based and promising practices, enhancaugige within systems and programs serving
families and children, and increasing funding foil& maltreatment prevention. The state has
begun to implement many different evidence-basedrnams and promising practices. These
programs, along with different agencies workingedily or indirectly in child maltreatment
prevention, are described in Appendix H. In additidppendix | includes a list of acronyms used
in the report.



NORTH CAROLINA INSTITUTE OF MEDICINE
2005 TASK FORCE ON CHILD ABUSE PREVENTION
2007 UPDATES TO RECOMMENDATIONS

Total recommendations: 37

Priority recommendations: 14

* Fully implemented 6 (16%) of all recommendations, 3 (21%) of priorézommendations

* Partially implemented22 ( 59%) of all recommendations, 8 (57%) of ptiori
recommendations

* Not implemented9 (24%) of all recommendations, 3 (21%) of priorégommendations

LEADERSHIP FOR CHILD MALTREATMENT PREVENTION

Recommendation 4.1 (Priority Recommendation)

The NC General Assembly should establish a standirghild Maltreatment Legislative
Oversight Council, with diverse membership represetation and strong leadership from
state and local agencies and community providers.He Child Maltreatment Legislative
Oversight Council should specifically focus on presnting maltreatment before it occurs.
The Task Force on Child Abuse Prevention supportsEs871/HB 1530Establish Child
Maltreatment Prevention Councivhich outlines membership and responsibilities afhe
Legislative Oversight Council.

A. Responsibilities of the Legislative Oversight Qancil should include:

i. Overseeing implementation and evaluation of the NGOM Task Force plan.

ii. Ensuring high visibility and attention to the issueof child maltreatment
prevention.

iii. Ensuring shared planning, implementation, and accantability for child
maltreatment prevention efforts among appropriate Nrth Carolina state
governmental agencies.

iv. Identifying additional opportunities to enhance chid maltreatment prevention
efforts in existing state and local systems that see families and children.

v. Establishing and overseeing mechanisms to supportidence-based and
promising child maltreatment prevention and family strengthening programs in
North Carolina.

vi. Ensuring sufficient funding for child maltreatment prevention activities
identified in the Task Force on Child Abuse Prevenbn plan and the Child
Maltreatment Prevention Legislative Oversight Cound’s ongoing work.

B. The NC General Assembly should appropriate $25000 per year for the staffing
and operational support of the Child Maltreatment Prevention Legislative
Oversight Council. Staff for the Child Maltreatment Prevention Legislative
Oversight Council will reside in the NC Division ofPublic Health and will include
an executive director and staff support.

Not Implemented

SB 871/HB 1530 were introduced in the 2005 legigasession. These bills would have created
a legislative oversight counéil These bills were not passed in the 2005 sessidnvare not
reintroduced in subsequent sessions.




Recommendation 4.2 (Priority Recommendation)

The NC Department of Health and Human Services, Dision of Public Health should
develop a Child Maltreatment Prevention LeadershipTeam to assist in supporting the work
of the Child Maltreatment Prevention Legislative Owersight Council.

A. The Child Maltreatment Prevention Leadership Team should be a true public-
private partnership between state and local agencse nonprofits, and other
community organizations that works to coordinate eforts, maximize funding, and
promote shared accountability among governmental athprivate organizations.

B. The Child Maltreatment Prevention Leadership Team will have primary
responsibility for:

i. Providing expertise, technical assistance, arglipport to the Child Maltreatment
Prevention Legislative Oversight Council.

ii. Implementing and evaluating the Task Force orChild Abuse Prevention plan
and recommendations from the Child Maltreatment Prevention Legislative
Oversight Council.

iii. Ensuring shared decision-making, planning, inplementation, funding, and
accountability of child maltreatment prevention efforts among appropriate state
governmental agencies.

iv. Developing strategies to collaborate with loda&@ommunity providers in
implementing the recommendations of the Task Forcen Child Abuse
Prevention.

v. Developing strategies to ensure collaborativeegision-making, planning,
implementation, and accountability at the state andocal levels.

vi. Identifying and promoting funding strategies for child maltreatment prevention
activities outlined in the Task Force for Child Abuse Prevention plan and its
ongoing activities.

vii. Identifying trends, emerging issues, and begiractices and bringing them to the
attention of the Child Maltreatment Prevention Legislative Oversight Council.

viii. Reporting to the Child Maltreatment Prevention Legislative Oversight Council
and the Secretary of the NC Department of Health ash Human Services about
its progress in achieving these goals. These repsihould also be provided to
the Superintendent of Public Instruction and to theSecretary of the NC
Department of Juvenile Justice and Delinquency Preantion.

C. The Child Maltreatment Prevention Leadership Tem should include diverse
representation from the NC Department of Health andHuman Services, various
state agencies and departments, universities, locayencies, nonprofits, other
private organizations, and families.

D. The Executive Director of the Child Maltreatmert Prevention Legislative Oversight
Council and a representative of PCA North Carolinashould serve as co-chairs of
the Child Maltreatment Prevention Leadership Team.

Fully Implemented

The NC Division of Public Health and Prevent Ctllduse North Carolina (PCA North

Carolina), with funding from the NC Division of PlibHealth and support from The Duke
Endowment, convened the Child Maltreatment Prewgariteadership Team in January 2006. The
Leadership Team is a multidisciplinary, interageocifaboration designed to oversee the
implementation of recommendations from the NC tosti of Medicine’s Task Force on Child
Abuse Prevention. Co-chaired by Kevin Ryan, Chfehe Women'’s and Children’s Health
Section in the NC Division of Public Health, anddiélle Hughes, Vice President for Programs
at PCA North Carolina, the Leadership Team is dipyivivate partnership composed of 30
members who represent public agencies, state-deektommunity-based nonprofit agencies,




parents, and university faculty. The General Asdgrappropriated $90,000 in recurring funds in
2006 to the NC Division of Public Health to fungdtaff member to serve as executive director of
the Leadership Tea.

The Leadership Team began with two primary taskst,Ehe Leadership Team prioritized the
Task Force’s 37 recommendations in order to estalifie Leadership Team’s work plan.
Second, the Leadership Team developed an infrasteuto begin work on the recommendations
of the Task Force.

The Leadership Team meets on a regular basis, dpgtely every 10-12 weeks. Five work
groups have been formed, each of which meets oora frequent basis. Other work groups will
be formed as needed in 2008. The various work grawg composed of diverse membership and
include members of the Leadership Team, expettseivarious issues, community practitioners,
and family or consumer representatives. A listwofent members of the Leadership Team is
included in Appendix A. The members of the workugrs are listed in Appendices B-D.

DEVEOPMENT OF A SURVEILLANCE SYSTEM
FOR CHILD MALTREATMENT INCIDENCE

Recommendation 5.1 (Priority Recommendation)
The NC Division of Public Health’s Injury and Violence Prevention Branch should develop
a North Carolina data collection system for monitomg child abuse prevention through the
analysis of the incidence of maltreatment as wellsathrough indicators, including risk and
protective factors, that are associated with chilanaltreatment. A Technical Advisory
Committee should be established by the Injury and Wlence Prevention Branch and should
include representatives from the NC Division of Saal Services, NC Division of Mental
Health, Developmental Disabilities and Substance Alse Services, the NC Division of Child
Development, PCA North Carolina, NC Division of Pulic Health - Women’s and
Children’s Health Section, NC State Center for Heah Statistics, law enforcement agencies,
organizations housing relevant databases from whicbhild maltreatment data will be
collected, and other researchers. This system will:
A. Monitor the incidence of child maltreatment, ircluding maltreatment perpetrated
by family caregivers and non-family caregivers.
B. Monitor the incidence of child fatalities due b neglect.
C. Use multiple sources of data to provide a picte of child maltreatment in North
Carolina.
D. ldentify science-based measures for collectirigdicators of, and risk and protective
factors associated with, child maltreatment.
E. Collect, summarize, and report data at the st&tand county level on a yearly basis,
to measure trends over time.
F. The NC Division of Public Health should work wih the Child Maltreatment
Prevention Leadership Team to secure funding for tla surveillance system.
The NC Division of Public Health’s Injury and Violence Prevention Branch should report
progress toward implementing this recommendation tahe Child Maltreatment Prevention
Leadership Team by January 2006 and annually therdter.

The Surveillance Work Group was convened in Juya2® help implement this
recommendation. The work group is co-chaired by&h&chiro, PhD, a contracted employee of



the Injury and Violence Prevention Branch withie tiC Division of Public Health and UNC-

CH faculty member, and Adam Zolotor, MD, from thBlO School of Medicine. The work

group consists of representatives from various daltaction systems as well as representatives
from state agencies and universities. A list ofentr members of the Surveillance Work Group is
included in Appendix B.

The Surveillance Work Group is charged with agsisthe NC Division of Public Health in
developing a more comprehensive child maltreatraenteillance system in North Carolina by
linking existing sources of data and connectingtaxgy surveillance strategies. Most data on
child maltreatment comes from investigations byccprotective services. This undercounts the
true prevalence of maltreatment in the general ladipm, as not all maltreatment incidences are
reported and, even if reported, not all come withimlegal jurisdiction of the Child Protective
Services system. While there are many sourcestaftiat include information on child deaths or
morbidities caused by child maltreatment, thesa datirces are not all linked. Strengthening and
linking these data sets could result in better datxribing the prevalence and incidence of child
maltreatment in North Carolina.

Child fatality data The Surveillance Work Group first assessed thieeat surveillance
mechanisms for child fatalities resulting from meditment. The Child Fatality Prevention Team,
which is part of the Child Fatality Prevention ysf is located in the Office of the Chief
Medical Examiner and is charged by statute withesging all deaths of children under 18 years
old that are investigated by the NC Medical Examgystem.

The Surveillance Work Group worked with the Nortiwr@ina Child Fatality Prevention Team to
review the current collection system for child fiiees. The State Child Fatality Prevention Team
has been collecting exhaustive mortality data imtiN€arolina including deaths resulting from
neglect. The 2005 report from the Child Fatalitg\rntion Team included child deaths due to
neglect and 2006 report will also include this mfiation. Despite limitations cited by the Child
Fatality Protection Team in accurately reportingdcteaths due to neglect, inclusion of this type
of death provides a more accurate representatideaths due to maltreatment. The State Child
Fatality Prevention Team will customize data-driveports which will guide recommendations
for legislative and public policy initiatives footh the Child Maltreatment Prevention Leadership
Team and the Child Fatality Task Force. The Sueuatle Work Group will continue to work
cooperatively with the Child Fatality Preventionaheto help support and strengthen existing
surveillance mechanisms for child maltreatmentlitstelata.

Child morbidity dataCurrently the Surveillance Work Group is focuseftprts on the morbidity
data sources within North Carolina. Many cases afn@atment are never reported to child
protection agencies. Thus, it is important to exanather data sources to determine whether
these are appropriate sources to identify unregansgances of child maltreatment. The
Surveillance Work Group is currently identifyingdadetermining the utility of various data
sources, including the North Carolina Disease EVeatking and Epidemiologic Collection Tool
(NC DETECT), the North Carolina Emergency Departtrizatabase (NCEDD), the North
Carolina Hospital Emergency Surveillance SystemHRESS), the Behavioral Risk Factor
Surveillance System (BRFSS), Youth Risk Behaviaw8illance (YRBS), North Carolina Child
Health Assessment and Monitoring Program (NC CHAMIRY other school system and law
enforcement data. Additionally, the work group éveloping uniform definitions of child
maltreatment and is following the Centers for D&ge@ontrol and Prevention’s development of
uniform definitions of child maltreatment.



The work group has identified and begun to addiggtations in these different data sources,
such as the inability to use recidivism as a mafiepotential abuse in the NCHESS dataset due
to lack of identifiers, inability to link datasetsnd the potential for duplicated counts across
datasets due to lack of identifiers. The work grplgms to complete the first phase of their work
and make recommendations to the Leadership Teaviabgh 2008.

The Centers for Disease Control and Prevention (Ciarded grants to five other states to
develop and implement mortality and morbidity siltaace for child maltreatmerit. Through

these CDC grants, California, Michigan, Minnesd&souri, and Rhode Island will compare
alternative approaches to state-level surveilldacéatal and nonfatal child maltreatment and

will test methods for violence surveillance of ajjes. This project is addressing the pressing need
for a practical surveillance system that can bdemgnted at the state level. It will also assess

the helpfulness of various data sources such gsthlss child protective services, law
enforcement, child fatality review, and medical mka@er and coroner reports. The Surveillance
Work Group will use the results from these othatest to help guide the development of North
Carolina’s child maltreatment surveillance system.

Development of a comprehensive child maltreatmenteillance system will required a
significant investment by North Carolina. Curreastestimates provided by the CDC range from
$300,000 to $400,000 to develop the system. Thmaigts for the ongoing maintenance of a
child maltreatment surveillance system have nobgen developed. Recommendations for
required resources in order for it to be fully iemplented were made to the NC Division of Public
Health in October 2007.

CHANGING SOCIAL NORMS TO SUPPORT
HEALTHY PARENTING AND STRONG FAMILIES

Recommendation 6.1 (Priority Recommendation)

PCA North Carolina, in partnership with the NC Divi sion of Public Health, should take the
lead in developing a public education and marketingampaign aimed at encouraging
community members to support parents by promoting psitive parenting behaviors and
increasing public support for programs and resource aimed at strengthening positive
family interaction. This initiative should use thelatest research on public awareness efforts
for child maltreatment prevention and should be coddinated with the efforts of the Child
Maltreatment Prevention Leadership Team to promotepositive parenting behaviors,
increase protective factors, and reduce risk fact@. PCA North Carolina and the NC
Division of Public Health should report on the progess towards implementing this
recommendation to the Child Maltreatment PreventionLeadership Team by July 2006 and
annually thereafter.

Partially Implemented

There are two ongoing projects in North Carolinachlare strategies for implementing this
recommendation: A strategic frame analysis refrgnfinmulti-disciplinary, multi-method
approach to communicatiofig)nd the Period of PURPLE Crying.: Keeping Northiallaa
Babies Safe. PCA North Carolina has taken thefeledn addressing the reframing project.

Reframing In fall 2005, with funding from the Children’sdst Fund, PCA North Carolina
convened a small committee of communications eg@artl Leadership Team members to
develop a set of print and television ads that @glegents to reach out for support when under



stress as a strategy to increase social supporednde risk for maltreatment. The target
population was middle-income mothers between tles af 25 and 30 with at least one child
under five years of age, who worked at least pam¢-butside the home. Several messages were
tested including those that encourage mothersiicgjparent education class, join a parent
support group (e.g., a mom’s group), or speak thithir pediatrician. PCA North Carolina
worked with a social marketing firm to test theds @ith several economically and ethnically
diverse focus groups. Originally, findings from skdocus groups were going to be used to help
direct a larger statewide campaign about positaremqting. However, the focus group findings
did not find this message would be effective ircteag the targeted group of mothers, and PCA
North Carolina decided to return to “framing” issu#efore developing another campaign.

Changing the public discourse on any given issgeires an appreciation of how issues are
defined and interpreted by the public. PCA Nortlmdlina felt that additional exploration of
potential frames for child maltreatment preventigsuld be a wiser investment of
communications resources and would inform futudglipilawareness campaigns and increase
their effectiveness.

PCA North Carolina is currently in conversationmiRCA America and the FrameWorks
Institute to see if these national partners wigsort further work around “reframing” at the
national level and in North Carolina. In North Cara, the goal would be for key stakeholders in
the Leadership Team, along with other children\sogdcy groups, to become familiar with
strategic frame analysis—a multi-disciplinary, mufiethod approach to communications—and
to better understand how the messages being usgifféngnt stakeholders are complementary or
dissimilar. A similar initiative called “study cikes” is being facilitated by the FrameWorks
Institute in other states. The FrameWorks Instibggan working with North Carolina in

February 2008.

Period of PURPLE Crying ProjectThe Period of PURPLE Crying project is a joinbject with

the UNC-CH Injury Prevention Research Center, NicCenter on Shaken Baby Syndrome,
and Center for Child and Family Health. This projedunded by the Centers for Disease
Control and Prevention, Doris Duke Charitable Faiiwh, and The Duke Endowment. This
statewide project, which will be implemented inethiphases, is based on new educational
materials for parents that were developed by theNal Center on Shaken Baby Syndrome. The
materials help parents understand the frustragatufes of crying that can lead to shaking or
other types of abuse, in order to create a changeiway that parents view crying. The goal of
this project is to prepare parents to respondgébahfant crying and to reduce hospital
admissions and deaths from abusive head trauma.

This project will introduce the Period of PURPLEyttig program to North Carolina parents after
a hospital delivery. Parents will be given a DVOidke home for their own use, as well as to
share with other caregivers. Additionally, the naggsof Period of PURPLE Crying will be
reinforced at well-child visits. This message Wil expanded using a statewide media campaign.
Implementation of this project began in the Cerfeagjion with 30 hospitals in January 2008.
The first phase will also include the pilot sitd<Cape Fear, Asheville, Wolmack, and Onslow,
all of which have military bases. This is critiea research indicates that counties with military
bases have higher rates of child abuse deathsithaaunties without military bases. A 2004
study funded by the North Carolina Governor's Cr@aenmission and the North Carolina Child
Advocacy Institute found that the two counties imai Fort Bragg, Pope Air Force Base, Camp
LeJeune, and New River Air Station are locatedthachighest rates of child abuse deaths in the
state’® This is in contrast to 26 other counties that hachild abuse murders for children age 10
and under.



Recommendation 6.2 (Priority Recommendation)

PCA North Carolina, in collaboration with the NC Division of Public Health, NC Division

of Saocial Services, NC Coalition Against Domesticivlence, NC Domestic Violence
Commission, NC Partnership for Children, NC Departnent of Public Instruction, NC
Department of Juvenile Justice and Delinquency Praantion, and Mediation Network of
North Carolina should work with and support ongoing grassroots efforts (and establish new
ones where necessary) to establish community norrtigat support families and healthy

child development and that reduce social acceptanad violence as an appropriate response
to interpersonal conflict. Issues such as the acdgmce of corporal punishment in North
Carolina schools, the glamorization of violence, ahthe presence of violence in the media
should be examined in these efforts. PCA North Catima, the NC Division of Public Health,
and other appropriate agencies shall report on therogress towards implementing this
recommendation to the Child Maltreatment PreventionLeadership Team by July 2006 and
annually thereafter.

Partially Implement

The Task Force on Child Abuse Prevention understioaithere are many commonalities,
particularly at community and society levels, beswenultiple forms of violence. Though people
tend to compartmentalize different types of vioksnemerging national research suggests that
domestic violence, sexual violence, child maltreattmyouth violence, and other violence
subtypes share similar risk and protective facamid that select evidence-based strategies may be
effective at decreasing risk across multiple subypf violence. Thus, the Leadership Team
formed a work group, the Community Violence PreienWork Group, to identify and pilot
community-based strategies aimed at decreasingthef all types of violence in local
communities. The Community Violence Prevention W@roup is currently chaired by Elizabeth
Knight of the UNC Injury Prevention Resource Certed Gibbie Harris, director of the Wake
County Department of Health. A list of current merof the Community Violence Prevention
Work Group is included in Appendix C.

With support from The Duke Endowment, the work graontracted with an experienced
violence researcher to investigate community- aruiesy-level risk factors for violence and
protective factors against violence. Particulagratbn was given to factors that are common
among multiple subtypes of violence. The literatenaew was completed in May 2007. Using
findings from the literature review, the work grodgveloped a concept paper outlining specific
public health strategies that was completed in taatyr2008. This concept paper will be used to
guide the development of violence prevention sgiatefor communities. Additionally, the work
group will develop violence prevention messageswamlénce prevention programs that will be
piloted in two communities—an urban and a rural samity. Finally, a subgroup is currently
working on a social capital mapping tootkivhich will be made available to communities.

The work group is outlining short-term and longatesutcomes. Short-term outcomes include the
concept paper and social capital toolkit. Long-teutcomes include violence prevention
messages and pilot programs. This recommendatibnegquire funding for in order for it to be
fully implemented.

The overlapping of sexual violence, intimate partnelence, and child maltreatment produces
fertile ground for collaboration. To avoid dupliat of other prevention efforts and initiatives in
North Carolina, the Community Violence PreventiooM/Group is collaborating with the NC

Sexual Violence Prevention Team (through the Rapedntion and Education and EMPOWER
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Prograni located in the Injury and Violence Prevention RiariNC Division of Public Health)
and the NC Coalition Against Domestic Violence DBLFProgram?

INCREASING THE USE OF EVIDENCE-BASED
AND PROMISING PRACTICES

Increasingly, policy makers, researchers, and pi@etrs are focusing on the link between
policy, research, and funding. Promoting evidelbased and promising practices is one way to
ensure that policies and funding are tied to pnogrand practices that have been evaluated
through researchEvidence-based programs are those that have hediedsin both controlled
clinical trials as well as community settings ardddemonstrated effectiveness in reducing risk
factors, increasing protective factors, and pramgnnaltreatmenPromising programs have
some evidence of effectiveness, but this evidendedes evaluations with less rigorous designs
or methodological limitations. Thus, these programeed additional experimental evaluations in
order to determine the program’s effectivenéisshould be noted that the effectiveness of any
program will depend upon selecting a model thapisropriate for the given population as well
as implementing the program in a way that is coestswith the research.

Although the field of child maltreatment preventidoes not yet have an extensive body of
scientifically proven programs, it is critical taciorporate what is known to be effective into the
practices of the practitioners who work with fagsliand children daily. If implemented
correctly, the use of evidence-based practicespralVide opportunities to strengthen family
intervention program§

Recommendation 7.1 (Priority Recommendation)

PCA North Carolina, through its involvement with the Child Maltreatment Prevention
Leadership Team, should continue the work begun bthe Task Force on Child Abuse
Prevention Program Subcommittee on evidence-baseditd maltreatment prevention
practices by convening an Expert Work Group on Eviénce-Based Practice.

A. The Expert Work Group on Evidence-Based Practie should include members of
the Child Maltreatment Prevention Leadership Team researchers, practitioners,
and other experts.

B. The responsibilities of the Expert Work Group o Evidence-Based Practice should
include the following:

i. Reviewing prevention research literature and keping abreast of ongoing studies
and current findings.

ii. Identifying evidence-based and promising progams for child maltreatment
prevention and family strengthening.

iii. ldentifying strategies to disseminate this iformation to state and local policy
makers, funders, and practitioners/community-basegrograms.

iv. Identifying ways to financially and programmatically support the use of
evidence-based programs in North Carolina.

v. ldentifying strategies and funding to further evaluate promising practices that
merit more scientifically rigorous evaluation.

aThrough a grant from the Centers for Disease Cbatrd Prevention (CDC), the EMPOWER process
has developed a State Capacity Building Team am®t Sexual Violence Prevention Team to build
statewide capacity in primary prevention of sextialence.
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A report on the progress towards implementing thisgecommendation should be provided to
the Child Maltreatment Prevention Leadership Team ly July 2006 and annually thereafter.

Fully Implemented

The Alliance for Evidence-Based Family Strengthgiiviork Group, an expert work group, was
convened in April 2006 to increase statewide im@etation of evidence-based programs in
North Carolina. The work group is facilitated by. Bienneth Dodge, director of the Center for
Child and Family Policy at Duke University and M@le Hughes, vice president for programs at
PCA North Carolina. Members included representativem several public agencies that fund
child abuse prevention and family support initiat\as well as researchers and practitioners. A
list of current members of the Alliance for EviderBased Family Strengthening Work Group is
included in Appendix E.

This work group’s first efforts focused on increasthe use of evidence-based programs within
family resource centers that are funded by the N@Dn of Social Services. Members of the
Evidence-Based Work Group, as well as stakehofdens the NC Division of Social Services
and NC Partnership for Children supported localiliaresource centers, convened to do the
following: review federal and state funding andippbbjectives; conduct a literature review of
research on family resource centers and their progy research organizational capacity of
family resource centers in North Carolina; andeewvcurrent evaluation efforts. The Duke
Endowment funding was used to contract with a mesea to conduct the literature review and
present the research findings to the work groufinél report with the work group’s findings and
recommendations has been used by the NC Divisi@ooial Services, NC Partnership for
Children, and NC Children’s Trust Fund in their diimg proposals and efforts.

The collaboration in funding evidence-based programthin Family Resource Centers made
many of the funders realize that they shared comgoats, outcomes, and strategies despite their
different approaches to on the issue of child amdilyy wellbeing. Consequently, several
funders—the NC Division of Social Services, NC @héin’s Trust Fund, and NC Partnership for
Children—agreed to develop a set of shared resdmsbd intermediate outcomes among their
agencies to help strengthen collaboration, leveliagied resources, and strategically target
programmatic efforts toward the most critical réstd protective factors for child maltreatment
and school readiness. The group worked closely tharEarly Childhood Comprehensive
System initiative and used the Shared IndicatarSéhool Readiness as a launching point for
discussion. Soon several other funders, includieg\NC Division of Public Health; NC Division
of Mental Health, Developmental Disabilities andbStance Abuse Services; The Duke
Endowment; and the Kate B. Reynolds CharitabletTjoiised the group.

Currently the Alliance focuses on two primary, mitdiceted strategies to promote evidence-
based family strengthening programs in North CaeolFirst, the Alliance members share
information, training, technical assistance pulti@ss, and strategies amongst themselves in
order to support evidence-based programs. Secomsdnie instances where specific programs
meet the needs of multiple funders, the Allianc&asking to collaboratively fund and develop
infrastructure at the state level for program impdatation. The Alliance recently launched the
NC Nurse Family Partnership initiative (with fundiprovided by The Duke Endowment and the
Kate B. Reynolds Charitable Trust and leadershywided by the NC Partnership for Children
and PCA North Carolina). The group is also curseefiploring how to provide training,
technical assistance and consultation for thregeenie-based and promising programs
(Incredible Years, Nurturing Parent Program, andrgfthening Families), as well as assessing
the potential for other programs to be supportdihicoratively.
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Recommendation 7.2 (Priority Recommendation)

Public and private funders should place priority onfunding evidence-based and promising
child maltreatment prevention and family strengthenng programs. When those programs
are not available for a specific population, publicand private funders should give funding
priority to those programs that are theory-based ad incorporate elements identified in the
research literature as critical elements of effectie programs. A report on the progress on
this recommendation should be provided to the ChildValtreatment Prevention Leadership
Team by July 2006 and annually thereafter.

Partially Implemented
There has been significant progress since theselefthe Task Force’s report in implementing

evidence-based programs in public programs and contyabased prevention efforts. As noted
in the update to Recommendation 7.1, the Alliancéelvidence-Based Family Strengthening
Programs is working to target funding to suppoitience-based programs. For example, The
Division of Social Services, NC Children’s Trustrieii NC Partnership for Children, NC
Division of Mental Health, Developmental Disab#iti and Substance Abuse Services, Division
of Public Health, and other funders have all sthttefocus grant making on evidence-based
programs.

DSS and Children’s Trust Fun@he NC Division of Social Services (NC DSS) and N
Children’s Trust Fund (located within the DepartineihPublic Instruction) used evidence-based
criteria in their Request for Applications (RFAsy funding beginning July 1, 2007. Applications
were scored based on the potential grantee’s us@dénce-based or promising programs. The
NC DSS awarded 31 Family Support/FRC grants usitdgace-based or promising practice
criteria, totaling $3.35 million Additionally, NC 86 funded nine “Special Initiative Programs”
(Faith Based, Fatherhood, and Healthy Marriage)guevidence-based or promising program
criteria totaling $525,000 in awardsa.July 2007, the DSS request to revise the NC @&éne
Statutes regarding Family Resource Centers progiagnio include Promising
Practice/Evidence-Based Practices programming wasted by the General Assembly,
demonstrating commitment to providing programmimaf thas positive outcomes for children
and families* The Children’s Trust Fund awarded 14 grants togg$i499,875, ranging from
$7,000 to $152,935.

NC Partnership for Children (NCPCThe NCPC is moving toward implementation of evide-
based and promising practice models, which wiliuty implemented in 2008-2009. In 2007,
NCPC issued policy statements to their local pastnips on the use of evidence-based programs,
as well as “Model Fidelity” papers for family suppparenting education programs. NCPC
issued an additional RFA in 2007 for an evidencgeddamily support program which

specifically addresses reduction of child maltresita-The Incredible YearsSix awards were
made forThe Incredible Yearprogram, which will be implemented in 10 counti€se awards

for this two-year grant totaled $304,937.

Division of Mental Health, Developmental Disabési, and Substance Abuse Services
(DMHDDSAS): MHDDSAS supports the provision of quality sergd¢bhat adhere to proven
models through the Practice Improvement CollabeegtPIC). The Practice Improvement
Collaborative is comprised of a panel of expentacfitioners, and consumers that considers
science and recommends best practice and eviderseeHprograms and services to MHDDSAS.
For example, MHDDSAS funds three local Strengthgiiiamilies sites through the Substance
Abuse Prevention and Treatment Block Grant. Addélty, MHDDSAS is partnering with a
number of stakeholders and collaboratively fundiageral evidence-based mental health
initiatives, including Trauma Focused Cognitive Beiloral Therapy (TF-CBT). Trauma-focused
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cognitive behavioral therapy is an evidence-bassatrhent approach shown to help children,
adolescents, and their caregivers overcome traetated difficulties. It is designed to reduce
negative emotional and behavioral responses fatigwhild sexual abuse and other traumatic
events® The treatment is based on learning and cogrtitigeries, which addresses distorted
beliefs and an attribution related to the abuseé,movides a supportive environment in which
children are encouraged to talk about their trawcedperience. TF-CBT also helps parents who
were not abusive to cope effectively with their osmotional distress and develop skills that
support their children. TF-CBT is available in &&stern North Carolina counties. Through
initial MHDDSAS support and funding, The Duke Endoent funding was leveraged to expand
this initiative and an outcomes-based evaluation.

Division of Public Health (DPH):In 2006, the Injury and Violence Prevention Bifao€ the

DPH made the RFA for the Rape Prevention and Educ&rogram (RPE) a competitive process
and required population-based, data-informed ededrased practice as criteria for awards.
Through this process, DPH funded 17 community aigsrat $50,400 for a total award of
$856,800'° In 2007, the Women'’s Health Section of DPH issairdRFA for the Adolescent
Parenting Program (APP), a competitive processrétatired outcomes which reduce the
incidence of abuse and/or neglect of participacttfdren and encouraged the use of an evidence-
based parenting curriculum. Awards will be madsixccommunity agencies at $47,980, for a
total award of $287,88Y.

Other Community EffortsThe Period of PURPLE Crying, described earliethie update of
Recommendation 6.1, is an evidence-based earlywertton and outreach campaign to reduce
the incidence of shaking or other types of abubés project is based on new materials
developed by the National Center on Shaken Babgi®yne. These new educational materials
for parents are based on extensive clinical trails more than 4,200 parents in maternity
departments, pediatric offices, prenatal classesnarse home visiting programs. In addition to
randomized clinical trials, focus groups of paremése used to help develop the latest Period of
PURPLE Crying booklet and DVD. This project willlaborate with a consortium of public
health, child care, health care, child advocacwpizations, and military health services to
evaluate the delivery of a specific abusive headra prevention program to the parents of
every newborn in North Carolina.

The Duke EndowmeniThe Duke Endowment has adopted a specific graaking strategy for
disseminating evidence-based practices across Mamblina and South Carolina. The selection
of interventions targeted for dissemination is gaiformed largely by the foundation's
participation with the funders’ Alliance for EvidegrBased Family Strengthening Programs.

Recommendation 7.3

PCA North Carolina should work with the NC Division of Medical Assistance, NC Division
of Public Health, and Community Care of North Carolna to implement the Nurse Family
Partnership Program in two to three additional sites in North Carolina. In implementing
this program, these organizations should:

A. Target at least one of the Nurse Family Partneship programs toward the first-time
adolescent mother population.

B. Attach at least one of the Nurse Family Partneship programs to a Community Care
of North Carolina provider network and conduct a cet-benefit analysis to assess
savings to the Medicaid Program.

A report on progress towards implementing this recoimendation to the Child
Maltreatment Prevention Leadership Team should be rade by January 2006 and annually
thereafter.
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Partially Implemented

Initially, Prevent Child Abuse North Carolina assdthe lead role in implementing this
recommendation. PCA North Carolina explored difféfending strategies for the Nurse-Family
Partnership, including looking at the Nurse-Farffrtnership as a cost savings strategy for
Medicaid. To that end, PCA North Carolina has led fcilitated the development of a
collaborative partnership between the Guilford @ealth and Guilford Nurse-Family
Partnership Programs, with the goal of collectiatpdhat would demonstrate health care cost
savings for the Medicaid program.

In winter 2005/spring 2006, The Duke Endowment thedKate B. Reynolds Charitable
Foundation asked members of the Alliance for Ewi@eBased Family Strengthening Programs
to consider supporting them in launching North Gaass Nurse-Family Partnership Initiative.
The foundations were planning to fund four to sigssin North Carolina with funding provided
for five to seven years. Alliance members agreezbtimboratively support the Initiative, and
PCA North Carolina and the NC Partnership for Gleidassumed lead oversight with guidance
and support from the national Nurse-Family Partmersffice. In November 2007, the Division
of Public Health identified funding to add to thstiative.® The goal of the Initiative i®
significantly improve the health and wellbeing w§t-time, low-income mothers and their
families.

Phase | of North Carolina’s Nurse-Family Partngrghitiative began in July 2007 with 15 sites
being invited to participate in an extensive comityuplanning process in order to apply for the
programt’ Over the next year, six to eight sites will bedad through generous grants from The
Duke Endowment and the Kate B. Reynolds Charitahlst with additional funds provided by
the Division of Public Healt?’ Simultaneously, efforts will be made at the statd federal

policy levels to garner ongoing, long-term supgorithe expansion of the program across North
Carolina. This recommendation will be fully implemted in July 2008.

Recommendation 7.4
PCA North Carolina and the NC Division of Public Health should work with the Education
Begins at Home Alliance to develop a model of homsitation for families at high risk of
maltreatment, based on the most current research gderinatal and early childhood home
visitation programs and from an assessment of thauicrent resources and infrastructure for
home visiting programs in North Carolina. This colbborative effort should:

A. Integrate this model within a larger continuumof perinatal and early childhood

home visitation programs;

B. Identify strategies to rigorously evaluate thisnodel of home visitation; and

C. Develop a system for quality assurance and lostgrm funding.
A report on progress of the development of the homeisitation model to the Child
Maltreatment Prevention Leadership Team should be rade in January 2006 and annually
thereafter.

Partially Implemented
PCA North Carolina has taken the lead in implenmgnthis recommendation. PCA North

Carolina currently provides training and technassistance to existing Healthy Families
programs in North Carolina. Rigorous research erHbalthy Families program has been mixed.
PCA North Carolina’s own experience with the progr@vealed that despite its strength, it
lacked solid research-based curricula and protpaslsvell as a standardized way to deliver
services and ensure model fidelity. Consequen@A Rorth Carolina worked with the Durham
Center for Child and Family Health, Appalachian Hgrimnovations, and researchers from Duke
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University to address the programmatic limitaticdentified in the research. This is a three stage
plan that includes model assessment, data anadysisurriculum development. A work group
involving these partners as well as staff fromuméversity of North Carolina and staff from the
Parents as Teachers Program have completed phasd e project, which was to assess the
model and recommend changes. Results from thehydadtmilies program’s randomized
controlled trial in Durham will guide program resiign as well as determine future replication.
At this time, PCA North Carolina continues to pailimited support for existing Healthy
Families sites while waiting for the results of herham randomized trial.

Recommendation 7.5 (Priority Recommendation)
The Child Maltreatment Prevention Leadership Team &ould work with members to pilot
or replicate promising child abuse prevention progams and to evaluate their effectiveness
with a North Carolina population including, but not limited to:
A. Parent-Child Interaction Therapy for families with children aged 4 to 12 years who
are at risk for and who are already experiencing pisical abuse.
B. The Strengthening Families Program as a selegt prevention strategy for families
with children aged 6 to 12 years.
C. The Chicago Child-Parent Center model for lowsicome children in preschool
through third grade (aged 3 to 9 years) and theirdmilies.
A report on the progress of this recommendation shdd be provided to the Child
Maltreatment Prevention Leadership Team by July 206 and annually thereafter.

Partially Implemented
There has been some expansion of Parent Childabtien Therapy (PCIT) in North Carolina.

This was made possible due to the efforts of thésigins of MHDDSAS and Medical Assistance
(DMA) in implementing enhanced behavioral healttviee definitions which authorized
reimbursement for these services. In additionQbeter for Child and Family Health, located in
Durham, helped expand access to PCIT servicesdwdimg services directly and by training
other providers. PCIT is an evidence-based moaehiorks to improve the relationship between
a child and parent by teaching the parent spesidits to use during interactions with the child.
The parent is also taught effective behavior mamegé techniques in order to reduce
oppositional behaviors. PCIT is comprised of twlves—a child directed half and a parent
directed half. In the first sessions, which arddctliirected, the parent is taught a set of skills t
follow the child’s lead in order to enhance thelgyaf the relationship and address minor
behavioral issues through effective attention gmeiing. The second wave of PCIT is a parent
directed interaction, where parents learn speb#itavior management strategies. The parent is
expected to practice these skills on a daily bagts the child in order for the parent to achieve
mastery of the skills and to begin reshaping thiel'shbehaviors. While PCIT was originally
developed for children with Oppositional Defiansbider, it has been found to be effective with
families affected by abuse and neglect, foster siwations, reunification with biological
parents, and children with developmental delays.

Faculty at the Center for Child and Family Hea®CEH) is providing PCIT in clinic and home
settings through the center’'s mental health climd as a component of a study designed to
identify effective strategies for reducing repeategbrts of maltreatment to child protective
services. In addition, CCFH faculty members argingltrain mental health professionals in
North Carolina. CCFH is working with clinicians tine triangle, Elizabeth City, and six rural
counties™

The Alliance for Evidence-Based Family Strengthgrifnograms is currently assessing the
Strengthening Families Program as a program thdddme replicated statewide. The
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Strengthening Families Program (SFP) is a paremtimtgfamily strengthening program for high-
risk families. SFP is an evidence-based familyiskikining program found to significantly
reduce problem behaviors, delinquency, alcoholdind abuse in children, improve social
competencies, improve school performance, and eeditdd maltreatment. Currently the NC
Division of Mental Health, Developmental Disab#iti and Substance Abuse Services is funding
three local Strengthening Families sites througtuiing from the Substance Abuse Prevention
and Treatment Block Grant. Furthermore, the NC $davi of Social Services has funded several
additional programs for SFY 2007-08 through its @mmity-Based Program Team, and other
funders are considering the program for future flogdThrough a grant from The Duke
Endowment, PCA North Carolina hired a staff pertsohelp improve coordination and
collaboration for training, evaluation, and othepgorts across Alliance members and other
funding streams.

Little has been done with the Chicago Child-Patmter model. The Chicago Child-Parent
Center (CPC) model is a center-based early intéiorethat provides comprehensive educational
and family-support services to economically disadaged children from preschool to early
elementary school. The overall goal of the progisto promote children's academic success and
to facilitate parent involvement in children's ediion? The Task Force identified this as a
promising program. However, there is no nation&bstructure to replicate the program and the
original program in Chicago has been partially distted due to funding cuts. Nevertheless key
elements of the model—community-based schoolsnteasive participation of parents in the
school, the focus on the transition from preschodindergarten, and the comprehensive
services provided in schools for children and tFenilies—continue to be key themes in other
work in the state, including in the Ready Schonitdtive.

Recommendation 7.6
The Child Maltreatment Prevention Leadership Team fould work with:

A. The NC Division of Social Services and the NCaptnership for Children to ensure
that community-based family resource centers offeor link to evidence-based and
promising prevention programs and to develop a moddamily resource center that
uses evidence-based and promising prevention programing to address risk factors
associated with child maltreatment and school readess.

B. The NC Division of Social Services, NC Partnenip for Children, and NC
Children’s Trust Fund should require use of sociakupport and parent education
programs that have been evaluated and show evideno& or promise in, preventing
maltreatment (e.g., the Nurturing Program) or in stengthening family functioning
(e.g., The Incredible Years) and/or that incorporag critical components identified in
the research literature.

C. The NC Division of Public Health, NC Children’sTrust Fund, and other funding
entities for child sexual abuse prevention programso re-target funding for school-
based child sexual abuse prevention programs to a&gh more promising models of
prevention, as recommended by the Expert Work Groupn Evidence-Based
Practice.

D. The Expert Work Group on Evidence-Based Practie, NC Partnership for Children,
NC Division of Social Services, NC Children’s Trustund, and other agencies as
appropriate, in developing a shared set of researebased intermediate indicators of
child maltreatment, nurturing parent-child interact ion, and healthy child
development to evaluate family support and child mié&reatment prevention
programs. This group should collaborate with the Tehnical Advisory Group on
Surveillance to ensure that the intermediate indictors developed are consistent with
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the measures developed as part of the prevention msurement system, to the extent
practicable.
A report on the progress of this recommendation shdd be provided to the Child
Maltreatment Prevention Leadership Team by July 206 and annually thereafter.

Partially Implemented
Family Resource Centers noted in the update to Recommendation 7. @eatequest of the

NC Division of Social Services, the Evidence-Bagéork Group’s first efforts focused on
increasing the use of evidence-based programsnafiimily resource centers funded by the NC
Division of Social Services. The recommendationthefEvidence-Based Work Group have been
used by the NC Division of Social Services, NC Rership for Children, and NC Children’s

Trust Fund in their 2007 grant making. Additionaltye North Carolina General Statues
amended the statute governing Family Resource Getateequire the use of evidence-based or
promising programming’

Parent Education and Training Program3he NC Division of Social Services, NC Partngrsh
for Children, and NC Children’s Trust Fund haveimatiorporated language requiring or
encouraging the use of evidence-based or promigngnt training and social support programs
in their RFA’s or policies guiding funding decisin

Sexual Abuse Prevention ProgranEhere has also been progress in changing ths fofic
existing school-based child sexual abuse preveiptiograms to other more promising models of
prevention. In 2006, the Injury and Violence Prdai@nBranch of the NC Division of Public
Health (NC DPH) made the Rape Prevention and EgucRrogram (RPE) RFA a competitive
process and required population-based, data-infbewi@lence-based practice. NC DPH funded
17 community agencies at $50,400 rather than 68cgeat $14,280 as in previous years.
Funding awards focused on primary prevention effeks recommended by the Task Force, the
state stopped funding child sexual abuse preveptiograms that teach children about sexual
abuse in ways that make them responsible for pteagetheir own abuse. These programs, such
as teaching “touching rules” and encouraging chitdio say “no” and report abuse, have not
been shown to be effective prevention strategiathé®, the RPE program is working to prevent
perpetration from happening in the first place anghift the onus of prevention onto the
community as a whole. Community-based programd) asdarkness to Light, are an allowable
activity under this RFA. Darkness to Light is a filwareness campaign that seeks to raise
awareness of the prevalence and consequenceddgekual abuse. Darkness to Light educates
adults through a sexual abuse prevention trainingram that provides frontline training for
organizations and corporations that serve childrehyouth.

The Children’s Trust Fund has not funded schooebahild sexual abuse prevention programs
but is interested in doing more work in the fiefccbild sexual abuse prevention in the future.
Through three regional meetings held across Noatioliha, PCA North Carolina surveyed
prevention members to assess the child sexual gnaogeam currently being provided in local
communities. The Child Maltreatment Prevention lexatip Team and PCA North Carolina will
work cooperatively with the NC Department of Instran to accomplish this recommendation in
the next funding cycle (2008-2009).

Shared Intermediate IndicatordAs noted in the update to Recommendation 7elAthance for
Evidence-Based Family Strengthening Programs heslajeed a set of shared intermediate
outcomes to help guide its discussion, inform Altia members in their decision-making, and
support collaborative efforts to fund specific eande-based programs.
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Recommendation 7.7

The Child Maltreatment Prevention Leadership Team fould work with the NC Division of
Mental Health, Developmental Disabilities and Subsince Abuse Services and other
agencies and private providers that provide oversig or treatment for children who have
experienced abuse or neglect to encourage the ugesvidence-based models (i.e., Parent-
Child Interaction Therapy; Trauma-Focused-Cognitive Behavioral Therapy; Abuse
Focused-Cognitive Behavioral Therapy) identified bythe Kaufmann Best Practice
Initiative, Substance Abuse and Mental Health Serges Administration (SAMHSA), and
Centers of Excellence. A report on the progress dahis recommendation should be provided
to the Child Maltreatment Prevention Leadership Tean by July 2006 and annually
thereafter.

Partially Implemented
The Child Medical Evaluation Program has takendhé in addressing this recommendation.

Established in 1976, the Child Medical EvaluatioadPam is a cooperative effort of the UNC
School of Medicine's Department of Pediatrics, N@dion of Social Services (NC DSS), the
NC Division of MHDDSAS, the NC General Assemblycéb departments of Social Services,
and local medical and mental health providé&ie staff of the Child Medical Evaluation
Program has developedstatewide network of local providers who prow#éled diagnostic
medical examinations and psychological assessméwgtsldren referred by local DSS agencies
to help determine the presence or extent of agaaglect.

The NC Child Treatment Program (NC CTP) is a tlyer pilot project being administered by
the UNC School of Medicine, Department of Pediatrin conjunction with the Child Medical
Evaluation Program (CMEP) and the Center for Caild Family Health. Initial support and
funding by the Division of MHDDSAS helped leveraagditional funding by the Duke
Endowment, Governor’s Crime Commission and the BatReynolds Charitable Trust. This
program is being piloted in 28 northeastern cognfithe NC CTP provides evidence-based
mental health treatment for sexually traumatizetticdn (sexual abuse or sexual assault),
regardless of NC DSS involvement. The program leaeldped an administrative infrastructure
to support clinician recruitment, training, andergion, as well as to support mental health
treatment of traumatized children. The programdesloped a training curriculum and
materials for the&NC CTP Advanced Training Institute in Trauma-Focl€®gnitive Behavioral
Therapy.During the first 14 months of the program impletagion, NC CTP has enrolled 135
children between the ages of 4- and 18-years-ola mbet the clinical criteria for Post-Traumatic
Stress Disorder. Children receive Trauma-Focuseghiive Behavioral Therapy, an evidence-
based mental health treatment that is shown todielgren, adolescents, and their caretakers
overcome trauma-related difficulties (see Recomratod 7.2 for more details about the
program). Sixty-five licensed mental health provedeave received an intensive 12-month
training program, with a plan to train a secondarobf 65 licensed mental health providers. The
NC CTP program’s long term goals include expansiitie program to the remaining 72
counties. However, expansion will require additistate funding or fee-for-service contracts
with pri\éilte and/or public entities (such as theEsdvllocal DSS offices, and children’s advocacy
centersy.
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ENHANCING PRACTICE W ITHIN SYSTEMS AND
PROGRAMS SERVING FAMILIES AND CHILDREN

Recommendation 8.1

The Child Maltreatment Prevention Leadership Team fould work closely with the Early
Childhood Comprehensive System Initiative in the deelopment of an integrated and
comprehensive early childhood system that promotdke health and wellbeing of young
children from birth through age 5. Specifically, sakeholders from both initiatives should
identify common outcomes, identify common areas dbcus, and integrate efforts whenever
possible to maximize resources and prevent duplicain. Leadership from both initiatives
shall report back on their collaborative efforts tothe full membership of the Child
Maltreatment Prevention Leadership Team by January2006 and annually thereafter.

Much of the work of this recommendation is beingamplished through the Alliance for
Evidence-Based Family Strengthening Programs. Tli@we has used the Shared Indicators for
School Readiness as a foundation to launch its workhared intermediate outcomes for family
strengthening programs. This collaborative worgaptured in the attached “Alliance Logic
Model.” (See Appendix F)

Additionally, the Early Childhood Comprehensive @&ys (ECCS) initiative has designed a
collaborative decision-making and action-orientesug in the early childhood system, referred
to asFutureThink Members include some of the senior leaders itfivieecritical components of

a comprehensive system: access to health insugamcmedical homes; parent education; family
support; early care and education; and social-ematidevelopment. The Early Childhood
Comprehensive System Grant Program in the NC inisf Public Health has convened and
will manageFutureThink.

FutureThinkhas three components. It will provide a common esfion leaders to act collectively
to achieve positive results in early childhoodiatives. It will create an efficient way to respond
to requests for action by a variety of early chidtl stakeholders operating in the community,
including the Child Maltreatment Prevention LeatigysTeam. Finally, based on leaders’
priorities, meetings will be designed with a clé@us and purpose on action items that address
partners’ shared outcomes.

Recommendation 8.2

The NC Division of Medical Assistance, NC Divisionf Public Health’'s Women'’s and
Children’s Health Section, PCA North Carolina, andother appropriate partners should
work with the Education Begins at Home Alliance teensure there is a coordinated and
effective system of prenatal and early childhood huoe visitation programs across North
Carolina that are voluntary, and that services appopriately match families’ risks and
needs. This collaborative effort should:

A. Determine the most strategic ways to align exiag home visitation services and
programs including but not limited to Maternity Car e Coordination, Child Service
Coordination, Parents as Teachers, the Parent Aidérogram, Healthy Families, the
Nurse Family Partnership, and Early Head Start to pomote the outcomes of child
safety, healthy child development, secure parent-dd relationships, and school
readiness.

B. Assess the need for and potential benefits ofumiversal postpartum home visiting
program in preventing maltreatment in North Carolina.
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The NC Division of Medical Assistance, NC Divisiomf Public Health, and PCA North
Carolina should report their progress in implementng this recommendation to the Child
Maltreatment Prevention Leadership Team by July 206 and annually thereafter.

There have been several efforts focused on inergadithe availability of early childhood home
visitation in North Carolina. First, the EducatiBagins at Home Alliané@has conducted a
statewide survey of early childhood home visitafiwograms to better assess the number and
type of early childhood home visitation program®orth Carolina. The results of the survey
were made available in February 2008. However tdukee low number of respondents and
ambiguity of several survey items, a hew work grbap been formed to redesign the survey. The
revised survey will be administered to a largeriance. The ECCS Design Tewill assist

with additional focus groups to inform the largeeds assessment being conducted by the
Education Begins at Home Alliance. When completiee full needs assessment will be
incorporated into the work of the Child Maltreatrh@nevention Leadership Team in addition to
assisting with applying for federal funding for reased home visitation programs.

Additionally, the development of the NC Nurse Fanibrtnership Initiative—which will fund
six to eight Nurse Family Partnership sites in N&arolina—is utilizing a community planning
process which will help local stakeholders maptbair services continuum for families with
children beginning prenatally to age two. This gswill help local communities and their
state-level partners envision how the Nurse FaRdéstnership can become part of a larger
service continuum and work collaboratively with Matity Care Coordinators, Child Service
Coordinators, and other early childhood home vigifirograms. The learning and partnerships
developed through these community planning prosesse be used to help other counties and
state-level agencies strengthen their early chddhservice continuum.

Finally, the Durham Family Initiative will be testi a universal postpartum home visiting
program as part of its work to reduce child matirent in Durham County by 50% in 10 years.
The Durham Family Initiative is a community-basetiiative funded by The Duke Endowment
and led by the Center for Child and Family Policypake University. In 2008, the Initiative will
begin a new intervention to reduce maltreatmenied®urham Connects, which will be a
universal postpartum home visiting program condiibie health department nurses. These
nurses will visit new mothers and families onehieé times and will connect these families to
community-based health and family support servidétbough several counties have a universal
postpartum home visiting program, the Center fotdzmnd Family Policy will be conducting a
randomized trial of the Durham Connects Initiatipggviding much needed outcome data on the
impact of such an intervention on family functiagirchild wellbeing, and community
maltreatment rates.

Recommendation 8.3

The NC Division of Public Health and NC Division ofMedical Assistance should request
that child maltreatment prevention be included as anajor goal for the Maternity Care
Coordination and Child Service Coordination programs. Furthermore, these programs
should be strengthened with regard to child maltreament prevention by:

® The ECCS Design Team is a cross-agency SocialiBnabtDesign Team, chaired by Deborah Nelson,
PhD, the Early Childhood Comprehensive Systems @ioator located in the Women’s and Children’s
Health Section of the NC Division of Public Health.
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A. Developing and implementing standardized intergntion models for identified risk
factors such as the Maternity Care Coordination Pdiways process that is currently
being piloted.

B. Requiring that Maternity Care Coordination and Child Service Coordination
workers have regularly scheduled training in identfying risk factors and
implementing appropriate interventions or referral processes.

The NC Division of Public Health and NC Division ofMedical Assistance shall report their
progress in implementing this recommendation to th&hild Maltreatment Prevention
Leadership Team by January 2006 and annually therdter.

Not Implemented

When the Task Force for Child Abuse Prevention masting, Task Force members believed
that the state could augment the responsibilitiédasernity Care Coordinators and the Child
Service Coordinators to focus on child maltreatnmeavention in addition to their other
responsibilities. However, the Deficit Reductiont A€ 2005 limited the scope of permissible
case management services that could be reimbusssgl Medicaid funding. Thus, the state has
no flexibility to implement this recommendationwastten without additional guidance from the
Center for Medicare and Medicaid Services (CMS) wiillingness to fund these services using
100% state funds. While CMS has provided some guaielabout the provisions, the
modifications are confusing and require furtherittzation.

Recommendation 8.4 (Priority Recommendation)

The NC Division of Public Health and NC Division ofMedical Assistance should support
the Children’s Developmental Services Agencies terwve families who are maltreating or
who are at high risk of maltreating their children by:

A. Ensuring that Children’s Developmental Services\gencies continue to serve at-risk
children birth to age three.

B. Providing additional funding, training, and support to the Early Intervention
System to ensure that families in the child abusedh risk category and families who
enter the Early Intervention System through Child Rotective Services can receive
timely and appropriate services.

C. Exploring the possibility of broadening the cormunity-based rehabilitative services
definition to include work with caregivers around safety and health issues.

D. Providing additional training to community-based rehabilitative service providers
and early intervention coordinators in healthy parent/child interaction and
attachment.

E. Strengthening connections between Family SuppobNetwork Programs and
Children’s Developmental Services Agencies.

The NC Division of Medical Assistance and NC Divisin of Public Health should report on
the progress of this recommendation to the Child Miéreatment Prevention Leadership
Team by January 2006 and annually thereafter.

Not Implemented

State administration of the NC Early Interventiondtam is provided by the Early Intervention
Branch, Women'’s and Children’s Section, within M@ Division of Public Health, NC
Department of Health and Human Services. The 18ifém's Developmental Services Agencies
(CDSAs) manage the Program at the local level. Arlogram serves children ages birth to 3,
with or at risk for developmental disabilities alays, under Part C of the Individuals with
Disabilities Education Act.
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Prior to SFY 2003-2004, approximately 4,500-5,008i0dcen were referred per year for early
intervention services. In SFY 2004-2005, the CD&#&=ived an unprecedented number of
referrals, with the number of referrals increadimd7,263. The high number of referrals
continued with 17,319 in SFY 2005-2006 and 17, T23KFY 2006-2007. There were several
reasons for the increased number of referralst, Firs Child Abuse Prevention and Treatment
Act (CAPTA) mandated a referral of any child untte age of three years with a substantiated
finding of abuse and/or neglect. In North Carolitings is estimated at about 5,000 children per
year. Secondly, physicians increased referralgaobanges in Medicaid policies that required
physicians to perform periodic developmental sdreen Additionally, changes in the referral
structure increased the number of referrals. Theease in the number of referrals to the CDSAs
led to enroliment delays and a lag in the provigibaervices.

During SFY 2005-2006, North Carolina revised itiges and procedures for its Early
Intervention Program to comply with requirementshef US Office of Special Education
Programs. As of SFY 2006-2007, the program has isg@mvements in its 45-day timeline from
referral to enrollment and service planning, ad a&in timeliness of services as listed on the
service plan. North Carolina used three stratagigarticular to get the NC Early Intervention
Program in compliance with the Office of SpecialiEation Programs. First, the program
restricted eligibility to serve the children mastieed and reduce the waiting list. This change in
eligibility criteria was approved by the Office $pecial Education Programs and implemented
on July 1, 2006 for infants and toddlers referraedpafter that date. Second, the NC Division of
Public Health requested and received additionadifpfor the program (2005-2006) in order to
evaluate and provide service coordination for tliegased numbers of infants and toddlers
referred to the program and its Children's Develeptal Services Agencies (CDSAs). Third, the
NC General Assembly appropriated funding for thistgpositions (to be located in Children's
Developmental Services Agencies) for counties wherappropriately qualified community-
based service provider can be found (2006-2007).

The number of children enrolled in the NC Earlyelwention Program continues to increase at
the state level. In SFY 2005-2006, 15,160 childvene enrolled, compared to 12,430 in SFY
2004-2005. The number of children served in SFY620007 was 15,048. Compliance with the
45-day timeline positively impacted the number lfdren who were enrolled in SFY 2005-
2006; many infants and toddlers who had been vgaitin services were evaluated and enrolled
during that year. Statewide, there was a 22% iserégathe number of children enrolled in SFY
2005-2006, the highest increase in the numberitdrelm enrolled in the history of the program.
(Note: Not all children referred for an assessnaeatultimately determined to be eligible for
services or receive services.)

Because of the need to restrict eligibility to gettvose most in need, the Task Force’s
recommendation could not be implemented. Undenéwe eligibility definition children who do
not have developmental delays or do not have aittomdhat would cause a significant risk of
developmental delays are not eligible for servibesugh CDSAs. The additional funding
provided by the General Assembly positively impedtes Early Intervention Program and the
infants and toddlers it serves, but was not adegugbrovide funding for staff to meet this
recommendation. In addition, broadening the comigtlmased rehabilitative services definition
to include work with caregivers around safety aedlth issues would require the NC Division of
Medical Assistance to change its definition and absuld require more staff and/or community
providers, which equates to additional funding.

The NC Division of Public Health is considering isting the eligibility criteria based on current
fiscal abilities. In 2007, the NC General Assemigigluced a portion of the funding for CDSAs
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and appropriated $4 million in nonrecurring fundfog SFY 2007-2008 and $3 million for SFY
2008-2009. CDSAs were directed to increase recémts Medicaid and private insurers to
offset nonrecurring appropriations.

While most of this recommendation was not impleradritue to the unforeseen increase in
children being seen by CDSAs, there have been steps to strengthen the connections between
Family Support Network Programs and CDSAs (subsedi of this recommendation). CDSAs
continue to fund one Family Support Network affiign each CDSA catchment area to provide
services to eligible families and those with conseabout their child’s developméfit.

Recommendation 8.5

The NC Division of Medical Assistance, NC Office dResearch, Demonstrations, and Rural
Health Development’ and NC Division of Public Health should work togeter to explore
ways to enhance the role of primary health care pngders in child maltreatment
prevention. Specifically:

A. The Task Force on Child Abuse Prevention suppos the efforts of the NC Division
of Medical Assistance to expand Community Care of dfth Carolina to ensure all
children on Medicaid have access to medical homeadthe efforts of the NC
Division of Public Health to promote public awarenss efforts to educate families
about the importance of establishing a medical homir all children.

B. The NC Division of Medical Assistance should gyport the Assuring Better Child
Development Project to enhance the capacity of priary health care providers to
reduce child maltreatment by:

i. Adopting child maltreatment prevention as a mapr goal of the program.

ii. Exploring ways in which it can further support community networks of
prevention, early intervention, and family supportservices that help prevent
developmental delays and child maltreatment.

The NC Division of Medical Assistance, NC Office odResearch, Demonstrations and Rural
Health Development, and NC Division of Public Healt should report on their progress in
implementing this recommendation to the Child Maltreatment Prevention Leadership
Team by January 2006 and annually thereafter.

Partially Implemented

The Community Care of North Carolina (CCNC) progtaas developed 14 regional community
health networks comprised of community physicidnspitals, health departments, departments
of social services and other health, mental heatid,community providers that are working
together to improve care for Medicaid recipient€NC has established local systems of care that
are needed to achieve long-term quality, cost,aaess objectives in the management of care
for Medicaid recipients. The medical providers fggpating in the program serve as a medical
home and coordinate all the patient’s health caezla. These networks include more than 3,500
primary care physicians spread across all 100 @sirikhis health care networks serve more than
765,000 Carolina ACCESS Medicaid patients and hegently been expanded to serve the
children enrolled in SCHIP. Networks partner witingary care providers in the implementation
of evidence-based care for patients with chronr@dmns. CCNC received the 2007 Annie E.
Casey Innovations Award in Children and Family 8gsReform and was one of seven winners
of the 2007 Ash Institute for Democratic Governaand Innovation at Harvard University's

John F. Kennedy School of Government.

“ The NC Office of Research, Demonstrations, and Rdgalth Development is now the NC Office of
Rural Health and Community Care.
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CCNC, in collaboration with the Divisions of MHDDS&A and Medical Assistance, as well as
other provider stakeholders, has recently starteelainitiative to coordinate and/or integrate
mental health services with primary care. Therecareently 44 primary care practices in 26
counties that have integrated mental health priafieals into primary care practicEs The

primary care practices involved in this co-locatioject help link parents and child with mental
health issues, including depression, to appropmegstal health services. Brief therapy services
can be provided directly in the physician’s praeietting, whereas more complex cases may be
referred to other professionals. Under the co-longhrograms, families and children who might
not otherwise seek services or be identified asiganental health problems can be referred into
care. |deally, this early identification and re&dnnto treatment can help prevent the stress or
depression that might lead to instances of childresment.

Recommendation 8.6

The Child Maltreatment Prevention Leadership Team ad the Early Childhood
Comprehensive System Initiative should work togetheto identify the needs of families and
other caregivers in promoting young children’s soal-emotional health, develop effective
strategies to meet these needs, and enhance theamfy of the NC Division of Mental
Health, Developmental Disabilities and Substance Alse Services, as well as other provider
systems (e.g., Early Intervention, Public Schoolsjead Start, private practitioners) in
coordinating and delivering services to those carégers and children. The NC Division of
Mental Health, Developmental Disabilities and Subsince Abuse Services and all other
agencies working with the Early Childhood Comprehesive System Initiative shall report
on their progress in implementing this recommendatn to the Child Maltreatment
Prevention Leadership Team by July 2006 and annuallthereafter.

Partially Implemented
A cross-agency Social Emotional Design Team, sidéfethe Early Childhood Comprehensive

Systems (ECCS) coordinator located in the Womemds@hildren’s Health Section of the NC
Division of Public Health, is addressing this recoemdation. The Social Emotional Design
Team has agreed that this work will focus on idgimg sustainable best practices that support
social and emotional development (prenatal to lgge) through prevention or intervention
efforts. A list of current members of the Social &imnal Design Team is included in Appendix
D.

While there are a number of related initiativesemdy (e.g., Nurse Family Partnership and co-
location grants from Community Care of North Cara)ithere is no comprehensive plan for
promoting social and emotional development forntgaand young children in North Carolina.
The Social Emotional Design Team is in the proodésteveloping a comprehensive plan and has
requested technical assistance from the Nationztiriieal Assistance Center for Children's
Mental Health at Georgetown. The National Technisaistance Center is working with a
number of states to develop a public health appre@promoting social and emotional
development. This approach would strengthen pammother caregivers’ ability to promote
young children’s health and social and emotionaktgment as well as address prevention,
early intervention, and treatment. The ECCS gralhiend in August 2008. Additional federal or
state funding will be sought to continue the E&hildhood Comprehensive System initiative in
North Carolina.

Recommendation 8.7

The NC Division of Child Development, NC Departmentf Public Instruction, Office of
School Readiness in the Office of the Governor, andC Partnership for Children should
work with the Early Childhood Professional Developnent Institute to develop a plan for
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increasing the training of childcare providers to ketter understand and to assist parents in
understanding stages of child development and ag@propriate child behavior and to
promote infant/child mental health and social/emotinal development. The NC Division of
Child Development, NC Department of Public Instructon, and NC Partnership for
Children should report on their progress in implementing this recommendation to the Child
Maltreatment Prevention Leadership Team by January2006 and annually thereafter.

Eully Implemented

The NC Division of Child Development (NC DCD) untierk four projects to fully implement
this recommendation: Parenting with Parents, Prmmgdiealthy Social Behaviors,
Infant/Toddler Quality Enhancement, and Early Fatimhs.

Parenting with ParentdNC DCD, in conjunction with the Leadership Teamd ather key
stakeholders, implemented a project to assist daitd providers in working with parents and
families to reduce their risk for child maltreatrhéwith collaborative funding from the Early
Childhood Comprehensive System Initiative, NC Renghip for Children, NC Children’s Trust
Fund, and the NC DCD, the NC DCD contracted anddinated with ZERO TO THREE to
provide Partnering with Parents training to a grotiphild care resource and referral staff, child
behavior specialists, infant/toddler specialistsldccare health consultants, local Smart Start NC
Partnership for Children staff, NC Division of GhiDevelopment staff, and others. Partnering
with Parents training is a research-based curnouhat focuses on increasing child care
providers’ knowledge and ability to handle childltreatment in an effort to promote positive
child development, develop positive relationshiphywarents, and establish child care center
environments that facilitate the promotion of pobitee factors for children and their families.
The goal of this training was to establish a cadreainers across the state who can train local
child care providers in the Partnering with Pareuntsiculum. Twenty-six teams comprised of
two experts in early care and education and chdttreatment were trained in the Partnering
with Parents curriculum. Each team of trained fiatbrs will conduct at least three trainings by
June 2008.

Promoting Healthy Social Behaviors Projebt:SFY 2005, the NC DCD contracted with the
statewide Child Care Resource and Referral (CCR&R)em to address the growing problem of
children being expelled from child care due to mtvaproblems. The Promoting Healthy Social
Behaviors Project is headed by a statewide projectager and staffed by 25 behavior specialists
serving all 18 CCR&R regions across the state. fdam of experienced early childhood
professionals has expertise and training in fatitih of social/emotional competencies;
strategies and techniques to minimize challengatgabiors; and social/emotional assessments.
The program provides training and technical assigtdo child care teachers to help them with
overall strategies and techniques to promote heatthial/emotional development and reduce
challenging behaviors, as well as one-on-one ctatsan to address the needs of individual
children. The program also has developed (and moesi to update) regional resource guides of
mental health practitioners and other social/emalisupports. Each specialist authors a number
of articles on social/emotional development and-@g@ghes to challenging behaviors for
distribution through regional newsletters, andpghgect collects expulsion data and publishes an
annual expulsion report. There are many possilijathae outcomes to a child being expelled
from child care, many of which contribute to rigicfors for child maltreatment (i.e. extra stress
placed on the family, loss of time from work, p&aeefeeling rejecting and not knowing where to
turn for help). By assisting child care centerbétter promoting healthy social/emotional
development in children, the behavioral health gbsts contribute to family and child

wellbeing.
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Recommendation 8.8

PCA North Carolina should work with family support agencies, such as the Family Support
Network and the NC Cooperative Extension, to increse the availability of respite care,
parent support groups, including the Circle of Parats or Parents Anonymous and parent
support strategies such as Parent to Parent, and &nsure that families in need of support
are able to access services within their communise PCA North Carolina should report on
their progress in implementing this recommendatiorto the Child Maltreatment Prevention
Leadership Team by January 2006 and annually therdter.

Partially Implemented
There have been a number of activities to implertiéatrecommendation. Most are local or
regional respite or parent support groups.

Local Respite ProgramsThe NC Division of Social Services funded eigtgpite programs in
2007-2008 through a competitive RFA process. Tta tavard allocation for respite services
through NC DSS was $238,579.

Parent-to-Parent Programrhe Family Support Network of North Carolina dpglfor and

received funding from the NC DSS to establish araluate parent-to-parent match programs in
seven target counties in the far western and eagtets of the state. The Parent-to-Parent
Program provides one-on-one emotional and infoilgnatisupport to a parent of a child who has
a disability, chronic illness, or other special lleaare needs by a trained support parent who has
had similar family and disability experiences. Ftegrams will be offered through the Family
Support Network of RegionAand the Family Support Network of Northeasternthor

Carolina® The project activities began in July 2007.

NC Early Intervention Mentor ProgranThis program is dedicated to enhancing the knogéed
and skills of service providers working with faresiin early intervention and provides support
and promotes empowerment among families of childrigin special need3.he Family Support
Network of Region A and the Family Support NetwofiNortheastern North Carolina programs
have a contract to provide support to families lned in the Children’s Developmental Services
Agencies. They programs are both sponsored by #walrt Starts (Region A Smart Start and
Albemarle Smart Start).

Parents AnonymofisParents Anonymo(iss a community of parents, organizations, and
volunteers committed to strengthening families buittling strong communities; achieving
meaningful parent leadership and shared leaderahibthe reduction of child abuse and neglect.
The weekly support groups are free of charge ttgigaints and are based on shared leadership
and mutual support. Parents Anonynibasrrently operates groups in Wayne and Catawba
counties. Wayne County has two general populationgs and one domestic violence group.
Catawba County has a general population group aadid-referred group. The National

Council on Crime and Delinquency recently completedndependent, longitudinal study to
assess the impact of parent mutual support-shesaei@iship groups on child maltreatment
prevention that found encouraging restifts.

Circle of ParentsPCA North Carolina currently provides suppor8ioCircle of Parent

programs located in 26 counties across North Gaolrhis program provides weekly support
groups for parents and other caregivers wheredhryind and share suppdttA decision was
made by the agency last year to stop expansidmegbitogram for one year to focus on quality
improvement and to await the results of an evadnatf the Parents Anonymduprogram,

which utilizes the same programmatic interventisiCarcle of Parents. The evaluation report has
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just been issued and PCA North Carolina, along Wéthstakeholders and funders, will consider
findings from the report in discussions about fertexpansion of the program in North Carolina.

Recommendation 8.9

The NC Department of Health and Human Services shdd ensure that a research-based
strengthening parenting component is included acrasdepartmental programs that serve
families, and include culturally appropriate programmatic strategies that will support and
strengthen parent-child relationships, especially dring pregnancy and the first two years of
the child’s life. These parenting components shoulthclude, but not be limited to, skills
designed to enhance parent-child communication, ptidem-solving, positive discipline
behaviors, and social support. The NC Department dflealth and Human Services should
report progress on this recommendation to the ChildMaltreatment Prevention Leadership
Team by July 2006 and annually thereafter.

Not Implemented

To date, no progress has been made on implemehtsxgecommendation. However, the Centers
for Disease Control and Prevention (CDC) is culyersearching cultural attitudes and beliefs
about parenting practices in Latino, Asian, Africamerican, Native American, and Caucasian
populations. Information is being gathered throaditerature review and focus groups. The
Child Maltreatment Prevention Leadership Team liefang the progress of this research.
Findings from the CDC formative research will hglpde the work of the Child Maltreatment
Prevention Leadership Team to guide the developwferulturally appropriate child

maltreatment prevention messages and programsrih Rarolina.

Recommendation 8.10

The NC State Board of Education and NC DepartmentfoPublic Instruction should identify
strategies to increase support for children at riskof maltreatment and their families to
ensure that children are able to fulfill their academic potential in traditional schools,
alternative schools, or other educational settings-his includes, but is not limited to:

A. Expanding the availability of school health nuses, Child and Family Support
Teams, school counselors, and school social workers

B. Ensuring that school counselors and school satworkers have adequate resources
and time, based on national professional standardsyithin their positions to provide
needed services for high-risk children and their fanilies.

C. Identifying and encouraging schools to offer olink to evidence-based and
promising child abuse prevention and family strenghening programs.

D. Ensuring that the Title I, Pre-K, and Exceptioral Children’s Services programs
work with the Child Maltreatment Prevention Leadership Team and PCA North
Carolina to strengthen their capacity to prevent cliild maltreatment.

The NC Department of Public Instruction should repat on its progress in implementing
these recommendations to the Child Maltreatment Preention Leadership Team by
January 2006 and annually thereafter.

Partially Implement

Several components of this recommendation have inggemented. North Carolina expanded
the number of school support personnel. In additiom state established standards for school
counselors and is in the process of doing so feoacsocial workers.

Expanding number of school support personiibe School Based Child and Family Support

Team Initiativé® has established 100 teams comprised of a soci&ewand a nurse in 101
North Carolina schools and in 21 Local Educatioregjes (LEAS). The 2005 Appropriations
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Act (Session Law 2005-276) provides legislativehatity and funding for the School Based
Child and Family Support Team Initiative. The lattve’s purpose is to identify and coordinate
appropriate community services and supports fddidm at risk of school failure or out-of-home
placement in order to address the physical, sammadtional, developmental, and legal factors
that affect academic performance. In order to gti@mn the linkage and coordination of services
with these school nurse/social workers, 18 caredinators located in the respective local
MHDDSAS management entities and 14 child and famei&ym facilitators located in the
respective local department of social services \waréally funded in SFY2006. This staffing in
the community is strategic in assuring that sclag@ children most at risk and their families
receive the necessary supports to promote suctessfomes. The North Carolina General
Assembly provided to the NC Department of Healtth Blaman Services, Division of Public
Health $2.7 million in SFY 2007-2008 and $3.3 moitlin SFY 2008-2009 to provide 65
additional school nurses. All school nurses fundét state funds are required to participate in
Child and Family Teams as need&d.

Funding also was provided to the NC Departmentuddli® Instruction (NC DPI) in the 2007
General Assembly session to support a state-l@atmator for the Positive Behavior Support
Initiative. This initiative is an effort to improwhe learning environment of all students and
school personnel by establishing and reinforcimgicktrengths-based behavioral expectations
throughout the school building and school day. Addally, an Education Consultant position
was added to NC DPI to provide technical assisttemsehools and LEAs on middle and high
school counseling issues. This position will alsmnitor the centers providing after-school
programs to at-risk students.

NC DPI received recurring funding for four additgmilitary family counselors in four counties
with military installations (Cumberland, Craven, slow and Wayne). The purpose of these
positions is to provide assistance to families wsues related to deployment and family
relocation. (For a more complete explanation ofises to military families, see
Recommendation 8.21).

Standards for school counselors and social workier2006, the State Board of Education
approved a new school counselor job descriptionstemtdards, based on national best practices
(the American School Counselor Association (ASCAJibhal Model). The General Assembly is
also considering whether to change funding for esthounselors based on these new
standard§?®

NC DPIl is currently developing a revised schoolidogorker job description. As with the school
counselor job description, the school social wojkbrdescription will be based on national best
practice models and will clarify the appropriatéesofor school social workers.

Other preliminary discussions have occurred withN@ personnel on the other components of
this recommendation, but no further action has heken at this time. As stated in the update to
Recommendation 7.2, the NC Children’s Trust Fureblusew evidence-based criteria in its
RFAs submitted in spring 2007 for funding beginniudy 1, 2007. The Children’s Trust Fund
awarded 14 grants totaling $499,875, ranging fr@m@0 to $152,935. The Children’s Trust
Fund is interested in providing additional evidebesed programs within school settings.

Recommendation 8.11

The NC Division of Social Services, NC Associatiasf County Directors of Social Services,
and Children’s Services Advisory Committee shouldxgplore ways to strengthen universal
and selective child maltreatment prevention effortdy:
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A. Expanding prevention services through the Multple Response System for all
children;
B. Developing family strengthening and child malteatment prevention strategies for
the Work First population.
The NC Division of Social Services should report otheir progress on this recommendation
to the Child Maltreatment Prevention Leadership Tean by January 2006 and annually
thereafter.

Partially Implemented

Prevent Child Abuse North Carolina took the leadtos recommendation and began work in
July 2007 through a contract with the NC DivisidrSocial Services (NC DSS). A public policy
intern from Duke University conducted research mvention strategies currently utilized by
local departments of social services and held dingeef stakeholders to discuss this research
and identify opportunities for strengthening madtreent prevention within local departments of
social services. A work group was formed and issa@ring various strategies including the
development of prevention units in local NC DSSwiit increased funding by the NC DSS and
the use of evidence-based programming within thesgs.

Recommendation 8.12

The NC Division of Public Health and NC Division ofMedical Assistance should pursue a
more rapid roll-out of the federal Medicaid family planning waiver. The NC Division of
Public Health shall report progress on implementinghis recommendation to the Child
Maltreatment Prevention Leadership Team by January2006 and annually thereafter.

Fully Implemented

The NC Family Planning Medicaid Waiver (sometimeferred to as "Be Smart") was
implemented on October 1, 2005. The NC DivisioMefdical Assistance was the lead state
agency, working in collaboration with the NC Diwgiof Public Heath. The Medicaid family
planning waiver provides limited family planninggees for women and men age 19 and older,
with incomes up to 185% of the federal poverty glirtes. These services typically include
annual exams, Pap smear tests for women, screfamisgxually transmitted diseases (including
treatment for positive results), and the birth comnethod of the patient's choosing. Services can
be provided by any Medicaid enrolled provider. Tiiiegram is available statewide. In the first
year, 9,846 women and 122 men received serviceditidually, the NC General Assembly
appropriated $200,000 of recurring funds for SF922008 and SFY 2008-2009 for family
planning providers to purchase long-acting congtiees for uninsured women not eligible for
Medicaid.

Recommendation 8.13
The NC General Assembly should:

A. Appropriate additional, stable funding to the NC Division of Public Health to
expand the Teen Pregnancy Prevention Initiative wit particular attention to
minority populations, who continue to have higher ates of teen pregnancies than
non-minorities.

B. Revise G.S. 115C-81 (e3-8) to ensure that stutieare receiving medically accurate
information and that schools are using evidence-bag approaches to prevent
unwanted pregnancies and the transmission of STD#d HIV.

The NC Division of Public Health and NC Departmentof Public Instruction shall report the
status of these recommendations to the Child Malti@ment Prevention Leadership Team
by July 2006 and annually thereafter.
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Although there has been some effort to implemesgdlrecommendations, little actual change
has been made. In 2007, the NC General Assemblyde one-time funding to the NC

Division of Public Health from the Temporary Asaiste for Needy Families (TANF) block
grant for adolescent pregnancy prevention progréttisough funds from the NC Division of
Medical Assistance decreased by over $400,00Qpthkappropriations for the Teen Pregnancy
Prevention Initiative projects remained unchandredugh a one-time additional TANF
appropriation.

With regard to revising G.S. 115C-81 (e3-8), dutimg 2007 legislative session bills were
introduced in both the House and Senate to rekissedrrent state law to allow, with a parent's
permission, school districts to teach an abstindrased comprehensive sex education progfam.
Despite the efforts of the bills' sponsors anditioal partners, the bills were never heard in the
Senate and failed in committee in the House. Howeveevision was made to G.S. 115C-81 (e3-
8), which was ratified that required the NC Depamitnof Health and Human Services to provide
to the NC Department of Public Instruction the nmstent available information concerning the
effectiveness and failure rates of contraceptivggaphylactics for preventing pregnancy and
sexually transmitted disease, including HIV/AIDS aictual use among adolescent populations at
the beginning of each school year.

Recommendation 8.14 (Priority Recommendation)

The NC Division of Public Health should assess thgotential costs and benefits to the state
of providing some level of service to all pregnardidolescents and adolescent parents by
reviewing evaluation data from programs serving thee populations across the country. The
NC Division of Public Health shall report progresson implementing this recommendation
to the Child Maltreatment Prevention Leadership Tean by July 2006 and annually
thereafter.

Partially Implemented
With support from The Duke Endowment, a graduaidestt research assistant conducted

research to identify studies which evaluate theatiffeness of programs for pregnant adolescents
and adolescent parents. The Child Maltreatment érship Team is working with the NC

Division of Public Health and the Adolescent PregyaPrevention Coalition to create a work
group that will use the findings from the resegoabject to explore the expansion of evidence-
based programs to a broader segment of the adotgsmeent population. The work group is
expected to meet in late 2007 or early 2008 torbegiwork. While evidence-based programs are
not well defined for this population, the literagudoes agree that the Nurse Family Partnership is
an effective program for this population. The N@iBion of Public Health has concurred that
local programs may elect to use grant funds awaifaleitie Adolescent Parenting Program (APP)
to contribute to the Nurse Family Partnership &titie if their community chooses to apply for
this initiative.

The APP, administered through the NC Division oblRuHealth, was established as a secondary
prevention program to provide services to pregaadtparenting adolescents. The program
contributes to the reduction of repeat pregnanniéise target population of Medicaid-eligible
teens and has been found to be effective by researopleted by UNC-CH, School of Social
Work. The NC Division of Public Health and othertpars are interested in further, more
rigorous evaluations of these programs. A subgt@asgpbeen convened to begin planning and
consider evaluation options. Funding will need éadentified for further evaluation of these
programs.
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Recommendation 8.15 (Priority Recommendation)

The Child Maltreatment Prevention Leadership Team fould work with the NC Division of
Mental Health, Developmental Disabilities and Subsince Abuse Services and other
nonprofit substance abuse treatment organizationsotincrease the number of substance
abuse treatment programs, with a particular focus a gender specific programs for
pregnant women and women with children and increaseutreach to identify women in need
of these services. The NC Division of Mental Healfibevelopmental Disabilities and
Substance Abuse Services shall report progress anplementing this recommendation to
the Child Maltreatment Prevention Leadership Team ly July 2006 and annually thereafter.

Fully Implemented

In 2007, the NC General Assembly appropriated $6amiin new

recurring funds for regionally purchased, localysted substance

abuse programs. The Division of Mental Health, &egmental

Disabilities and Substance Abuse Services has tutidefollowing Cross Area

Service Programs as a result of these funds: ongpaanatal residential

program, one new CASAWORKS for Families progranpassion of four existing
perinatal/maternal residential programs, four ndultssubstance abuse comprehensive
community treatment capacity and supportive houpnograms, two new children/adolescent
substance abuse comprehensive community treatrapatity and residential progams, two
residential programs with a vocational componexpaasion of the Oxford House programs
statewide, and one statewide project to expandt&uts Abuse Prevention Coalitions statewide.
In addition, the NC General Assembly asked the h&Zitute of Medicine to study the substance
abuse services system. The IOM Substance AbuseFtask has been meeting monthly and will
submit its first report to the General Assemblytia May 2008 session. Further
recommendations to address substance abuse masthEming out of this new NC IOM Task
Force.

Recommendation 8.16 (Priority Recommendation)

The NC Division of Public Health should work with the NC Division of Mental Health,
Developmental Disabilities and Substance Abuse Sétes, NC Division of Social Services,
NC Division of Medical Assistance, professional agsiations including the NC Pediatric
Society, NC Academy of Family Physicians, and NC dege of Obstetricians/Gynecologists,
Area Health Education Centers program, and approprate health professional training
schools to jointly develop a strategy to assess theevalence of maternal and postpartum
depression for North Carolina women and examine thessues regarding screening, access
to, and availability of services for this condition The NC Division of Mental Health,
Developmental Disabilities and Substance Abuse Séres and the NC Division of Social
Services should report on their progress in implem&ing this recommendation to the Child
Maltreatment Prevention Leadership Team by January2006 and annually thereafter.

Partially Implemented

Maternal depression was identified by the Task &ort Child Abuse Prevention as a critical risk
factor for child maltreatment. The Leadership Tgarmritized maternal depression as an issue to
address during the 2006 planning session. The igartoving forward in two phases. The first
phase was a study phase, during which a small nuafilstakeholders including the NC Division
of Public Health, NC Division of Mental Health, Deepmental Disabilities and Substance
Abuse Services, PCA North Carolina, NC Pediatrici®y, community practitioners, and
researchers reviewed research compiled by a plditth intern and discussed policy and
practice options. The work group presented the®Brigs to the Leadership Team and is
expected to present them to the Perinatal Healthritiee of the Child Fatality Task Force in
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the next few months. The material compiled by thilioc health intern included background
information about screening practices, treatmetibng, reimbursement issues, community
education, provider education strategies, andhings from other states. The intern’s work was
funded by The Duke Endowment.

The second phase, which began in January 2008yes/a@entification of some specific
recommendations for implementation. The work grailpbe expanded to a larger group of
researchers, practitioners, and policy makers vamofacilitate implementation. A list of present
members of the Maternal Depression Work Groupdhigred in Appendix D.

Recommendation 8.17

The Child Maltreatment Prevention Leadership Team fould work with the NC Coalition
Against Domestic Violence and other domestic violee advocates, PCA North Carolina, NC
Division of Mental Health, Developmental Disabilites and Substance Abuse Services, and
NC Division of Public Health’s Injury and Violence Prevention Branch to identify and pilot
evidence-based or primary prevention strategies fodomestic violence and child
maltreatment. The Child Maltreatment Prevention Leadership Team should report on its
progress in implementing this recommendation by Jamary 2006 and annually thereafter.

Partially Implemented
This recommendation is being implemented, in frthe NC Coalition Against Domestic

Violence (NCCADV). NCCADV focuses on services agdtems advocacy, statewide planning,
public awareness and education, intimate partrdente (IPV) prevention, and direct services.
NCCADV has increased its focus on preventing IPYhviiinding from the Centers for Disease
Control and Prevention. North Carolina was one$thte coalitions to receive funding to
launch the Domestic Violence Prevention EnhancemedtLeadership Through Alliances
(DELTA) program.

NCCADV has also coordinated a variety of traininvgmts designed to build the skills to develop
and sustain prevention activities in the stat€d@6, 25 training activities related to prevention
or capacity building were offered and attended loyarthan 1,000 participaritsin addition to
training and technical assistance, NCCADV has fedus building statewide collaborations to
enhance prevention efforts. The partnership betWw&e@ADV and the NC Department of Public
Instruction (NC DPI) was strengthened in 2004 wlith passage of legislation that mandated a
study of ongoing violence prevention efforts inatschools. Since that time, NCCADV has
worked with NC DPI to improve the quality and freqay of prevention efforts in schools, as
well as to support enhanced collaboration betweeal Ischool districts and domestic violence
programs.

A statewide steering committee has been convendevelop a 10-year plan to prevent IPV in
North Carolina. Members of the steering committexefeom diverse backgrounds, representing
key stakeholders in the areas of domestic violamckeprimary prevention. The 22 member
committee includes representatives from the NCdowi of Public Health, NC Lieutenant
Governor's Office, NC Office on Disability and HéaINC DPI, and the UNC system.

NCCADYV partnered with NC DPI in 2007 to implemengtlan to ensure that within three years
every school principal in North Carolina has reediinformation about domestic violence and
how schools can partner with local domestic viokepograms and Coordinated Community
Response (CCR) teams in primary prevention aasitNCCADV will provide training and
technical assistance to educators in local domestience programs to ensure that they have the
capacity to effectively partner with the schoolteys on primary prevention efforts. Additionally,
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the NC Division of Social Services received $2.8iam in appropriations from the TANF Block
Grant for the provision of domestic violence couingesupport and other direct services to
clients. While these funds primarily focus on setary prevention, many of the funded programs
focus on child maltreatment prevention.

A new work group was formed in November 2007. Thgctive of this work group is to develop
a strategy for researching current domestic vi@estreening measures and protocols for the
purpose of developing and testing screening messpretocols, and training for home visitation
services in North Carolina which can be used aamagdsiple disciplines.

Recommendation 8.18

The NC Office of Education Services should work wit PCA North Carolina to strengthen
early intervention services with regard to parent/tild interaction and child maltreatment
prevention for families of children with special neds enrolled in their services. The NC
Office of Education Services shall report on its ppgress in implementing this
recommendation to the Child Maltreatment PreventionLeadership Team by July 2006 and
annually thereafter.

Not Implemented

No action has been taken on this recommendatidhéi,eadership Team. The Leadership Team
will engage the Office of Educational Services @9& to begin work toward implementation of
this recommendation.

Recommendation 8.19 (Priority Recommendation)

The Child Maltreatment Prevention Leadership Team &ould work with the Early
Childhood Comprehensive System Initiative, NC Partership for Children, PCA North
Carolina, NC Division of Child Development, and otler appropriate organizations to
identify strategies to increase the availability offfordable, quality childcare. The Child
Maltreatment Prevention Leadership Team should immdiately:

A. Request that the NC General Assembly increasariding for childcare subsidies to
county departments of social services to ensure tha% of additional families
needing childcare subsidies are served each yeartilat least 50% of eligible
families are being served.

B. A report on the progress towards implementinghis recommendation should be
provided to the Child Maltreatment Prevention Leadeaship Team by July 2006 and
annually thereafter.

Partially Implemented

Substantial progress was made on this recommend&iwe SFY 2006-2007, the NC General
Assembly approved an increase of about $30 millicstate and federal Temporary Assistance
for Needy Families (TANF) funds for child care siglysservices. This funding increased the
number of children served from 154,764 in SFY 20650 a total of 157,288 in SFY 2006-07.
About $6.7 million of the additional funds were dgse adjust market rates for three, four, and
five star rated licensed child care facilities pesific counties based on the results of the 2006
market rate survey. This allowed providers to reee@i higher subsidy payment rate to help
support the costs associated with providing highlity care.

Additionally, during the 2007 legislative sessitie NC General Assembly approved an increase
of $8.4 million in recurring funds for child caralssidy services. Of this amount, $5.7 million

was earmarked to use for market rate increasdbhres, four, and five star rated licensed child
care facilities in specific counties based on tmults of the 2007 market rate survey. The
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remainder of the funds is projected to serve apprately 1,520 children on the child care
subsidy waiting list. In addition, the NC Generas&mbly approved an increase of $56 million
in More at Four Pre-K funding to support an expansif 10,000 additional slots and to increase
the per child payment amount by $40 per month.

Recommendation 8.20

The Child Maltreatment Prevention Leadership Team &ould work with the State
Emergency Management Services, North Carolina diséer response professionals, and
rapid response professionals (Critical Incidence tmns, FEMA, etc.) to raise awareness of
the increased risk for child maltreatment in youngchildren, particularly Shaken-Baby
Syndrome, immediately after and up to six months filowing a natural disaster and to
ensure that appropriate parent support services arén place for those families at highest
risk. The Child Maltreatment Leadership Team shouldreport on its progress toward
implementing this goal by January 2006 and annuallyhereafter.

Not Implemented

Little progress has been made on implementingr@tismmendation. The Leadership Team has
begun discussions with the Injury and Violence Bntion Branch, NC Division of Public Health
about a possible role in implementing this reconuagion. Additionally, the Leadership Team
has been researching strategies on preventing hlleatment after a natural disaster,
including using materials created by the Centar®fsease Control and Prevention. In 2008, the
Leadership Team, in collaboration with other agesicand current initiatives such as the Period
of Purple Crying, plans to bring together key stakders to assess specific emergency
preparedness activities that can help reduce ofalitteatment during, and in the months
following, natural disasters and build upon curreffibrts to prepare and respond to natural
disasters. The Leadership Team will also seek teahassistance from the National Traumatic
Stress Network

Recommendation 8.21

The Child Maltreatment Prevention Leadership Team fiould work with state and local
nonprofit organizations to increase the capacity ofocal communities to identify and
implement research-based strategies focused on thgmary prevention of child
maltreatment among military families and communities. The Child Maltreatment
Prevention Leadership Team should report on its prgress toward implementing this goal
by July 2006 and annually thereafter.

Partially Implemented
North Carolina has one of the largest active dutitary populations in the country with more

than 120,000 active-duty personnel. Additionallyeio770,000 veterans of the armed forces
reside in North Carolina. North Carolina’s Natio@lard and Reserve populations are also
among the highest, with more than 10,000 in th&gavho have been in active deployment and
reentry over the past five years. Approximatel®0D, military personnel leave NC and return
from active duty every month. While the Leadershgam has not specifically addressed this
recommendation, there are several initiatives asiing the needs of military families. A survey
from the National Governor’s Association shows RdZarolina has some of the nation’s most
comprehensive support programs for National GuadiReserve family membets.

In 2006, theGovernor's Summit on Returning Combat Veteransthen Familieswas held.

This summit was the beginning of an ongoing proedsish identified the mental health and
substance abuse service needs of veterans andatindies. Through th&overnor’'s Focus on
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Returning Combat Veterans and their Familidsrth Carolina is developing new programs and
building on existing ones to address the needsooftiNCarolina's veterans and their families.

In the 2007, the NC General Assembly provided fagdo support several initiatives to support
military families. These include:

TheReturning Support for Veterans ProgrdRSVP): RSVP is a one-stop location where
veterans and their families can get informatiory theed via the NC Department of Health
and Human Services’ CARELINE and NCcareLINK, a viiglsed county service/support
directory. CARELINE is available 24 hours/day, ¥slaveek. Trained staff are available for
returning veterans and their families to addresstrg to civilian life.

Mental Health Services for Returning Veterans: Dihgsion of Mental Health,
Developmental Disabilities and Substance Abusei&esveceived both recurring and
nonrecurring appropriations for mental health smifor returning veterad$Part of the
funds will also be used to train health, behavibedlth, and human service providers to
address the mental health and substance abuseeseedds of returning veterans and their
families. Education for providers on treating diems such as post traumatic stress will be
developed and presented through a cooperativéoredhip with the federal Veterans
Administration, Department of Defense, state Diunmsof Veterans Affairs, NC Area Health
Education Centers, and Local Management Entitiesr(ty or regional local mental health,
developmental disabilities, and substance abusna@ations), primary health care providers,
and faith communities.

Additional Military Family Counselors: The NC Depaent of Public Instruction received
recurring funds from the North Carolina Generakadsly to hire four additional military
family counselors in the four counties with militdnstallations (Cumberland, Craven,
Onslow, and Wayne). The purpose of these positiotsprovide assistance to families with
issues related to deployment and family relocation.

Funds to Support Morale, Welfare, and Recreatiotiviies for Military Personnel and their
Families: One million dollars will be distributed the seven military bases and installations
to expand programs that support on-base commugityces and quality of life programs.
National Guard Family Assistance Centers: Recuffumgling was appropriated to establish
three National Guard Family Assistance Centersawige benefit and planning services to
families of deployed National Guard members. Thaers serve as a one-stop-shop for
information on topics such as health care benefitsport groups, and other benefits and
entitlements available to military families. Thatstfunded centers will augment the five
existing federally funded centers, giving more Guaembers access to vital services.
ExtendingMore at Fourso more at-risk kids and children of deployed tauili are ready to
learn. An additional0,000More at Fourprogram slots were added, payments were
increased by 10% to ensure quality, and childreseployed military were made eligible for
More at Four.

Other initiatives that address the needs of mylitsgrsonnel and their families include:

The Citizen-Soldier Support Program (CSSP): CSSPniational demonstration program
funded by the Department of Defense and spearhdadiee Odum Institute, University of
North Carolina at Chapel Hill. CSSP promotes comitgwsupport for citizen-soldiers and
their families by enhancing the awareness, knovdedgd interest of civilian agencies and
programs to better serve the needs of these solainel families before, during, and after
mobilization and deployment.

The NC National Guard Family Readiness Programs Tbn-profit program assists
members of the National Guard and their familiephyviding comprehensive information
and referral services on a variety of family-rethpeograms and services, particularly when
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guard families face the stress of extended ford@gmloyments. Services include crisis
intervention, financial management advice, relaratissistance, spouse employment
assistance, parenting education, and deploymepbsuprograms.

* The NC Department of Public Instruction (NC DPIslaavariety of resources to help public
schools be supportive of military families. NC Biplonsored threBupporting Families and
Children of the Guard and Reserve Institutean effort to help school staff better
understand the unique challenges faced by chilanefamilies of deployed family members
and how to address those challenges. NC DPI ptahelt three addition&@upporting
Families and Children of the Guard and Reserveitinstsin 2008.

Recommendation 8.22

The Child Maltreatment Prevention Leadership Team &ould work with the NC
Department of Corrections to examine whether incarerated parents have a higher risk of
future child maltreatment and, if so, develop recormendations to address this issue. The
Child Maltreatment Prevention Leadership Team shoutl report on its progress toward
implementing this goal by July 2006 and annually tereafter.

Not Implemented

No progress has been made towards implementingebisnmendation. Based on current
resources, the Leadership Team will assess ifrasteps can be taken in 2008 to begin
implementation of this recommendation. It is apéted, however, that funding or realignment of
staff time will be necessary to fully address titisommendation.

INCREASING FUNDING FOR CHILD MALTREATMENT PREVENTIO N

Recommendation 9.1

The NC Department of Public Instruction should ensee that funds from the NC Children’s
Trust Fund are used to support a full-time administator for the NC Children’s Trust Fund
whose responsibilities are solely dedicated to ctimaltreatment prevention efforts. These
efforts should be associated with managing, promatg, and increasing resources for the NC
Children’s Trust Fund and with serving in a leadersip role for maltreatment prevention in
the state. The NC Department of Public Instructionshould report back its progress in
implementing this recommendation to the Child Maltreatment Prevention Leadership
Team by January 2006 and annually thereafter.

Fully Implemented

The NC Department of Public Instruction (NC DPIsltaeated a new position that is solely
dedicated to efforts related to the NC Childrersst Fund. NC DPI currently supports 1.5
positions with full responsibility for the NC Chilein’s Trust Fund. These two employees manage
the Children’s Trust Fund and serve in statewidedgeship roles for child maltreatment
prevention.

Recommendation 9.2 (Priority Recommendation)

The NC General Assembly should make necessary fundsailable to implement the
recommendations of the Task Force on Child Abuse Brention with a specific focus on the
support of child maltreatment prevention programs dentified by the Task Force on Child
Abuse Prevention as evidence-based and promisingpeRifically, the Task Force on Child
Abuse Prevention recommends that the NC General Assbly:

37



A. Impose an additional fee of $10 on all birth agificates and allocate funds to the NC
Children’s Trust Fund.

B. Increase the existing fee on all marriage liceses from $5 to $10 and allocate funds
to the NC Children’s Trust Fund.

C. Impose an additional fee of $10 to all applicains for divorce decrees and allocate
funds to the NC Children’s Trust Fund.

D. Provide a check-off on income taxes of $5 to lised for child abuse prevention
programs. Funding from this check-off should be athcated to the NC Children’s
Trust Fund.

E. Appropriate funds for replication of the following programs identified by the Task
Force on Child Abuse Prevention as evidence-baseddior promising in preventing
maltreatment and strengthening families:

i. Parent-Child Interaction Therapy - $50,000 forproviding training to three sites
involving three or four providers with follow up for model fidelity and skill
mastery.

ii. Strengthening Families Program - $1.57 milliorto fund three additional
programs for three years.

A report on the progress on this recommendation shdd be provided to the Child
Maltreatment Prevention Leadership Team by July 206 and annually thereafter.

Not Implemented

The Children’s Trust Fund is developing an advisargnmittee to help address this
recommendation, which will be supported by the lezghip Team. The Children’s Trust Fund is
exploring the feasibility of partnering with chiddivocacy groups in order to determine their
ability to introduce legislation to implement theseommendations and/or receive a larger state
appropriation for funding.

Recommendation 9.3

The Child Maltreatment Prevention Leadership Team &ould work to increase funds
available to implement the recommendations of the dsk Force on Child Abuse Prevention,
with a specific focus on the support of evidence-Bad and promising child maltreatment
prevention programs. Specifically, the Task Forcem Child Abuse Prevention recommends
that the Child Maltreatment Prevention Leadership Team:

A. Work with all NC Department of Health and Human Services divisions to ensure
that the Task Force on Child Abuse Prevention recomendations are viewed as
funding priorities within existing funding streams for child maltreatment
prevention and within the following block grants tothe NC Department of Health
and Human Services: Temporary Assistance for Needyamilies, Social Services,
Mental Health, Substance Abuse, Maternal and ChildHealth.

B. Explore with the NC Division of Medical Assistace various strategies to reduce
long-term health costs associated with child maltment trauma. Strategies should
focus on reimbursement changes within the MaternityCare Coordination
programs, Child Service Coordination programs, pogtartum home visit efforts,
and other home visiting programs.

C. Prioritize the following funding proposals thatwould help decrease risk factors that
significantly contribute to child maltreatment, including funding to:

i.  Shorten the rollout timeframe of the Medicaid fimily planning waiver to
decrease the number of unplanned and unwanted pregncies in North
Carolina.

ii. Expand the number of programs funded by the Ten Pregnancy Prevention
Initiative to decrease the number of adolescent pgmancies.
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iii. Expand the number of perinatal and maternal sibstance abuse treatment
programs to decrease the number of mothers with sighance abuse problems.

iv. Increase the capacity of the Children’s Develumental Services Agencies to
ensure that children at-risk of or experiencing deelopmental delays are
receiving timely assessments and services.

V. Increase the number of School-Based Child andaily Support Teams, school
nurses, school social workers, and school counseddo ensure that high-risk
children and their families receive appropriate sevices to reduce risk and
increase protective factors.

vi. Increase the availability of childcare subsides to reduce the number of children
without access to quality, affordable childcare.

D. Work with the NC Children’s Trust Fund to support its efforts to increase the sale
of the KIDS FIRST license plate.

E. Identify funding from non-governmental sourcego pilot and evaluate new
initiatives.

F. Work with local communities and governmental oganizations and partner with
private foundations and funders to promote fundingfor evidence-based and
promising programs as identified in the Task Forceon Child Abuse Prevention plan
and by the Child Maltreatment Prevention LeadershipTeam and to ensure that
program evaluation activities are provided throughthe grant-making process.

A report on the progress on this recommendation shdd be provided to the Child
Maltreatment Prevention Leadership Team by July 206 and annually thereafter.

Partially Implemented

The Leadership Team made this recommendation gtgrior 2007-2008. While progress has
been made, there is still much work to be donedieioto accomplish this recommendation in its
entirety. First, as reported in the updates to Renendations 7.1-7.7, 8.4, and 8.10, several state
agencies have made evidence-based programs adymimnity. While there is still much work

to be accomplished in this area, progress hasimeee. In addition, progress has been made in
implementing other parts of this recommendatiordésscribed in the updates to
Recommendations 8.4, 8.10, 8.12, 8.15, and 8.1®@prhigress has been made in expanding the
number of teen pregnancy prevention programs (seerRmendation 8.13).

To date, no work has been done by the Child Mahreat Leadership Team to explore with the
NC Division of Medical Assistance’s various straésgto reduce long-term health costs
associated with child maltreatment trauma with régao reimbursement changes within the
Maternity Care Coordination programs, Child Sern@mrdination programs, and postpartum
home visit efforts. This is due to current fedévi@dicaid case management service definitions.

The Child Maltreatment Prevention Leadership TeathRrevent Child Abuse North Carolina
have been promoting the Children’s Trust Fund dampaign to increase the sale of the KIDS
FIRST license plate. Each order of the KIDS FIRB&rse plate adds $15 to the Children’s
Trust Fund. Revenue from the sales of the KIDS RAIR&nse plate doubled from 2003 to 2006,
from 606 t01,324 plates issued. Revenue contimugxtease. Actual revenues to the Children’s
Trust Fund are: $9,090 (2003), $7,680 (2004), $15(Q005), and $19,860 (2006).

Finally, as previously reported, the Child Maltreatt Prevention Leadership Team via the
Alliance for Evidence-Based Family StrengtheninggPams has been working with The Duke
Endowment and the Kate B. Reynolds Charitable Tiuptovide funding for the Nurse Family
Partnership Initiative. The Duke Endowment has bisen working with Prevent Child Abuse
North Carolina to provide funding to several of thek force recommendations.
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component of a Governor’s Crime Commission Graritts First of Elizabeth City in which CCFH
conducts a total of five days of direct training@mpanied by detailed session review for treatrfidality
and adherence for clinicians affiliated with Childvocacy Centers in six rural North Carolina coasti

% The CPC program was established in 1967 througtlifig from Title | of the landmark Elementary and
Secondary Education Act of 1965. It is the secddési (after Head Start) federally funded preschool
program in the US and is the oldest extended eailghood intervention. Initially implemented inuo
sites and later expanded to 25, the program igidedito serve families in high-poverty neighborteotiit
are being served by other early childhood programs.

% See Footnote #8 for details on the amendmentlgf38-152.10 - Family Resource Center Grant
Program.

2 The NC Child Treatment Program Pilot is currestyeking legislative support for increased funding t
transitionfrom a grant-funded project serving 28 northeasteumtieso a permanent, state-funded
program serving 100 counties through advocacy group

% The Education Begins at Home Alliance is a calhalive group of agencies, including: Parents As
Teachers, NC Partnership for Children, PreventdCABbuse North Carolina, NC Division of Public Hémlt
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(Early Intervention, MCC, and CSC), Head Start,|¥e8tart, Cooperative Extension, UNC-CH, Duke
University- Center for Child and Family Policy, Gard Child Development, Appalachian Family
Innovations, Division of Mental Health, Developm&rDisabilities, and Substance Abuse, and the &ffic
of School Readiness. These groups came togetlmeraase the quality and availability of home asdn
programs. A goal of this collaborative is to pasitiNC to apply for federal home visitation fund$i€T
Education Begins at Home Act (S. 503), if legistate

% Through a different contract with DSS, FSN affiétis are able to serve families with infants who are
medically fragile and children who have specialdse® provide a variety of supportive serviceseSen
services are funded by DSS for the purpose of @hbldse and neglect prevention.

2T CCNC has implemented a mental health integratitm (North Carolina Co-Location Projetwhich
integrates behavioral health services with medicahary care. This project is a result of an insieg
number of Medicaid enrollees presenting at printame provider practices with both behavioral and
physical health care needs. The pilot began in 2006 with 4 CCNC networks working with Local
Management Entities (LMES). The Mental Health In&ipn pilot is a collaborative effort between tHE
Division of Mental Health, Development Disabilitiaad Substance Abuse Services, NC Division of
Medical Assistance, NC Office of Rural Health ansh@nunity Care, and NC Foundation for Advanced
Health Programs, Inc.

2 Family Support Network of Region A covers theesemost western counties of North Carolina
(Cherokee, Clay, Graham, Haywood, Jackson MacahSavain); the Parent-to-Parent Program will be
offered in Haywood, Jackson, and Macon.

29 Family Support Network of Northeastern North Caralcovers Brunswick, Columbus, Duplin, New
Hanover and Pender counties; the Parent-to-Paregtdm will be offered in Currituck, Gates, Hertor
and Pasquotank.

%0 A National Outcome Study of Parents Anonynfouss conducted by the National Council on Crime
and Delinquency funded by the Office of Juvenilstibe and Delinquency Prevention, U.S. Departmént o
Justice. This longitudinal study is the only indegent outcome research conducted nationwide tsgasse
the impact of parent mutual support-shared leadgegioups on child maltreatment prevention. WHile t
outcomes of this research were encouraging witartsgto the program’s effectiveness in key child
maltreatment outcomes, the reach methodology didhotude a randomized control group. The
comparison group used in this study was parentsdebpped out of the program.

3L Circle of Parents program model is rooted in thirgiples of mutual self-help groups. Groups are
facilitated by a trained group facilitator and parkeader and provide a friendly, supportive envinent
where anyone in a parenting role can openly disthessuccesses and challenges of raising children.
%2 Through the leadership of the Office of the Gowerithe Initiative brings together the NC Departingfn
Health and Human Services, NC Department of Pubtitruction, NC State Board of Education, NC
Department of Juvenile Justice and Delinquency &rgon, NC Administrative Office of the Courts, and
other state agencies that provide services foddilto share responsibility and accountabilitimiprove
outcomes for these children and their families.

% House Bill 1446- would allocate $13 million in tB807-08 school year and $26 million for the 20@8-0
school year from the General Fund to the NC Depamtrof Health and Human Services, Division of
Public Health. These funds would be used to biegriurse-to-student ratio to 1:1,641 in 2007-08 and
1:1,309 for the 2008-09 school year. This bill weferred to the Appropriations Committee, and whibé
ratified in the 2007 session, it will be considenethe 2008 short session.

% Session Law 176, enacted in August 2007, reqthsthe State Board of Education report to the
legislature by November 1, 2007 on the implemeoitatif the new school counselor job description in
North Carolina public schools (grades K-12). The Giéneral Assembly requested this information to
“determine whether adjustments should be maderidifig for school counselors or assigned duties of
school counselors.” This report has been submittede Joint Legislative Education Oversight Conbesit
and will be available for public review in Novemi®807. The full report is available at:
www.ncpublicschools.or/studentsupport/counseling.

% Two bills (Senate Bill 1151, House Bill 228) prageal funding for Test Coordinators, which would
protect school counselors’ time. Both bills werfereed to the respective Appropriations Committee.
Senate Bill 450- Testing K-8 National Form Testlided language that would prohibit school counselo
from coordinating or administering the test progfammore than 10 days during the school year. BHis
was referred to the Committee on Education/Publstruction.
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% Senate Bill 1182 was introduced on March 22, 200Benator Garrou along with 5 co-sponsors. This
bill, as written, required that public schools off@mprehensive, medically accurate, non-discritoirya
sexuality education in grades 7 and 8 and oncéjim $chool.

House Bill 879 was introduced on March 16, 200 Riepresentatives Fisher, Coleman, Jeffus, and
Goodwin. This bill requiring public schools to affeomprehensive, medically accurate, non-
discriminatory sexuality education passed throlghHouse Health Committee “without prejudice” and
was sent to the Education Committee. This billmtid abolish "abstinence-only" education at all, ibut
expanded the current curriculum to include abstiranstruction and honest, realistic sex-educatiti.
879 explicitly stated instruction and materialsddaeach respect for marriage and committed
relationships.

3" NCCADV provides the following services: a resoulibeary; a training institute; Immigrant Outreach
and Communities of Color support; Project Rainbost fér lesbian, gay, bisexual, and transgendenpart
violence; public policy advocacy; Coordinated ConmityiResponse (CCR) for preventing IPV; technical
assistance; and The Silent Witness Initiative tonmgalize domestic violence homicide victims.

3 Training topics included Building and MaintainiagCoordinated Community Response Team,
Empowering Teens to Promote Change, and Engagéngatih Community in IPV Prevention. In addition,
NCCADYV partnered with several national organizasiom support other training events.

% The National Governors Association surveyed thetaées and Puerto Rico about programs and benefits
they provide to National Guard and Reserve memhesix categories: family support; education;
licensing and registration; tax and financial; stamnployees; and protections, recognition and eynpimt.
Fifty-one states and territories offer some typéaafily support while 43 offer educational benefits
Thirty-nine states offer tax or financial reliefdaabout half offer state employees’ additional liene

North Carolina provides benefits in all six catégsy and the survey pointed out North Carolina is
especially aggressive in the area of family support

0 This included funding for a mental health prognamanager to lead the Division’s response to the ahent
health services needs of veterans and their fagnilibis funding also provided for the expansiothef NC
Health Information Portal, which is part of UNC-Qieh Hill's Health Sciences Library, to include a
specific, easy-to-use website for veterans and faniilies. The Health Information Portal will be a
comprehensive online resource for health servinddrgformation for veterans and their families
throughout North Carolina.
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APPENDIX A

CHILD MALTREATMENT LEADERSHIP TEAM MEMBERSHIP
(as of July 2007)

Sheila Bazemore

Policy Consultant

Office of School Readiness

NC Department of Public Instruction

Marina Chatoo

Program Manager
Community Based Programs
NC Division of Social Services

Chris Collins

ABCD Project Coordinator

CCNC Program Consultant

Office of Rural Health and Community
Care

Lana Dial

Court Management Specialist

NC-CIP for Children and Families

NC Administrative Offices of the Courts

Cynthia Floyd
Student Support Services Consultant
NC Department of Public Instruction

Sam Haithcock

Director

Durham County Department of Social
Services

Gibbie Harris
Director
Wake County Health Department

Kris Horton

Project Manager for Clinical Affairs

Special Assistant to the Senior Deputy
Director

NC Division of Medical Assistance

Alisa Huffman
Court Management Specialist

Court Programs and Management Services

Division
NC Administrative Office of the Courts

Michelle Hughes
Vice President of Program Services
Prevent Child Abuse North Carolina

Charisse Johnson

Assistant Director

Wayne County Department of Social
Services

Catherine Joyner

Director Child Maltreatment Prevention
Leadership Team

NC Division of Public Health

Susan King

Coordinator

Family Violence Prevention
NC Division of Social Services

William Lawrence Jr., MD
Deputy Director for Clinical Affairs
NC Division of Medical Assistance

Andrea Lewis

Assistant Section Chief
Regulatory Services Section

NC Division of Child Development

Brenda Motsinger

Director of Special Projects
Office of the Dean

School of Public Health
UNC Chapel Hill

Deborah Nelson, PhD
Coordinator

ECCS Initiative

NC Division of Public Health

Maria Robayo
Public Health Educator
Wake County Health Department
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Susan E. Robinson

Prevention and Early Intervention Mental
Health Program Manager

NC Division of MHDDSAS

Kevin Ryan, MD

Chief

Women's and Children's Health Section
NC Division of Public Health

Sharon Schiro, PhD

Injury Surveillance Consultant
Department of Surgery

UNC Chapel Hill

NC Division of Public Health

Vivian Saunders
Director
Bertie Family Resource Center

Anne Sayers

Program Consultant

Services for New Parents

Prevent Child Abuse North Carolina

Starleen Scott-Robbins
Best Practice Consultant
NC Division of MHDDSAS

Amy Smith
NC Department of Public Instruction

Rebecca Socolar, MD

Medical Director

Child Medical Evaluation Program
UNC Chapel Hill

Adele Spitz Roth

Co-Director

Durham Family Initiative

Duke Center for Child and Family
Policy

Sheri Starks
Parent Involvement Coordinator
Durham Public Education Network

Leslie Starsoneck
Consultant

Angela R. Taylor
NC Department of Juvenile Justice and
Delinquency Prevention

Sue Totty
Program and Planning Director
NC Partnership for Children

Henrietta Zalkind
Executive Director
Down East Partnership for Children

Irene Nathan Zipper, PhD

Director

Family Support Network of North
Carolina
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APPENDIX B

SURVEILLANCE WORK GROUP
(as of July 2007)

Sharon Schiro, PhD (Co-Chair)
Injury Surveillance Consultant
NC Division of Public Health

Adam Zolotor, MD, MPH (Co-Chair)
Research Assistant Professor
Department of Family Medicine

UNC Chapel Hill School of Medicine
Department of Maternal and Child Health
UNC Chapel Hill School of Public Health

Ida Mae Arnold, PhD

Program Data Analyst

The North Carolina Partnership for
Children, Inc.

Hank Bowers

Chief

Performance Management

Reporting and Evaluation Management
Section

NC Division of Social Services

Beth Gifford, PhD
Research Scientist
Duke Center for Child and Family Policy

Michelle Hughes, MA, MSW
Vice President of Program Services
Prevent Child Abuse North Carolina

Jonathan KotchiMD, MPH, FAAP
Professor

Department of Maternal and Child Health
UNC Chapel Hill

Deborah C. Nelson, PhD, MSPH
Coordinator

Early Childhood Comprehensive Systems
NC Division of Public Health

Tim Parker
Research and Planning
State Bureau of Investigations

Deborah L. Radisch, MD

Associate Chief Medical Examiner
Director

Child Fatality Review Team

Office of the Chief Medical Examiner

Des Runyan, MD, DrPH, FAAP
Robert Wood Johnson Scholar Program
UNC Chapel Hill

H. Jane Seo
Human Services Planner/Evaluator Il
NC Division of Social Services

Kathleen Jones-Vessey, MS
Manager

Statistical Services Unit

State Center for Health Statistics
NC Division of Public Health

Anna Waller, ScD

Research Associate Professor
Department of Emergency Medicine
UNC Chapel Hill

Berkeley Yorkery, MPP

Director of Data and Publications
Action for Children

46



APPENDIX C

COMMUNITY VIOLENCE PREVENTION WORK GROUP
(as of July 2007)

Gibbie Harris (Co-Chair)
Director
Wake County Health Department

Liz Knight (Co-Chair)

Research Scientist

Injury Prevention Research Center
UNC Chapel Hill

Starr Barbaro

Planner

Crime Prevention/Terrorism Prevention
Governor's Crime Commission

Ingrid Bou-Saada

Public Health Program Consultant
Injury and Violence Prevention Branch
NC Division of Public Health

April Burgess-Johnson

Coordinated Community Response
Specialist

NC Coalition Against Domestic Violence

Rhiannon Chavis-Wanson
Program Director
Center for Community Action

Cynthia Floyd
Student Support Services Consultant
Department of Public Instruction

Anne Barnes

Consultant

The Children’s Trust Fund
Department of Public Instruction

Beth Gifford
Research Scientist
Duke Center for Child and Family Policy

Maria Hitt

Senior Public Health Educator
Coordinator

Healthy Carolinians of Orange County

Michelle Hughes
Vice President of Program Services
Prevent Child Abuse North Carolina

Monika Johnson Hostler
Executive Director
NC Coalition Against Sexual Assault

Susan King

Coordinator

Family Violence Prevention
NC Division of Social Services

Mac Legerton
Executive Director
Center for Community Action

Brenda Motsinger

Director of Special Projects
School of Public Health
UNC Chapel Hill

Elizabeth Moore
Training Coordinator
Prevent Child Abuse North Carolina

Maria Robayo
Public Health Educator
Wake County Health Department

Susan E. Robinson

Prevention and Early Intervention
Mental Health Program Manager
NC Division of MHDDSAS

Vivian Saunders
Director
Bertie Family Resource Center

Starleen Scott-Robbins
Best Practice Consultant
NC Division of MHDDSAS

Steve Sumerel
NC Baptist State Convention
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APPENDIX D

MATERNAL DEPRESSIONWORK GROUP
(as of July 2007)

Sarah (Betsy) Bledsoe, PhD (Co-Chair)
Assistant Professor of Social Work
UNC Chapel Hill

Belinda Pettifor, MPH (Chair)
Supervisor

Perinatal Health and Family Support Unit

NC Division of Public Health

Diane Yelverton, MS, RNC (Co-Chair)
Associate Director,

Perinatal Program Services

Wake AHEC

Linda Beeber, PhD, RN, CS
Professor

School of Nursing

UNC Chapel Hill

Michelle Hughes, MA, MSW
Vice President of Program Services
Prevent Child Abuse North Carolina

Elizabeth Jesse, PhD, RN, CNM
School of Nursing
East Carolina University

Catherine Joyner, MSW
CMPLT
NC Division of Public Health

Gerri Mattson, MD
Pediatric Medical Consultant
NC Division of Public Health

Bill Meyer, MSW

Associate Clinical Professor
Departments of Psychiatry and ObGyn
Duke University Medical Center

David Miller, MD, PhD
Adult Psychiatry
Private Practice

Emma Miller, PhD
Early Learning Specialist
Region A Partnership for Children

Cort Pedersen, MD
Psychiatrist

Professor of Neurobiology
UNC Chapel Hill

Susan E. Robinson

Prevention and Early Intervention
Mental Health Program Manager
NC Division of MHDDSAS

Rebecca Socola, MD

Pediacrican

Medical Director

Child Medical Evaluation Program

Megan Scull Williams, MSW, MSPH
Clinical Research Coordinator
School of Nursing

Duke University
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APPENDIX E

SociAL EMOTIONAL DESIGN TEAM
(as of July 2007)

Deborah Nelson, PhD (Chair)
Coordinator

Early Childhood Comprehensive Systems
Women’s and Children’s Health Section
NC Division of Public Health

Karen Appleyard, PhD
Research Scientist
Duke Center for Child and Family Policy

Harriette Bailey

Early Intervention Branch

Women’s & Children’s Health Section
NC Division of Public Health

Deborah Carroll, PhD

Head

Early Intervention Branch

Women's and Children’s Health Section
NC Division of Public Health

Chris Collins

ABCD Project Coordinator

CCNC Program Consultant

Office of Rural Health and Community Care

Carol Kyles

School Health Behavioral Health Consultant
Women's and Children’s Health Section

NC Division of Public Health

Emma Miller
Early Learning Specialist,
Region A Partnership for Children

Karen Ponder
Early Childhood Consultant
Karen W. Ponder, Inc.

Susan E. Robinson

Prevention and Early Intervention
Mental Health Program Manager
NC Division of MHDDSAS

Adele Spitz Roth

Co-Director

Durham Family Initiative

Duke Center for Child and Family Policy

Anne Sayers

Program Consultant for Services for New
Parents

Prevent Child Abuse North Carolina

Kathy Shepherd

Section Chief

Workforce Standards Section

NC Division of Child Development

Jean C. Smith, MD, FAAP
Developmental Pediatrician
Wake County Human Services

Sue Totty
Program and Planning Director
North Carolina Partnership for Children

Marlyn Wells

Family Liaison Specialist

Women's and Children’s Health Section
NC Division of Public Health
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APPENDIX F
THE ALLIANCE FOR EVIDENCE BASED STRENGTHENING FAMILIES

MEMBERS
(as of July 2007)

Kenneth A. Dodge (Co-Chair)

Director

Duke Center for Child and Family Policy
Professor of Psychology

Duke University

Michelle Hughes (Co-Chair)
Vice President of Program Services
Prevent Child Abuse North Carolina

Anne Barnes
The Children’s Trust Fund
NC Department of Public Instruction

Marina Chatoo

Program Manager
Community Based Programs
NC Division of Social Services

Sarah Currier
Program Consultant
Prevent Child Abuse North Carolina

John H. Frank

Director

Health Care Division

Kate B. Reynolds Charitable Trust

Catherine Joyner

Executive Director

Child Maltreatment Prevention Leadership
Team

Division of Public Health

Rhett N. Mabry
Director

Child Care Division
The Duke Endowment

M. Tina Markanda
Program Officer
Health Care Division
The Duke Endowment

Deborah Nelson
Coordinator

ECCS Initiative

NC Division of Public Health

Starleen Scott-Robbins
Best Practice Consultant
NC Division of MHDDSAS

Susan E. Robinson

Prevention and Early Intervention
Mental Health Program Manager
NC Division of MHDDSAS

Kevin Ryan

Chief

Women'’s and Children's Health Section
NC Division of Public Health

Anne Sayers

Program Consultant

Services for New Parents

Prevent Child Abuse North Carolina

Allen J. Smart
Senior Program Officer
Kate B. Reynolds Charitable Trust

Carol Tant

Branch Head

Children and Youth Branch
NC Division of Public Health

Sue R. Totty

Director

Program and Planning

North Carolina Partnership for Children

Maggie McGlynr{Facilitator)
McGlynn Associates
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APPENDIX G
THE ALLIANCE FOR EVIDENCE BASED STRENGTHENING FAMILIES
PROGRAMS
LoGic MODEL

Constellation of Partners:
Prevent Child Abuse of NC, A

Smart Start, VNV
The Duke Endowment, <|Q|>

NC Children’s Trust Fund,

Division of Social Services, D v Q
Division of Public Health, Working as an Alliance:
Department of Mental Health, Community planning,
Substance Abuse and Secure funding,
Developmental Disabilities, Training and technical assistance,
Center for Child and Family Policy Evaluation,
Quality assurance,
Coordination
(agreements to be established)

Pool of Programs:
Nurse Family Partnership, Strengthening Families, Incredible Years, Healthy Families, Circle of Parents, FAST,
Nurturing Program (various stages of inquiry by partners)

Intermediate Outcomes:
Children have a medical home.
Mothers have healthy pregnancies.
Parents demonstrate child development knowledge and effective parenting skills.
Parents provide care that promoted attachment.
Parents receive increased education and employment support.
Parents utilize family planning services.

Parents receive effective treatment for maternal depression and other mental illness.
Parents receive appropriate treatment and services for domestic violence.
Parents receive appropriate treatment and support for substance abuse.
Parents receive and provide appropriate social support.

(issues for further discussion, such as measures)

[ Population Level Impact:
. Improved School Readiness

\ , preven tion Reduction of Child Maltreatment
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APPENDIX H
GLOSSARY OF PROGRAMS AND ACTIVITIES

The Alliance for Evidence-Based Family Strengthenig Programs Prevent Child Abuse
North Carolina and the Duke Center for Child anthisaPolicy co-chair a group of funders and
state agencies that are working together to taihgetnost critical risk and protective factors for
child maltreatment and school readiness. The org#inns that are part of the Alliance include:
the NC Division of Social Services, NC Children'sust Fund, NC Partnership for Children, NC
Division of Public Health, NC Division of Mental ldi&h, Developmental Disabilities, and
Substance Abuse Services, The Duke Endowment hanidte B. Reynolds Charitable Trust.
These organizations are working together to proravigence-based family strengthening
programs in North Carolina.

Adolescent Parenting Program (APP)The APP is a grant program developed to fundtgran
for local agencies to provide services for Mediagidible pregnant and parenting teens
throughout North Carolina. The State Legislatureé siedicaid fund the APP. In accordance with
NC General Statute 130A-131.15A and Session Lavi-223 Section 21.89, this program is
administered by the Women'’s and Children’s He8klation, Division of Public Health, within
the NC Department of Health and Human Services.

Center for Child and Family Health (CCFH): Located in Durham, the CCFH is a collaborative
effort between Duke University, the University obfth Carolina at Chapel Hill, and North
Carolina Central University. CCFH offers diagnostieatment, and preventive services for
children at risk of experiencing trauma. CCFH affers home visiting and support groups.

Chicago Child-Parent Center (CPC) Model The CPC model is a center-based early
intervention program that provides comprehensiveational and family support services to
economically disadvantaged children from prescho@arly elementary school. The overall goal
of the program is to promote children's academicass and to facilitate parent involvement in
children's education. The CPC program was estaaligh 1967 through funding from Title | of

the landmark Elementary and Secondary EducatioroAt®65. It is the second oldest federally
funded preschool program in the US (after HeadtSdad is the oldest extended early childhood
intervention. Initially implemented in four sitesdlater expanded to 25, the program is designed
to serve families in high-poverty neighborhoodd i@ being served by other early childhood
programs.

Children’s Development Services Agencies (CDSAFormerly know as Developmental
Evaluation Centers (DEC), the CDSA provides evabmaicase management, and intervention
services through 18 single or multi-county aredsldZen who are suspected of or known to have
a developmental disability and are under age threeeen in these clinics. Developmental
disabilities include spina bifida, autism, mentthrdation, and other childhood developmental
difficulties involving movement or communicationa§e management and evaluation services
are provided to help determine eligibility and depenental needs. Once eligibility has been
determined, case management and intervention sersiech as physical therapy, occupational
therapy, speech/language services, and commursgeb@habilitative services are authorized
and provided with parental approval and involvement

Child Medical Evaluation Program (CMEP): Established in 1976, the Child Medical

Evaluation Program is a cooperative effort of tié@JSchool of Medicine's Department of
Pediatrics, NC Division of Social Services (NC D38 NC General Assembly, local
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departments of social services, and local medioadlraental health provider§he staff of the
Child Medical Evaluation Program has developestatewide network of local providers who
provide skilled diagnostic medical examinations pagchological assessments of children
referred by agencies of the NC DSS to help deteritie presence or extent of abuse and
neglect.

Circle of Parents Programs Circle of Parents is a support program that mlesiweekly support
group for parents and other caregivers where thayfiad and share support. The model is rooted
in the principles of mutual self-help groups. Grewape facilitated by a trained group facilitator
and parent leader and provide a friendly, supperivironment where anyone in a parenting
role can openly discuss the successes and chalefgaising children.

Community Care of North Carolina (CCNC): CCNC is composed of 14 regional community
health networks comprised of community physicidnspitals, health departments, local
management entities for mental health, developrhdigabilities and substance abuse services,
departments of social services and other healthfahkealth, and community providers that are
working together to improve care to Medicaid reers.

Darkness to Light Darkness to Light is a public awareness campgighseeks to raise
awareness of the prevalence and consequenceddgekual abuse. Darkness to Light educates
adults through a sexual abuse prevention trainingram that provides frontline training for
organizations and corporations that serve childrehyouth.

Domestic Violence Prevention Enhancement and Leadghip Through Alliance (DELTA)
Program: DELTA is a federal grant, administered by the €emnfor Disease Control and
Prevention, which seeks to create community-basestainable sexual and domestic violence
prevention efforts through the development of lamdlaborations. Communities are provided
with training and resources to develop preventiampappropriate for their locality. These plans
address the issues of sexual and domestic vioksrfoair levels: the individual, relationship,
community, and societal. North Carolina is onehaf 14 funded sites for this project.

Durham Connects Durham Connects is a universal postpartum homsiéng program
conducted by health department nurses. Nursedarsities between one and three times and
help link families to community-based health anahifg support services.

Early Childhood Comprehensive System (ECCS)rhe Maternal and Child Health Bureau
launched the state Maternal and Child Health EahHydhood Comprehensive Systems Initiative
in 2003. The purpose of ECCS is to support statdscammunities in their efforts to build and
integrate early childhood service systems thatesfdaccess to comprehensive health services
and medical homes; social-emotional developmenhagatal health of young children; early
care and education; parenting education; and fasogbport. In North Carolina, the ECCS
Initiative is located within the Division of Publigealth.

Education Begins at Home Act (S. 503)l'he Education Begins at Home Act is federal
legislation introduced in 2007 that would estabtish first dedicated federal funding stream to
support parents with young children through qudiityne visitation at the state and local level.

Education Begins at Home AllianceThe Education Begins at Home Alliance is an early
childhood visitation collaborative formed in 2008wthe aim of strengthening and increasing
quality early childhood home visitation program$Niorth Carolina. Four work groups have been
formed from the Education Begins at Home Allianeeamplete a needs assessment of early
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childhood home visitation services in North Caraliaddress training and professional
development, develop an advocacy plan, and dewiaptensive home visiting model for North
Carolina with the goal of preparing North Carolasa viable applicant for federal funding
should the federal Education Begins at Home Acb(8) be enacted.

EMPOWER Project: Through a grant from the Centers for Disease @bahd Prevention, the
EMPOWER process has developed a State CapacitgliBgiTeam and the NC Sexual Violence
Prevention Team to build statewide capacity in priyrprevention of sexual violence.

Family Resource CentersFamily Resource Centers provide services that ptetoth the
strengthening of families through formal and infaireervices and the restoration of a strong
sense of community. Family Resource Center serwi@gsinclude parent skill training, drop-in
centers, home visiting, job training, substancesalprevention, violence prevention, services for
children with special needs, mental health or fammilunseling, child care, literacy skills training,
respite and crisis care services, assistance &gl leconomic needs, and housing. Family
Resource Centers work with community members teldgvspecific services that meet the
needs of the people who use the center and the gaitynthat surrounds it. This is accomplished
by involving parents in design, implementation, andluation. Many centers require that
advisory boards oversee the day-to-day operatidheo€enters, and that more than half of the
board members be parents. Family Resource Cemeelscated in a variety of community
settings and serve diverse populations. Depenging the resources available in the community,
Family Resource Centers may be located in churdebeols, hospitals, housing projects, or a
variety of other community settings. Based in tlee@s where families naturally congregate,
Family Resource Centers serve as a central supjibit the community around which families
can build their lives, regardless of the challentpey face. Family Resources Centers receive
funding from a variety of sources.

Family Support Network of North Carolina (FSN NC): FSN NC promotes and provides
support to families with children who have speaitds. The FSN NC (state office) is located
within the University of North Carolina at Chapelltdnd is a unit of the School of Medicine.
The organization operates in collaboration with@taical Center for the Study of Development
and Learning. The state office facilitates the\atitis of the local affiliates, maintains the cehtr
directory of resources, and coordinates and cosdrgiicational activities. Through all of these
programs, the Family Support Network of North Caralserves thousands of families and
service providers across North Carolina each year.

FrameWorks Institute: FrameWorks is a private, nonprofit organizatidthva mission to
advance the nonprofit sector's communications dgplag identifying, translating, and modeling
relevant scholarly research for framing the publiscourse about social problems.

Incredible Years: Incredible Years is an evidence- and developntigrtased intervention
curriculum with components for parents, teachard,children (aged 2-12). The program is
designed to prevent and treat emotional and befta\pooblems in young children by promoting
children’s social, emotional, and academic compeestrengthening parental competence and
family relationships; promoting teacher competenamanaging classroom behavior; and
strengthening school-home connections. Intervestige a group format and deliver content
through multiple methods.

Local Management Entity (LME): LMEs are regional or county public agencies trat

responsible for managing, coordinating, facilitgtiand monitoring the provision of mental
health, developmental disabilities, and substaboseservices in the catchment area served.
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LME responsibilities include offering consumers7865 access to services, developing
community needed services/supports, endorsing es@eing providers, and handling
consumer complaints and grievances.

North Carolina Child Treatment Program (NC CTP): The North Carolina Child Treatment
Program is a three-year pilot project being adrenesl by the UNC School of Medicine,
Department of Pediatrics, in conjunction with tHal@ Medical Evaluation Program. This
program is being piloted in 28 northeastern cognfithe NC CTP provides evidence-based
mental health treatment for sexually traumatizattcdn.

Nurse Family Partnership: Nurse Family Partnership is an evidence-baseagpaband early
childhood home visitation program designed to imprmaternal and child health and wellbeing.
Home visits are conducted by an experienced, walté¢d, and supervised nurse who works
intensively with first time, low-income mothers ateir families over a period of two years.

Nurturing Parent Program®© : Nurturing Parent Program®© is a promising prachoene- and
group-based education curriculum designed to tleéd maltreatment, prevent recurrence of
child maltreatment, and build nurturing parentikils in at-risk families. Fifteen separate
curriculums exist based on the age of the childfamdly needs (i.e. substance abusing families
or foster families) and includes activities for lbbgarents and children.

Parents Anonymou$§ Program: Parents Anonymof(iss a support program that provides
weekly support groups for parents based on shasetktship and mutual support. Program goals
include strengthening families and building str@egnmunities; achieving meaningful parent
leadership and shared leadership; and the redustioild abuse and neglect.

Parent Child Interaction Therapy: Parent Child Interaction Therapy is an empiricall
supported treatment for conduct-disordered yourlgreim that places emphasis on improving the
quality of the parent-child relationship and chasggparent-child interaction patterrizarent

Child Interaction Therapy workse improve the relationship between a child anepiaby

teaching the parent specific skills to use durimgriactions with the child. The parent is also
taught effective behavior management techniquesdar to reduce oppositional behaviors.

Parent Education and Training Programs Parent education and training programs are ceurse
(or curricula) to improve and/or correct a pers@agenting skills. Programs may be general,
covering the most common issues parents may eregumtspecific for infants, toddlers,
children, teenagers, and/or for parents who arslator, or have already, maltreated their
child(ren). These courses may also be geared tevanants who are considering having a child,
adopting one, or are pregnant.

Parent to Parent Programs Parent to Parent programs provide one-on-oneienadtand
informational support to a parent of a child whe hadisability, chronic iliness, or other special
health care needs by a trained support parent abd&d similar family and disability
experiences. This program is administered throbgiNorth Carolina Family Support Network.

Period of PURPLE Crying--Keeping North Carolina Babies Safe The Period of PURPLE
Crying project is a joint project with the UNC Cleplill Injury Prevention Research Center, the
National Center on Shaken Baby Syndrome, and tiweCéor Child and Family Health. This
project is funded by the Centers for Disease Cbatrd Prevention, the Doris Duke Charitable
Foundation, and The Duke Endowment. This stateprdgect is based on new educational
materials for parents developed by the Nationalt€¥ezn Shaken Baby Syndrome. The materials
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help parents understand the frustrating featuresyirig that can lead to shaking or other types of
abuse. The goal of this project is to prepare pgarterespond safely and explicitly to infant
crying to reduce hospital admissions and deathm &busive head trauma.

Practice Improvement Collaborative (PIC). The Practice Improvement Collaborative is
comprised of a panel of experts that considersiseigractitioners, and consumers who
recommended best practice and evidence-based prognad services to the NC Division of
MHDDSAS.

Reframing: In general, reframing is changing the contextepresentation of a problem. In
context to Recommendation 6.1 the term “reframirggérs toStrategic Frame Analysig. *

Shared Indicators for School ReadinessThe set of shared indicators for school readiness
measures indicators across multiple agencies amaidsg, all of which affect early school
readiness. School readiness indicators can helpnomities assess whether their community,
schools, families and children are prepared torensilichildren enter kindergarten ready to
succeed.

Strengthening Families© Program (SFP)SFP is an evidence-based parenting and family
strengthening program for high-risk families. Tl af SFP is to significantly reduce problem
behaviors, delinquency, alcohol, and drug abushildren, improve social competencies,
improve school performance, and reduce child regitnent.

Trauma Focused Cognitive Behavioral TherapyTF-CBT): TF-CBT is an evidence-based
treatment approach shown to help children, adotescand their caretakers overcome trauma-
related difficulties. It is designed to reduce riagaemotional and behavioral responses
following child sexual abuse and other traumatiergs. The treatment, based on learning and
cognitive theories, addresses distorted beliefsatiniutior{? related to the abuse, and provides a
supportive environment in which children are eneged to talk about their traumatic
experience. TF-CBT also helps parents who weralnasive to cope effectively with their own
emotional distress and develop skills that supthait children.

Zero to Three: Zero to Three is a nonprofit, multidisciplinargganization with a mission to
support the healthy development and wellbeing fainits, toddlers, and their families through
informing, educating, and supporting adults whduierfice the lives of infants and toddlers.

“L A Strategic Frame Analysis™ is a proprietary apptoto communications research and practice that
pays attention to the public's deeply held worldgeand widely held assumptions. This approach was
developed at the FrameWorks Institute using a rdidGiplinary approach to evaluate the effects of
various frame elements on support for social pedicRecognizing that there is more than one waglta
story, Strategic Frame Analysis™ taps into decadessearch on how people think and communicate. Th
result is an empirically-driven communications pree that makes academic research understandable,
interesting, and usable to help people solve spcailems.

“2 Attribution theory is a social psychology theosveloped by Fritz Heider, Harold Kelley, Edward E.
Jones, and Lee Ross. The theory is concerned hétivays in which people explain (or attribute) the
behavior of others or themselves (self-attributiith something else. It explores how individuals
"attribute" causes to events and how this cognjiieeeption affects their usefulness in an orgaioiza
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APPENDIX |
L1ST OF ACRONYMS

AF-CBT: Abuse-Focused Cognitive Behavioral Therapy
CAC: Children’s Advocacy Centers

CAPTA: Child Abuse Prevention and Treatment Act
CCFH: Center for Child and Family Health

CCNC: Community Care of North Carolina

CCR: Coordinated Community Response

CDC: Centers for Disease Control and Prevention
CDSA: Children’s Development Services Agencies
CMS: Centers for Medicare and Medicaid Services
CTF: Children’s Trust Fund

DELTA: Domestic Violence Prevention Enhancememt beadership Through Alliances

DMHDDSAS: NC Division of Mental Health, DevelopntahDisabilities, and Substance Abuse
Services

DPH: NC Division of Public Health

DSS: NC Division of Social Services (state) or N€partments of Social Services (local)
ECCS: Early Childhood Comprehensive System

EMPOWER: Enhancing and Making Programs and Outcoffeak to End Rape is a federal
grant administered CDC grant for Rape Educationd?®on to provide state level strategic
planning (Getting to Outcomes). North Carolina (NBP) is a grant recipient.

IPV: Intimate partner violence

LME: Local Management Entity

NCCADV: North Carolina Coalition Against Domes¥lence

NC CTP: NC Child Treatment Program

NC DCD: North Carolina Division of Child Developmte

NCPC: North Carolina Partnership for Children
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NFP: Nurse Family Partnership

PIC: Practice Improvement Collaborative

PCA North Carolina: Prevent Child Abuse North iz
PCIT: Parent Child Interaction Therapy

RPE: Rape Prevention and Education Program
RSVP: Returning Support for Veterans Program
RFA: Request for Application

SFP: Strengthening Families Program

TF-CBT: Trauma Focused Cognitive Behavioral Thgrap
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