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2016 EXCELLENCE IN ACCOUNTABILITY AWARD 
 

South Carolina Legislative Audit Council 
 

he South Carolina Legislative Audit Council (LAC) is pleased to submit its application for the 
NSAA Excellence in Accountability Award for a performance audit. Our work over the past two 

years has greatly contributed to the field of legislative program evaluation. In 2012, 32 members of the 
S.C. House of Representatives requested that the Legislative Audit Council conduct a performance audit 
of the S.C. Department of Social Services (DSS) to review:  
 

 Various issues pertaining to child welfare services. 
 Procurement. 
 Agency management. 

 
Our 2014 audit of child welfare issues was our third review of this topic since 1981. 
 
 

A Review of the Child Welfare Services at the Department of Social Services (October 2014) 

 
 
Through its Child Welfare Services programs, DSS has the goal of protecting children from abuse and 
neglect. DSS staff are required to operate in a complex, high-stress environment, accompanied by 
potentially severe consequences for children when mistakes are made.  
 
 

INADEQUATE QUALIFICATIONS AND COMPENSATION OF COUNTY CHILD WELFARE STAFF 

DSS did not require that new caseworkers have college degrees in social work or a behavioral science, 
nor did it, as an alternative, require previous relevant experience. As a result, there may have been limited 
ability of new caseworkers to effectively assess and respond to child abuse and neglect. The department 
had unclear policies regarding training and certification for caseworkers after they were hired. It also 
did not maintain central records that documented whether caseworkers had been trained and certified. 
 

EXCESSIVE CASELOADS 

Statewide, 19.3% of caseworkers were assigned more than 50 children each, 11.3% more than 60 children 
each, and 2.8% more than 75 children each. These percentages exceeded the caseload standards 
recommended by the Child Welfare League of America (CWLA) and new standards developed by DSS. 
 

UNRELIABLE CHILD FATALITY STATISTICS AND AN INCOMPLETE CHILD FATALITY DATABASE 

We found that data provided by DSS to the General Assembly and the public regarding child 
maltreatment deaths, particularly those with prior DSS involvement, was not reliable and should not 
have been used as a measure of agency performance. State law required that county coroners report 
violent, unexpected, and unexplained child fatalities to the State Law Enforcement Division (SLED). 
From 2009 through 2013, however, we identified 152 fatalities in those categories that were not in the 
SLED database. 
  

T 
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NEGATIVE EFFECTS OF COMMUNITY BASED PREVENTION SERVICES (CBPS) 

In FY 11-12, DSS implemented a program in which parents reported to have abused or neglected a child 
were offered community based prevention services when the department determined that an investigation 
is not warranted because there was not “substantial risk” of harm to the child. From FY 10-11 through 
FY 12-13, the number of children receiving CBPS services increased from 0 to 23,198. We found 
significant negative effects of the CBPS program. There was evidence that many of the children whose 
families received CBPS services would have been included in abuse and neglect investigations prior to 
implementation of the program. From FY 10-11 through FY 12-13, there was a decrease of 
12,839 (33.7%) in the number of children included in child abuse and neglect investigations and a 
1,335 (114%) increase in the number of children who became victims of abuse and neglect after their 
cases were screened out or referred to CBPS. 
 

INADEQUATE OVERSIGHT OF CHILDREN PLACED WITH ALTERNATIVE CAREGIVERS 

DSS did not maintain a statewide list of relatives and family friends used as an alternative to foster care 
nor did DSS maintain a list of the children placed in alternative care. The department did not report data 
on the extent of abuse and neglect committed by alternative caregivers against children placed in their 
care. In addition, the family court system provided only minimal protection of children in alternative care. 
 

NON-COMPETITIVE CHILD WELFARE CONTRACTS 

DSS entered into non-competitive contracts of approximately $71 million with two state universities. 
The department also made a non-competitive “emergency” procurement of $719,000 that did not meet the 
definition of an emergency under state law. 
 

INADEQUATE DATA AND USE OF PERFORMANCE MEASURES 

The department did not collect key categories of performance data on a periodic basis. Examples include 
salaries paid by employers with whom the department competes for employees, training and certification 
records, and a central listing of alternative caregivers who care for children removed from their homes 
due to abuse or neglect. 
 

IMPACTS OF AUDIT 

Minimum Job Requirements ― To become a caseworker, DSS now requires a degree in social work or a 
behavioral science or two years of relevant experience. 

Caseloads ― As of February 2016, 166 of 177 new caseworkers had been hired to reduce caseloads. 
In addition, 67 new caseworker assistants had been hired.  

Increase in Salaries ― DSS has increased salaries 10% for child welfare caseworkers, 15% for 
investigators and supervisors, and 10% for adoption case workers. 

Continued Oversight ― The S.C. Senate has conducted nine oversight hearings with DSS since the 
audit was published in October 2014 and more are scheduled. 

Press Coverage ― Reaction to the audit was substantial in the newspaper, television and blogs. 
In February 2016, a local TV reporter interviewed the current DSS Director, who was hired after 
publication of our audit, for a one-year, on-the-job assessment.  
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Chapter 1 

Introduction and Background
 

Audit Objectives Members of the General Assembly requested that the Legislative Audit 
Council review various issues pertaining to child welfare services, 
procurement, and agency management at the Department of Social Services 
(DSS). Through its child welfare services, the department investigates reports 
of child abuse and neglect and provides services to ensure the safety of the 
affected children. Our audit objectives were to: 

•	 Document DSS expenditures and funding sources for child protective 
services and related programs. 

•	 Determine whether the laws, regulations, policies, and practices for child 
protective services and related programs are effectively communicated 
and applied consistently. 

•	 Assess whether the intake process for receiving reports of child abuse 
and neglect ensures that the reports are effectively addressed in 
compliance with state and federal law and policy. 

•	 Determine whether DSS is effective and in compliance with state and 
federal law and policies when making out-of-home placements of 
children subjected to abuse and/or neglect. 

•	 Review the effectiveness of South Carolina’s systems for preventing and 
investigating child deaths resulting from abuse and/or neglect. 

•	 Examine the reliability of data used by DSS in managing child protective 
services and related programs. 

•	 Determine whether DSS can improve its policies and practices regarding 
the hiring of staff, training, caseloads, and allocation of staff. 

•	 Review the use of outside contractors by DSS in the management of 
child protective services and related programs for the adequacy of the 
procurement methods and the effectiveness of the services provided. 

•	 Evaluate whether the measures used by DSS to determine the success of 
child protective services and related programs are appropriate and used 
in an effective manner.  
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Chapter 1
 
Introduction and Background
 

Scope and 
Methodology 

The period of our review included primarily FY 08-09 through FY 12-13, 
with consideration of earlier and more recent periods when relevant. We 
reviewed employee qualifications, salaries, training, turnover, caseloads, 
abuse and neglect investigations, child deaths, alternative caregivers, family 
preservation, and data reliability. 

Information used in this report was obtained from a variety of sources 
including: 

•	 State laws and regulations. 
•	 DSS policies, directives, guidelines. 
•	 DSS contracts. 
•	 Child fatality statistics. 
•	 Human resource records. 
•	 Interviews with DSS staff, county directors, other state agencies. 
•	 DSS financial records. 
•	 Child welfare case files. 
•	 Practices in other states. 
•	 Computer-generated data from the department’s Child and Adult 

Protective Services System (CAPSS). 
•	 Information from the Senate General Committee’s DSS Oversight 

Subcommittee hearings held in 2014. 

Criteria used to measure performance included federal and state laws and 
regulations, agency policy, agency contracts, practices in other states, and 
national standards. We also compared agency conditions with findings made 
by the Legislative Audit Council regarding DSS in 1985 and 2006. 

We assessed internal controls in reviewing the department’s child welfare 
data. We also reviewed the reliability of the department’s data system and 
found limitations regarding the data, as described in this report. 

This performance audit was conducted in accordance with generally accepted 
government auditing standards from 2007. Those standards require that we 
plan and perform the audit to obtain sufficient, appropriate evidence to 
provide a reasonable basis for our findings and conclusions, based on our 
audit objectives. We believe that the evidence obtained provides a reasonable 
basis for our findings and conclusions, based on our audit objectives. 
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Chapter 1
 
Introduction and Background
 

Overview of 
DSS Child Welfare 
Services 

Child welfare services at DSS focus on protecting children under the age of 
18 from abuse and neglect. Examples of these services include: 

•	 Assessment of reported abuse and neglect to determine whether it is 
more likely than not to have occurred. 

•	 Family preservation services, such as addiction counseling, home 
visitation, assessment of risk and safety, mental health counseling, and 
instruction in parenting skills. 

•	 Foster care. 
•	 Alternative care from relatives and other persons outside of foster care. 
•	 Adoption services. 

When a report of child abuse or neglect, as defined by state law, is received, 
DSS is required by state law to initiate an investigation within 24 hours. The 
department then has from 45 days to 60 days to determine whether the abuse 
or neglect was more likely than not to have occurred. When reports are 
received that are not child abuse or neglect, as defined by state law, they are 
not investigated. 

When a child is found by a law enforcement officer or a court to be in 
“imminent and substantial danger,” the child may be removed from her home 
and placed in foster care or with a relative or other person. The goal of DSS 
when a child is removed from her home is to reunite the child with her family 
or, if that goal cannot be achieved, to find another permanent home through 
adoption or other permanent situation. 

Since FY 11-12, the department has referred medium- and lower-risk cases to 
a new program called Community Based Prevention Services (CBPS), in 
which private organizations provide case management, coordinating the 
provision of services to families not being investigated for abuse or neglect. 
Examples of these services, received on a voluntary basis by families, 
include addiction counseling, mental health counseling, and training in 
parenting skills. 

For FY 12-13, DSS reported spending approximately $34.3 million on child 
protective services, $68.9 million on foster care, and $30 million on 
adoptions. Approximately 54% of these expenditures were made with federal 
funds. As of June 30, 2013, child welfare services in DSS consisted of 856 
caseworkers and supervisors. 
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Chapter 1
 
Introduction and Background
 

Trends in Child 
Abuse and 
Neglect and 
Services Provided 
by DSS 

Reports of child abuse and neglect are made to DSS by medical 
professionals, school officials, neighbors, law enforcement, and other 
concerned parties. 

Tables 1.1 and 1.2 summarize the abuse and neglect reports made from 
FY 08-09 through FY 12-13 by the number of families and the number of 
children. The numbers are sorted based on the type of DSS response. 

Table 1.1: Abuse and Neglect 
Reports by Number of Families DSS RESPONSE TO REFERRALS FY 08-09 FY 09-10 FY 10-11 FY 11-12 FY 12-13 

Screened Out  9,893  9,912 10,347  8,698  4,734 

Referred to Community Based Services* - - - 3,052 10,640 

Abuse/Neglect Investigations 17,621 18,801 17,764 15,740 11,921 

TOTAL 27,514 28,713 28,111 27,490 27,295 

Founded Investigations  6,812  6,952  6,843  6,831  5,794 

* The Community Based Prevention Services Program was implemented statewide on June 1, 2012. 

Source: DSS 

Table 1.2: Abuse and Neglect 
Reports by Number of Children  DSS RESPONSE TO REFERRALS FY 08-09 FY 09-10 FY 10-11 FY 11-12 FY 12-13 

Screened Out 18,610 19,061 20,080 16,694  9,160 

Referred to Community Based Services*  6,720 23,198 

Abuse/Neglect Investigations 37,534 40,378 38,120 34,037 25,281 

TOTAL 56,144 59,439 58,200 57,451 57,639 

Founded Investigations 12,358 11,832 11,372 11,682 10,186 

* The Community Based Prevention Services Program was implemented statewide on June 1, 2012. 

Source: DSS 
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Introduction and Background
 

Table 1.3 summarizes the number of child abuse and neglect investigations 
sorted by the age of the children. 

Table 1.3: Abuse and Neglect 
Investigations by Number of 
Children and Age 

AGE OF 

CHILDREN 
FY 08-09 FY 09-10 FY 10-11 FY 11-12 FY 12-13

 0 – 5 15,817 17,330 16,568 14,686 11,557

 6 – 12 13,967 15,216 14,402 13,066  9,154 

13 – 17  7,750  7,832  7,150  6,285  4,570 

TOTAL 37,534 40,378 38,120 34,037 25,281 

Source: DSS 
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Chapter 2 

Hiring and Training of Child Welfare Staff
 

We reviewed human resource management and related issues at the 
Department of Social Services and found areas in critical need of 
improvement without which the department will be less able to make 
significant progress in protecting children from abuse and neglect. 

•	 There is no requirement that DSS caseworkers have college degrees in 
social work or a behavioral science. 

•	 Caseworker salaries are not competitive with the salaries paid by other 
employers. 

•	 DSS has unclear policies regarding training and certification for 
caseworkers after they have been hired. The department also has no 
central records that document whether caseworkers have been trained 
and certified. 

•	 The department takes as long as nine months to hire and train a new 
child welfare caseworker. 

•	 The caseloads managed by child welfare caseworkers are excessive, 
reducing the amount of attention that can be given to each child. 

•	 DSS does not have a systematic process for allocating child welfare 
staff among its state, regional, and county offices. 

•	 The department does not have a structured system for minimizing 
turnover among child welfare workers and county directors. 

Qualifications to 
Become a Child 
Welfare 
Caseworker 

DSS does not require its child welfare workers to have a degree in social
work or a behavioral science, such as psychology. The department also 
requires no previous relevant experience. As a result, DSS child welfare 
workers may come to the job less prepared to work with victims of child 
abuse and neglect. 
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Chapter 2
 
Hiring and Training of Child Welfare Staff
 

Minimum Qualifications in 
Other States 

We reviewed the job qualifications for child welfare workers in South 
Carolina, North Carolina, Georgia, Alabama, and Tennessee, as well as other 
employers in South Carolina who hire social workers. In most cases, the 
minimum or preferred degree is a degree in social work or a behavioral 
science, although experience can sometimes compensate for the academic 
credential. Minimum requirements for employment in North Carolina 
counties, such as Burlington, Pitt, Catawba, and Mecklenburg, all include a 
social work degree. Mecklenburg County, which includes Charlotte, requires 
a minimum of a master’s degree in social work if the candidate has no 
experience or a bachelor’s degree in social work plus experience. Alabama 
specifically requires a social work degree. 

Florida has enacted a law directing its child protective services agency to set 
a goal that by July 1, 2019, at least half of all child protection investigators 
and supervisors have a bachelor’s degree or a master’s degree in social work 
from a college or university social work program accredited by the Council 
on Social Work Education. Florida law does not require that those without 
degrees in social work be disqualified from consideration as child welfare 
workers. 

Research on Caseworker 
Qualifications 

We reviewed research to determine if there was evidence of demonstrable 
differences in performance between workers with a social work degree and 
those without. Examples from more than 30 years of research include: 

•	 A 1987 Booz-Allen & Hamilton study of the Maryland Department of 
Social Services found that overall performance of workers with master’s 
in social work (MSW) was significantly higher than for those who did 
not possess the MSW. 

•	 A 1982 study based on data from the “1977 National Study of Social 
Services to Children and Their Families” found that workers with social 
work degrees were more effective in service delivery than workers with 
degrees in other fields. 

•	 A 1990 study published in the journal Social Work confirmed that, 
overall, employees with social work degrees, either bachelor’s or 
master’s, were better prepared than were those without social work 
degrees. Researchers compared scores on state merit tests for family 
service workers, employees’ quality assurance scores, ratings of 
employees from supervisors, measures of employees’ commitment to 
social work values, and measures of employees’ confidence in their 
educational preparedness. 

Page 8 	 LAC/12-5 Department of Social Services 



 

Chapter 2
 
Hiring and Training of Child Welfare Staff
 

•	 Authors of a 2007 study of child welfare workforce recruitment, 
selection, and retention in Maryland prepared by the University of 
Maryland School of Social Work in collaboration with the Maryland 
Department of Human Resources concluded that employees with a 
master’s degree in social work were more likely than their colleagues 
without that degree to: perceive their supervisors as supportive, be 
included in decision-making, experience cooperation from peers, 
experience depersonalization about the work, and be more concerned 
about safety. 

•	 We also found studies which showed having a social work or a 
behavioral science degree is linked to lower voluntary turnover rates. 

In contrast, we found a 2006 study conducted by a professor at Florida 
A&M University which found no statistically significant difference in 
performance measures between workers who have the social work degree 
and those who did not. 

Court Decrees We identified six court decrees between 1995 and 2005 addressing the
qualifications of applicants hired at child welfare agencies. For example, in 
Connecticut, hiring preference was required to be given to applicants with a 
bachelor’s degree in social work or a human services field or a master’s 
degree in social work. The U.S. District Court for the Eastern District of 
Michigan approved a decree mandating that Michigan entry-level 
caseworkers have a bachelor’s degree in social work or a related human 
services field. 

Recommendation 1.	 The Department of Social Services should require that newly-hired child 
welfare caseworkers have at least: 

• A bachelor’s degree in social work; or 
• A bachelor’s degree in a behavioral science; or 
• A bachelor’s degree in another field with a minimum number of years 

of relevant experience. 
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Hiring and Training of Child Welfare Staff
 

No Periodic 
Review of Salaries 

DSS has not periodically reviewed the salaries of staff to ensure that they are 
competitive, relative to comparable jobs in other government agencies and 
the private sector. Paying below-market wages can make it more difficult to 
recruit and retain qualified and experienced staff. 

Caseworkers 

In 2006, we reported that “the average minimum salary for child welfare 
workers was $29,797.” In 2014 ― eight years later ― child welfare 
caseworkers start at $30,582. We also reported that South Carolina paid its 
entry-level caseworkers less than the average minimum salary of comparable 
workers in 42 states. 

In our current review we compared the starting salary for child welfare 
caseworkers and county directors at DSS with the entry-level salaries of 
caseworkers and directors in other states and social workers in South 
Carolina doing other types of work. Tables 2.1 and 2.2 show the starting 
salaries as reported by each employer. 

Table 2.1: Starting Salaries for 
Caseworkers 

CASEWORKERS SALARY 

Medical University of South Carolina (MUSC) 
SOCIAL WORKER 

$55,982 

Richland School District 1** 
MASTER SOCIAL WORKER 

$48,866 

Mecklenburg County, NC 
SENIOR SOCIAL WORKER 

$46,425 

Guilford County, NC 
SOCIAL WORKER PROTECTIVE SERVICES 

$45,513 

Nash County, NC 
SOCIAL WORKER IA&T $41,551 

Orange County, NC 
CPS SOCIAL WORKER 

$45,677 

USC Center for Child and Family Studies 
TRAINING & DEVELOPMENT DIRECTOR 

$40,524 

Greenville County School District** 
SOCIAL WORKER 

$38,076 

Tennessee 
CASE MANAGER I $31,968 

South Carolina 
DSS CHILD WELFARE WORKER 

$30,582 

Georgia 
PROTECTION & PLACEMENT SPECIALIST* $28,005 

* Higher entry-level starting salaries are paid to persons with more advanced degrees 
or experience. 

** School social workers are 9 – 10 month employees. 

Source: LAC 
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Mecklenburg County, North Carolina includes Charlotte, North Carolina and 
can provide significant competition for caseworkers with adjacent York 
County. 

In Tennessee, an applicant can be hired as a case manager 1 with a bachelor’s 
degree and no experience, at a salary of $31,968. Once the employee 
successfully completes one probationary year, the employee is automatically 
promoted to case manager 2 with an annual salary of $36,276. 

In Georgia, the new employees’ academic credentials determine the starting 
salary. With a bachelor’s degree in a behavioral science and no experience, 
the employee starts at $28,005. An employee with the same degree and one 
year experience can start at $30,869. With a bachelor’s in social work, the 
employee starts at $32,412; and with a master’s in social work, the annual 
starting salary is $34,039. 

County Directors 

We reviewed county directors’ salaries for South Carolina, North Carolina, 
and Georgia. Directors in North Carolina counties manage comprehensive 
social services operations that may include children and family services; 
economic services; Medicaid; quality assurance; a fraud and integrity 
section; and research, planning, and evaluation. 

In Georgia, county directors’ salaries are based on total county population, 
the number of people living in poverty, and the total number of people 
younger than 19 years of age living in poverty. Directors’ salaries for the 
largest, mid-size, and smallest counties in South Carolina, North Carolina, 
and Georgia are presented in Table 2.2. 
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Table 2.2: Salaries for County 
Directors 

POPULATION SALARY 

LARGE COUNTIES WITHIN THE STATE 

Mecklenburg County, NC* 990,977 $158,000 

Fulton County, GA** 984,293 $ 93,413 

Greenville County, SC 471,266 $ 90,024 

Charleston County, SC 372,803 $ 77,010 

MID-SIZE COUNTIES WITHIN THE STATE 

Burke County, NC*  89,842 $ 76,932 

Paulding County, GA** 146,950 $ 64,479 

Lancaster County, SC  80,458 $ 64,196 

Oconee County, SC  75,045 $ 56,100 

SMALL COUNTIES WITHIN THE STATE 

Hertford County, NC*  24,431 $ 75,012 

Rabun County, GA**  16,235 $ 68,134 

Calhoun County, SC  15,055 $ 56,100 

Allendale County, SC  9,839 $ 51,000 

*	 County offices deliver services such as economic, family and child protection, adult protection, 
Medicaid, research and planning, and fraud investigations. 

** Georgia salaries are current as of 2013. 

Sources: DSS, University of North Carolina, Chapel Hill School of Government, 
U.S. Census Bureau 2013 estimated population, and
 
Georgia Department of Audit and Accounts
 

Career Path DSS has not had a career path for child welfare caseworkers who want to
advance within the agency while continuing to work in child protective 
services. According to DSS: 

Since February 2013, we started a new career path for child 
protective services (CPS) line workers. We established a new 
position description called ‘Performance Coach’ with the intention 
of reclassifying and promoting certain accomplished CPS line 
workers to help other CPS line workers in their areas of expertise 
to improve performance through the Performance Coach’s 
mentorship. Additionally, we are in the process of creating a 
structured career path to advance employees through their current 
band or to other classifications. 

As of July 2014, DSS was still in the process of developing this career path. 
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2.	 The Department of Social Services should, on a recurring basis, Recommendations undertake a comprehensive comparison of annual salaries paid to child 
welfare staff employed by other government and non-governmental 
agencies throughout South Carolina and neighboring states. 

3.	 The Department of Social Services should use the results of a recurring 
compensation review to make adjustments to ensure that child welfare 
staff are compensated at levels commensurate with their qualifications 
and responsibilities. 

4.	 The Department of Social Services should develop a career path with 
increasing salaries for experienced child welfare staff. 

Improvements 
Needed in Training 
and Certification 
Process 

DSS has unclear training and certification policies for its caseworkers and 
supervisors. In addition, the department has not maintained central records 
regarding who has been trained and certified. As a result, there is reduced 
assurance that caseworkers and supervisors are adequately trained to protect 
children from abuse and neglect. 

We first examined this issue almost 30 years ago. In a 1985 review of DSS, 
we found that only screening and assessment workers were required to be 
certified. In addition, we found that the department did not maintain adequate 
central records of caseworker training and certification. 

Overview of Current 
Training Program 

Training for new caseworkers is provided by the University of South 
Carolina (USC). Included in the training are 19 days of classroom instruction 
provided by the university’s School of Social Work and 6 weeks of 
assignments completed by caseworkers in their home counties. This portion 
of the certification training is known as Child Welfare Basic. New 
caseworkers are required to pass a test on the material presented in Child 
Welfare Basic. Also, the university’s Children’s Law Center conducts three 
days of legal training. Finally, caseworkers are required to have 10 additional 
hours of child welfare training within 12 months of hire, prior to becoming 
certified. DSS policy limits new caseworkers to a small number of family 
preservation cases under close supervision until they become certified. 
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According to a September 14, 2004, DSS memorandum, caseworkers must 
receive 20 hours of continuing education each year. Continuing education is 
provided by multiple entities, including DSS and USC. Forty-five hours of 
leadership training are provided by USC for caseworkers transitioning to 
supervisory roles. DSS also has a contract with a private company to provide 
training, guidance, and support services for caseworkers. 

Unclear Training Policy	 DSS policy 701 requires that caseworkers who screen and assess reports of 
child abuse and neglect be certified. Other categories of caseworkers are not 
addressed in this policy. 

DSS officials report that the department has an unofficial requirement that all 
caseworkers be certified, including caseworkers working with screening, 
assessment, family preservation, foster care, and adoption. In August 2014, 
DSS issued a directive memo stating that all caseworkers are required to be 
certified. However, this requirement is not listed in DSS’s training policy. 

No Central Training and 
Certification Records 

DSS does not maintain central records of the training and certification 
received by caseworkers, nor does it maintain central records of continuing 
education. Thus, there is an increased likelihood that caseworkers are not 
consistently meeting agency requirements. 

We surveyed several county directors to determine if their offices had 
documentation of caseworker and supervisor certification. The directors 
indicated that they receive email notification when a new caseworker passes 
the Child Welfare Basic exam requirement for certification, but received no 
other notification. The counties also did not maintain a listing of certified 
caseworkers. 

Other Training Issues	 During our review, several county directors stated that DSS did not 
consistently provide county staff with training before the state office 
implemented a new policy or program, increasing the likelihood that counties 
will misunderstand or not adhere to agency requirements. 
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5.	 The Department of Social Services should make clear in its written Recommendations policies which caseworkers are required to be certified. 

6.	 The Department of Social Services should maintain central records 
documenting whether caseworkers have complied with the department’s 
training and certification requirements. 

7.	 The Department of Social Services should ensure that staff are trained on 
new agency policies and programs before they are implemented. 

Turnover Among
 
Caseworkers and
 
County Directors
 

We reviewed turnover among child welfare workers and county directors and 
found that: 

•	 DSS has not analyzed turnover and has no standard for determining 
whether its turnover rate is within acceptable limits. 

•	 Neither DSS nor the state human resource agency collects complete data 
on employee turnover. 

A 2006 federal General Accountability Office (GAO) report ranked 
caseworker recruitment and retention among the top three challenges facing 
child welfare agencies working to improve outcomes for children. Turnover 
lowers morale, reduces efficiency, and consumes time as the agency recruits, 
hires, and trains new workers. 

Without complete data, the ability of DSS to address employee turnover is 
diminished. 

DSS has not Analyzed 
Turnover 

DSS reported that it has not conducted a formal trend analysis regarding staff 
turnover in the agency. According to DSS, the agency relies on turnover data 
from the state government information system. The state information system 
does not indicate who is and who is not a child welfare worker for purposes 
of doing an analysis exclusively of child welfare workers. Most child welfare 
workers are classified as Human Services Specialist II. However, included in 
that classification are DSS staff who do not work with child welfare cases. 
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In addition, the state government information system used by DSS includes 
turnover data only for employees who leave state government. The data does 
not include employees who take another position in the same agency or in 
another state agency. To measure annual turnover requires that the agency 
know the number of employees who left the job for any reason. 

State government information system staff and the division of human 
resources within the State Budget and Control Board are collaborating on 
developing a report that will capture employee movement between state 
agencies that use the state government information system. This report is 
expected to become available by March 2015. 

LAC Analysis of DSS 
Turnover Rates 

We reviewed data on DSS child welfare employees from calendar years 
2011, 2012, and 2013. This data includes employees in jobs classified as 
GA40, Human Services Specialist II, excluding DSS employees in this 
classification working in economic services, adult protection, or foster care 
licensing. We included child welfare workers who left their jobs to work 
elsewhere in DSS or in state government as well as employees who left state 
government. Our findings appear in Table 2.3. We found that among child 
welfare workers in child protective services and foster care, the turnover rate 
has increased more than 12 percentage points from 2011 to 2013. 

Table 2.3: Child Welfare 
Caseworker Turnover Rates 

CALENDAR 

YEAR 

AVERAGE NO. 
OF EMPLOYEES 

NUMBER OF EMPLOYEES 

LEAVING THE JOB 

TURNOVER 

RATE 

2011 627.5 101 16.1% 

2012 603.5 140 23.2% 

2013 577.0 166 28.8% 

3-Year 
Data 

621.5 407 65.5% 

Data represents employees with a GA40 classification, which does not include supervisors. 

Sources: DSS and LAC 

We also reviewed county director turnover rates as shown in Table 2.4. 
DSS reported this data by calendar year. From 2011 through August 2014, 
27 county directors left their positions. The number of county directors who 
left the job for any reason is reported in Table 2.4. 
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Nine of the directors retired, five were demoted, three resigned, one was 
reassigned, three were promoted, four took other jobs at DSS, and two were 
dismissed. 

Table 2.4: Number of Directors 
Who Left the Job from 
2011 Through August 2014 

YEAR 
DIRECTORS WHO 

LEFT THE JOB 

2011 
7 

(15.2%) 

2012 
9 

(19.6%) 

2013 
7 

(15.2%) 

2014* 
4 

(8.7%) 
4-Year 27 

Data (58.7%) 

* As of August 2014 

Source: DSS 

No Turnover Rate 
Standard 

DSS has no standard against which to compare turnover rates among its child 
welfare staff. The department also has not conducted a formal analysis of 
turnover trends. As a result, the department’s ability to identify and respond 
to turnover problems is diminished. 

Inaccurate Child Welfare
 
Employee Turnover Data
 

DSS reported inaccurate turnover rates among child welfare workers in the 
agency’s final report on the federal fiscal year 2010-2014 child and family 
services plan to the Administration for Children and Families of the federal 
Department of Health and Human Services. 

In reporting child welfare turnover, DSS improperly included employees 
working in economic services and adult protective services, functional areas 
that are not child welfare. Data reported by DSS, along with corrected figures 
calculated by the LAC, appear below in Table 2.5. 

Page 17 LAC/12-5 Department of Social Services 



 

  

Chapter 2
 
Hiring and Training of Child Welfare Staff
 

Child welfare workers include those working in child protective services, 
foster care, intensive foster care and clinical services, and adoption services. 
Child welfare workers are primarily classified as GA40, Human Services 
Specialist II. However, that classification also includes workers in other jobs 
such as economic services. We reviewed complete lists of DSS employees, 
full-time and temporary. Our lists included all employees on the payroll in 
January and December in 2011, 2012, and 2013. Numbers of child welfare 
workers remaining after removing non-child welfare caseworkers are found 
in Table 2.5. 

Table 2.5: Number of Child 
Welfare Caseworkers DATA 

REPORTED BY DSS 

FISCAL 

YEAR 

GA40 
EMPLOYEES** 

11-12 1,227.50 

12-13 1,179.50 

13-14* 1,178.00 

DATA 

CALCULATED BY LAC 

CALENDAR 

YEAR 

GA40 
EMPLOYEES** 

2011 627.5 

2012 603.5

2013 577.0 

* 	 July through December 2013 
**	 Data represents employees with a GA40 classification, 

which does not include supervisors. 

Source: DSS 

In addition, in calculating its turnover rate, DSS only included those workers 
who left state government. Its calculation does not include workers who left a 
job in child welfare for another position at DSS or another state agency. As a 
result, the information provided by DSS gives a false impression of the 
number of full-time child welfare workers on staff, while undercounting the 
number of workers who actually leave a job in child welfare. In the absence 
of accurate information on turnover, the agency is unable to diagnose its 
problems in this area. Those who rely on this information for reporting or 
funding purposes, but who are unfamiliar with the methodology by which 
this calculation was derived, are left with a false impression of the size of the 
child welfare staff and the magnitude of its child welfare staff turnover. 
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Reasons for Leaving 
the Job 

When employees leave a job, DSS collects data on the reason for the 
departure. However, the information might not be useful in determining why 
people leave. For most employees, the explanation for leaving the job is 
listed as “personal.” In the absence of any other explanation, this is 
insufficient for determining why people resign and whether there is 
something that discourages workers from staying on the job. Reasons for 
separation for all child welfare workers for whom data was available are 
shown in Table 2.6. 

Measuring the reasons why employees leave is problematic because 
employees are not always willing to share their true reasons for leaving. 
However, in addition to in-person exit interviews, employees might be given 
other options of responding, such as responding anonymously to questions 
available online. 

Table 2.6: Reasons Reported for
 
Leaving Child Welfare Positions
 

REASON 2010 2011 2012 2013 2014 TOTAL 

Personal 20 82 108 131 54 395 

Other Employment 6 14 15 20 3 58 

Retirement 3 13 21 12 8 57 

Dismissal 0 8 17 19 12 56 

Other 0 6 8 6 8 28 

Deceased 1 2 0 1 0 4 

Source: DSS 

8.	 The Department of Social Services should conduct periodic analyses of Recommendations turnover rates among child welfare staff. 

9.	 The Department of Social Services should establish annual goals against 
which to compare annual turnover rates for child welfare employees and 
county directors. 

10. The State Budget and Control Board should report turnover rates 
comprised of all employees who leave their jobs, including employees 
who move to other jobs within the same agency or accept jobs with 
other South Carolina state agencies. 
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11. The Department of Social Services should refine its system for 
determining why employees leave the agency so that the agency has a 
clear understanding of why employees leave and can take appropriate 
steps to minimize turnover. 

12. When analyzing or reporting turnover rates among child welfare staff, 
the Department of Social Services should include in the analysis only 
staff who perform child welfare work. 

Excessive Time 
to Replace 
Child Welfare 
Caseworkers 

The DSS state office does not routinely analyze the time it takes to replace 
child welfare caseworkers or to train their replacements. In an LAC survey of 
six county offices, directors provided data documenting that the average 
period of time, in 2013 and 2014, for hiring new caseworkers was 
4.4 months, with another 4.5 months for the caseworkers to become certified. 
On average, it took almost nine months to hire and train new caseworkers. 

An excessive period of time for replacing caseworkers and training their 
replacements can increase the caseloads of remaining workers and reduce the 
quality of services they provide. An excessive replacement period may also 
increase the chance of subsequent resignations due to the greater burden on 
staff caused by the prior resignations. 

According to DSS officials, the department has recognized these issues and is 
offering continuous postings for vacant positions, has started a pilot program 
to reduce the amount of training newly hired employees must complete, and 
has begun group interviews in larger counties. 

13. The Department of Social Services should analyze its processes for ways Recommendations to reduce the amount of time it takes to hire and train new caseworkers 
without reducing the quality of the workers or their training. 

14. The Department of Social Services should reduce the amount of time it 
takes to hire and train new caseworkers without reducing the quality of 
the workers or their training. 
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In 1985 and 2006, the Legislative Audit Council reported that the 
Department of Social Services did not have: 

•	 Maximum caseload standards for its child welfare caseworkers. 
•	 Formal methodology for calculating caseloads. 
•	 Policy that requires caseloads be approximately equal from county to 

county. 

In our current review, we found the same issues. 

As a result, DSS caseloads are often excessive, reducing the ability of 
caseworkers to investigate and prevent child abuse and neglect. 
In June 2014, the department developed maximum caseload standards. 

No Caseload 
Standards 

DSS did not have standards for the maximum number of families or children 
assigned to each child welfare caseworker until June 2014, when it submitted 
caseload standards to the federal Administration for Children and Families. 
Maximum caseloads included 24 children for assessment caseworkers, 24 
children for treatment caseworkers, and 20 children for foster care 
caseworkers. 

Because other states report maximum caseload standards for assessment and 
treatment caseworkers in terms of families, we converted the DSS standards 
that were based on children to standards based on families, assuming an 
average of 2.25 children per family. 

In Table 3.1, DSS standards are compared with standards developed by the 
Child Welfare League of America (CWLA), the state of Alabama, and 
Mecklenburg County, North Carolina. 

The department reports that, due to limited resources, it has not implemented 
these standards. 
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Table 3.1: Minimum Caseload 
Standards for Child Welfare 
Caseworkers 

ASSESSMENT 

(FAMILIES) 
TREATMENT 

(FAMILIES) 
FOSTER CARE 

(CHILDREN) 

South Carolina 
DSS 

11 
(24 children) 

11 
(24 children) 

20 

Child Welfare 
League of America 

12 17 15 

Alabama 12 12 18 

Mecklenburg County, 
North Carolina 

10 10 15 

Sources: DSS, CWLA, Alabama, and Mecklenburg County, North Carolina 

Recommendation 15. The Department of Social Services should implement maximum    
caseload standards for its child welfare caseworkers. 

No Methodology for 
Calculating Caseloads 

According to DSS management, DSS did not have a formal, written 
methodology for calculating its child welfare caseloads. In addition, state law 
does not require DSS to have a formal written methodology for calculating 
caseloads. Without a formal, written methodology, there is reduced assurance 
that caseloads will be calculated consistently from location to location and 
across time. 

16. The Department of Social Services should develop and implement a Recommendations 
written methodology for calculating child welfare caseloads. 

17. The General Assembly should amend state law requiring that the 
Department of Social Services develop and implement a written 
methodology for calculating child welfare caseloads. 
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Excessive and 
Inequitable County 
Caseloads 

We found that South Carolina has child welfare caseloads that are excessive 
and inequitable from county to county. 

DSS produced a May 21, 2014 listing of each child welfare caseworker in the 
state and the number of cases each had in the areas of assessment, family 
preservation, and foster care. We compared the combined caseloads of each 
caseworker with the standards developed by the Child Welfare League of 
America and the standards developed by DSS in June 2014. 

Excessive Caseloads As shown in Table 3.2, a total of 52.7% of 611 county caseworkers statewide 
had combined caseloads that exceeded CWLA standards. 27.3% of 
caseworkers had caseloads that exceeded the standards by 50% or more, 
8.8% of caseworkers had caseloads that exceeded the standards by 100% or 
more, and 1.8% of caseworkers had caseloads that exceeded the standards by 
150% or more. 

We also found that 57.8% of the 611 county caseworkers statewide had 
combined caseloads that exceeded DSS standards. 38.5% of the caseworkers 
had caseloads that exceeded the standards by 50% or more, 21.9% of 
caseworkers had caseloads that exceeded the standards by 100% or more, 
and 11.3% of caseworkers had caseloads that exceeded the standards by 
150% or more. 

Statewide, 19.3% of caseworkers were assigned more than 50 children, 
11.3% were assigned more than 60 children, and 2.8 % were assigned more 
than 75 children. 
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Inequitable Caseloads 
Between Counties 

Neither DSS nor state law require that caseloads for the department’s child 
welfare caseworkers be approximately equal from county to county. 

Among the counties with populations exceeding 100,000, the percentage of 
caseworkers whose combined caseloads exceeded CWLA standards ranged 
from 40.0% in Dorchester to 85.7% in Aiken County. The percentage 
exceeding DSS standards ranged from 45.5% in Beaufort County to 
92.9% in Aiken County. 

Among the counties with populations under 30,000, the percentage of 
caseworkers whose combined caseloads exceeded CWLA standards ranged 
from 0.0% in Union, Abbeville, Fairfield, Saluda, Bamberg, Calhoun, 
Allendale, and McCormick Counties to 66.7% in Hampton County. The 
percentage exceeding DSS standards ranged from 0% in Abbeville, 
Bamberg, Allendale, and McCormick Counties to 66.7% in Hampton 
County. 

Revenue limitations and competing expenditure objectives can prevent a 
child welfare agency from staying within its maximum caseload standards. 
With or without adequate resources, approximately equal caseloads from 
county to county will help ensure that services are provided in an equitable 
manner across the state. 

18. The Department of Social Services should ensure that child welfare Recommendations caseloads are approximately equal from county to county. 

19. The General Assembly should amend state law requiring that the 
Department of Social Services ensure that child welfare caseloads are 
approximately equal from county to county. 
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Table 3.2: Percentage of Caseworkers and Supervisors 

Whose Combined Caseloads on 5-21-14 Exceeded CWLA and DSS Standards
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Greenville 52 61.50% 26.90% 3.80% 0.00% 65.40% 46.20% 23.10% 7.70% 451,225 

Richland 48 54.20% 39.60% 8.30% 2.10% 54.20% 35.40% 20.80% 14.60% 384,504 

Charleston 44 68.20% 50.00% 13.60% 2.30% 72.70% 52.30% 43.20% 27.30% 350,209 

Spartanburg 32 65.60% 53.10% 34.40% 9.40% 71.90% 65.60% 46.90% 25.00% 284,307 

Horry 19 47.40% 31.60% 0.00% 0.00% 57.90% 21.10% 10.50% 5.30% 269,291 

Lexington 29 58.60% 51.70% 44.80% 13.80% 55.20% 55.20% 44.80% 37.90% 262,391 

York 26 61.50% 42.30% 15.40% 0.00% 61.50% 50.00% 38.50% 19.20% 226,073 

Anderson 31 64.50% 16.10% 6.50% 0.00% 61.30% 35.50% 9.70% 3.20% 187,126 

Berkeley 29 44.80% 17.20% 0.00% 0.00% 48.30% 37.90% 6.90% 0.00% 177,843 

Beaufort 11 45.50% 18.20% 9.10% 0.00% 45.50% 27.30% 18.20% 18.20% 162,233 

Aiken 14 85.70% 14.30% 0.00% 0.00% 92.90% 57.10% 28.60% 7.10% 160,099 

Florence 12 50.00% 41.70% 33.30% 0.00% 50.00% 41.70% 41.70% 25.00% 136,885 

Dorchester 15 40.00% 20.00% 0.00% 0.00% 66.70% 26.70% 0.00% 0.00% 136,555 

Pickens 22 81.80% 31.80% 4.50% 4.50% 72.70% 36.40% 27.30% 9.10% 119,224 

Sumter 12 83.30% 16.70% 0.00% 0.00% 83.30% 83.30% 50.00% 8.30% 107,456 

Orangeburg 13 15.40% 0.00% 0.00% 0.00% 38.50% 7.70% 0.00% 0.00% 92,501 

Lancaster 12 58.30% 16.70% 0.00% 0.00% 66.70% 33.30% 16.70% 0.00% 76,652 

Oconee 15 66.70% 20.00% 6.70% 0.00% 60.00% 46.70% 20.00% 6.70% 74,273 

Greenwood 5 40.00% 0.00% 0.00% 0.00% 40.00% 20.00% 0.00% 0.00% 69,661 

Darlington 12 75.00% 16.70% 0.00% 0.00% 75.00% 33.30% 8.30% 0.00% 68,681 

Laurens 9 44.40% 33.30% 22.20% 11.10% 66.70% 44.40% 11.10% 0.00% 66,537 

Kershaw 9 66.70% 33.30% 0.00% 0.00% 77.80% 55.60% 11.10% 0.00% 61,697 

Georgetown 6 33.30% 0.00% 0.00% 0.00% 33.30% 33.30% 0.00% 0.00% 60,158 

Cherokee 11 72.70% 63.60% 18.20% 0.00% 72.70% 45.50% 36.40% 36.40% 55,342 
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Chesterfield 8 50.00% 25.00% 0.00% 0.00% 50.00% 12.50% 0.00% 0.00% 46,734 

Colleton 8 87.50% 37.50% 0.00% 0.00% 87.50% 50.00% 50.00% 37.50% 38,892 

Newberry 5 80.00% 80.00% 0.00% 0.00% 80.00% 80.00% 40.00% 0.00% 37,508 

Clarendon 5 0.00% 0.00% 0.00% 0.00% 40.00% 0.00% 0.00% 0.00% 34,971 

Williamsburg 5 20.00% 0.00% 0.00% 0.00% 60.00% 20.00% 0.00% 0.00% 34,423 

Chester 7 14.30% 0.00% 0.00% 0.00% 14.30% 14.30% 14.30% 0.00% 33,140 

Marion 9 11.10% 0.00% 0.00% 0.00% 33.30% 11.10% .0.00 0.00% 33,062 

Dillon 9 44.40% 11.10% 0.00% 0.00% 55.60% 44.40% 22.20% 11.10% 32,062 

Union 11 0.00% 0.00% 0.00% 0.00% 18.20% 0.00% 0.00% 0.00% 28,961 

Marlboro 8 25.00% 12.50% 12.50% 0.00% 37.50% 25.00% 12.50% 12.50% 28,933 

Edgefield 6 16.70% 0.00% 0.00% 0.00% 16.70% 16.70% 0.00% 0.00% 26,985 

Abbeville 3 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 25,417 

Jasper 5 20.00% 0.00% 0.00% 0.00% 20.00% 20.00% 0.00% 0.00% 24,777 

Fairfield 5 0.00% 0.00% 0.00% 0.00% 40.00% 0.00% 0.00% 0.00% 23,956 

Barnwell 5 20.00% 0.00% 0.00% 0.00% 40.00% 20.00% 0.00% 0.00% 22,621 

Hampton 3 66.70% 33.30% 0.00% 0.00% 66.70% 66.70% 66.70% 33.30% 21,090 

Saluda 3 0.00% 0.00% 0.00% 0.00% 33.30% 0.00% 0.00% 0.00% 19,875 

Lee 5 40.00% 0.00% 0.00% 0.00% 40.00% 20.00% 20.00% 0.00% 19,220 

Bamberg 4 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 15,987 

Calhoun 4 0.00% 0.00% 0.00% 0.00% 25.00% 0.00% 0.00% 0.00% 15,175 

Allendale 3 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 10,419 

McCormick 2 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 10,233 

STATEWIDE 611 52.70% 27.30% 8.80% 1.80% 57.80% 38.50% 21.90% 11.30% 4,625,364 

The combined caseloads for each caseworker include assessment, treatment, and foster care services. 

Source: LAC based on DSS data. 
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Staff Allocation 
to State, Regional, 
and County 
Offices 

DSS has no systematic methodology for allocating staff to state, regional, 
and county offices. 

We first recommended that DSS develop a methodology for allocating staff 
in 1985 and again in 2006. DSS officials stated that staffing decisions are a 
product of management discretion, after considering available resources and 
needs throughout the organization. 

In the absence of a systematic methodology for allocating staff: 

•	 DSS will be less able to allocate resources to protect abused and 
neglected children. 

•	 The agency risks finding itself reacting to crises and having to 
reallocate staff from other parts of the agency, thereby leaving those 
areas understaffed. 

•	 The validity of the agency’s approach to allocating staff cannot be 
independently verified. 

In the Spring of 2014, DSS temporarily reallocated 66 staff to Richland 
County DSS from the central office, 5 regional offices, and 15 county 
offices: Anderson, Bamberg, Beaufort, Berkeley, Clarendon, Darlington, 
Florence, Greenville, Georgetown, Horry, Lee, Lexington, Marion, Oconee, 
and Orangeburg. The assignments required 54 of the workers to dedicate a 
portion of their workweeks to Richland County, while continuing to perform 
their regularly, assigned duties. 

Recommendation 20. The Department of Social Services should establish and implement a 
formal methodology for allocating all staff, including child welfare staff, 
among its state, regional, and county offices. 
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Child Fatalities
 

We found that child fatality data reported to the General Assembly and the 
public regarding child maltreatment deaths, particularly those with prior DSS 
involvement, is not reliable and should not be used as a measure of agency 
performance. Changes to the system of reviewing child fatalities could result 
in improved analysis of deaths and help reduce the number of preventable 
deaths. 

We also found 152 child fatalities that occurred between 2009 and 2013 for 
which the State Law Enforcement Division does not have a report from the 
state’s county coroners, but which appeared to meet the criteria set forth in 
law that would require the fatalities to be reported. In 104 cases, it appears 
the child deaths were not reported by the coroners as required by state law, 
while in 48 cases, there is evidence to indicate that the fatalities were 
reported by the coroners. SLED, however, did not have these fatalities in its 
database. Without this information, the State Child Fatality Advisory 
Committee will be less able to fulfill its mission to decrease the incidences 
of preventable child deaths. 

Underreporting of
 
Child Maltreatment
 
Deaths Nationwide
 

Based on information provided by 49 states to the National Child Abuse and 
Neglect Data System (NCANDS), the federal Department of Health and 
Human Services estimates approximately 1,640 children died from abuse and 
neglect in FYY 2012. However, a number of studies have reported that the 
number of child maltreatment deaths may be significantly underreported. 

A July 2011 report by the U.S. Government Accountability Office found that 
national data likely underestimate the number of children who died from 
maltreatment. A study in Michigan conducted in 2000 and 2001 to identify 
neglect-related deaths among children less than 10 years old documented a 
75% increase in its estimate of fatal child maltreatment deaths, from 110 to 
192 over a two-year period. A 2013 article in the Child Welfare Journal 
suggested that, due to the limitations of child welfare and other mortality data 
to accurately count fatal child maltreatment, the true magnitude of fatal child 
maltreatment is currently unknown. The Casey Family Programs foundation 
stated in a presentation in 2013 that NCANDS data regarding maltreatment 
fatalities is an undercount, possibly a large undercount. 
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Among the reasons cited by child welfare organizations for the undercount is 
the possible improper classification of many maltreatment deaths as 
unintentional injury deaths. A report on national child abuse and neglect 
deaths in the United States by the Every Child Matters Education Fund states 
studies have found that approximately 50% of deaths reported as 
“unintentional injury deaths” are later reclassified after further investigation 
by medical and forensic experts as deaths due to maltreatment, primarily as a 
result of inadequate supervision rising to the level of neglect. 

It also is often more difficult to establish whether a fatality was caused by 
neglect than it is to establish a physical abuse fatality. The different agencies 
that come into contact with a case of a possible child neglect fatality may 
have differing definitions of what constitutes neglect, and these definitions 
may be influenced by the laws, regulations, and standards of each agency. 
Other reasons cited include difficulties identifying, investigating, and 
reporting deaths to child protective services, lack of standard definitions of 
child maltreatment, and differing legal standards for substantiation of 
maltreatment. 

DSS Data on Child 
Fatalities Reported to the 
General Assembly 

The data reported by DSS is not a reliable measure of child maltreatment 
deaths with prior DSS involvement and is not a valid metric for measuring 
agency performance. The DSS data is not the result of an exhaustive search 
for maltreatment deaths and includes deaths other than maltreatment deaths. 
The data includes child fatalities that had been reported to SLED by county 
coroners as being violent, unexpected, or unexplained. It also includes 
additional deaths DSS discovered through other means, including media 
reports and reports from DSS county offices. These child fatalities are mostly 
natural deaths that are not violent, unexpected, or unexplained. It is unclear 
why this data was included. These are also only a small portion of all child 
fatalities. 

In March 2014, DSS reported to the Senate General DSS Oversight 
Subcommittee that, between 2009 and 2013, there had been significant 
declines in child fatalities with prior DSS involvement between 2010 and 
2011 and between 2012 and 2013. DSS further stated that there had not been 
an increase in child deaths with prior DSS involvement since February 2011. 
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Prior involvement is defined as: 

Cases where DSS child welfare was involved with the deceased 
child prior to death or with a sibling, half-sibling, or step-sibling of 
the child, no matter what the cause of death, the correlation of the 
previous DSS involvement to the death, or the time elapsed since 
the prior DSS involvement. 

Table 4.1 shows the number of deaths with prior DSS involvement reported 
by DSS to the committee. 

Table 4.1: DSS Data on Child 
Fatalities with DSS Involvement 

2009 2010 2011 2012 2013 

Cases with Prior DSS Involvement 96 101 88 87 76 

% Change from Previous Year 5.2% (12.9%) (1.1%) (12.6%) 

Source: DSS 

Table 4.2 shows the total number of resident child fatalities the Department 
of Health and Environmental Control (DHEC) provided to the LAC, the 
number where SLED had opened a case based on a coroner’s report, and the 
number that DSS used when developing its figures. 

Table 4.2: Child Fatalities as 
Reported by DHEC, DSS, 
and SLED 

AGENCY 2009 2010 2011 2012 2013 

DHEC 
Total Child Deaths 

717 687 665 651 614* 

DSS 
Total Deaths Reported to SLED 

and Additional Reports 
261 244 217 193 191 

SLED 
Total Violent, Unexpected, 

or Unexplained Deaths 
214 183 172 156 161 

* 2013 data is provisional. 

Sources: DHEC, DSS, and SLED 
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It is not possible from this analysis to conclude that deaths with DSS 
involvement have declined. In order for this analysis to be more accurate, 
DSS should have reviewed all child deaths. 

State Child Fatality 
Advisory Committee Data 
on Child Fatalities 

We also reviewed and analyzed data reported by the State Child Fatality 
Advisory Committee (SCFAC). The SCFAC’s review focused on child 
deaths that had been reported to SLED by county coroners as being violent, 
unexpected, or unexplained. These cases were then reviewed for prior DSS 
involvement. This analysis did not show any decline in cases with DSS 
involvement between 2011 and 2013. 

Table 4.3: Child Fatalities 
Reported to SLED and Those with 
Prior DSS Involvement 

CHILD FATALITIES 2009 2010 2011 2012 2013 

Reported to SLED 215* 183 173** 156 160 

Reported to SLED 
with Prior DSS Involvement 

74 76 60 62 62 

* One case included two child fatalities. 
** A 2011 fatality was reported in 2013. 

Sources: SLED and LAC Analysis 

This analysis does not contain an accurate measure of cases with prior DSS 
involvement, nor does it contain an accurate measure of child deaths which 
resulted from maltreatment. These numbers include deaths where the manner 
of death is listed as accidental or natural. For example, in 31 (52%) of the 60 
cases with DSS involvement from 2011, the manner of death is listed as 
either accidental or natural. While child maltreatment deaths are sometimes 
classified as accidental or natural deaths, it is likely that a substantial number 
of the deaths with prior DSS involvement resulted from circumstances in 
which it is questionable whether DSS could have intervened to prevent the 
fatality. 

In addition, we found 152 unexpected, unexplained, or violent deaths that 
had been not been reported to SLED or which SLED did not have in its 
database (see p. 36). 

Page 32 LAC/12-5 Department of Social Services 



Chapter 4
 
Child Fatalities
 

Data on Child Fatalities 
Reported to the Federal 
Government by DSS 

Table 4.4 summarizes data reported by DSS to the National Child Abuse and 
Neglect Data System (NCANDS). This data is reported yearly in the Child 
Maltreatment report published by the U.S. Department of Health and Human 
Services. The deaths reported are only those that have been determined to be 
the result of child maltreatment. Data in the report is listed by date of 
determination that the death resulted from maltreatment rather than the actual 
date of death. We reviewed the list of fatalities reported to NCANDS, 
adjusted for the year of death, and then determined if these cases had any 
prior DSS involvement. 

Table 4.4: Child Maltreatment 
Fatalities Reported by DSS to 
NCANDS 

CHILD MALTREATMENT FATALITIES 2009 2010 2011 2012 2013 

Reported to NCANDS 30 25 17 16 17 

Reported to NCANDS 
with Prior DSS Involvement 

15 13 9 9 8 

Source: DSS 

While this data is perhaps the best measure of child maltreatment deaths and 
those that had prior DSS involvement, the number of child maltreatment 
deaths may be underreported. To improve estimates of child fatality figures, 
states are increasingly consulting other data sources for deaths attributed to 
child maltreatment. A number of studies, including some funded by the 
Centers for Disease Control and Prevention, have suggested that more 
accurate counts of maltreatment deaths are obtained by linking multiple 
reporting sources, including death certificates, crime reports, child protective 
services reports, and child death review records. The 2011 federal Child and 
Family Services Improvement and Innovation Act requires states to describe 
the sources of information used to compile their statistics on child 
maltreatment deaths. Also, if these statistics do not include deaths from the 
state’s vital statistics department, law enforcement agencies, child death 
review teams, or coroners or medical examiners, the agency is to explain why. 

In its 2013 NCANDS commentary, DSS stated that coroners, medical 
examiners, law enforcement, and DHEC report all child deaths, which were 
not the result of natural causes, to SLED for an investigation. The children 
whose deaths appear to have been a result of child maltreatment are reported 
to DSS by SLED following its investigations. This list is compared to DSS 
data to ensure child maltreatment deaths are reported accurately and are not 
duplicated. 
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During our review, we found that South Carolina’s statistics do not include 
deaths from DHEC’s Office of Public Health Statistics and Information 
Services or from the Department of Public Safety. Using data from multiple 
sources, we identified 152 child fatalities between 2009 and 2013 that were 
either not reported or not entered into SLED’s database. 

In addition, SCFAC, which reviews child fatalities in order to help decrease 
the incidence of preventable child deaths, excludes from its review motor 
vehicle deaths that are investigated by the Department of Public Safety. 
During our review, we identified nine child fatalities that occurred between 
2010 and July 2014 where a child was a passenger in a vehicle driven by a 
parent under the influence of drugs or alcohol. 

During our review, DSS stated that it will identify a contact with the 
Department of Public Safety to identify any children who were found to have 
died as a result of abuse or neglect and include them in future NCANDS 
reports. DSS also stated that it will update future NCANDS reports to include 
the exact contributors of the information on child fatalities due to abuse or 
neglect. 

Child Death Reporting in 
Other States 

In South Carolina, the SCFAC reviews child fatalities in order to develop an 
understanding of the deaths, develop plans for implementing changes within 
the agencies represented, and advise the Governor and General Assembly on 
statutory, policy, and practice changes. The most recent SCFAC report 
makes recommendations using the five manners of death categories 
(homicide, suicide, accidental, natural, and undetermined). However, SCFAC 
does not report specifically on the number of child fatalities that are the result 
of maltreatment or the number of maltreatment deaths with prior DSS 
involvement. According to SCFAC staff, future reports will include data on 
cases with prior DSS involvement and, also, data on the incidence of child 
fatality due to maltreatment. 

We found that other states do report the number of maltreatment deaths and 
those with prior DSS involvement. In Georgia, state law requires an annual 
report on child fatalities in the state. The law requires that the report include, 
“Whether the children were known to any state or local agency.” For 2012, 
Georgia reported that there were 48 child fatalities with a reported history of 
child maltreatment and 35 fatalities with an open case at the time of death. 
Indiana’s Department of Child Services (DCS) issues yearly reports that 
include the number of child maltreatment deaths and also those which had 
prior history with DCS. The data is used, in part, to evaluate, review, and 
modify DCS policy, practice, and procedure, where warranted. 
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The Arizona Child Fatality Review Program also reports statistics on the 
number of maltreatment deaths and those with prior child protective services 
(CPS) involvement. In 2011, Arizona’s program found 71 maltreatment 
deaths, of which 34 had prior CPS involvement, including 15 which had 
open cases at the time of death. The Office of the Inspector General in the 
Illinois Department of Children and Family Services investigates child 
fatalities which had prior department involvement and issues a yearly report 
to the Governor and General Assembly. Virginia’s DSS publishes a similar 
report. 

In addition, the National Center for the Review and Prevention of Child 
Deaths has developed a child death review (CDR) case reporting system. 
The system is used in 43 states, but not in South Carolina. A form is used to 
collect comprehensive information from multiple agencies participating in a 
child death review. The form documents the circumstances involved in the 
death, investigative actions, services provided or needed, key risk factors, 
and actions recommended and/or taken by the CDR team to prevent other 
deaths. 

21. Annually, the Department of Social Services and the State Child Fatality Recommendations Advisory Committee should jointly report statistics on child deaths from 
maltreatment and the number of those with prior DSS involvement. 

22. The Department of Social Services and the State Child Fatality Advisory 
Committee should use their child fatality review findings to make 
recommendations to revise DSS policy or practice where appropriate. 

23. The Department of Social Services should comply with the federal Child 
and Family Services Improvement and Innovation Act and accurately 
report the sources of information used to compile statistics on child 
maltreatment deaths. Also, if these statistics do not include deaths from 
the state’s vital statistics department and law enforcement agencies, the 
agency should provide an explanation of why the data is not included. 

24. The Department of Social Services should ensure that it includes child 
fatality statistics from all relevant sources when reporting to the National 
Child Abuse and Neglect Data System. These sources should include, but 
not be limited to, law enforcement agencies and the Department of 
Health and Environmental Control. 

25. The State Child Fatality Advisory Committee should evaluate the 
feasibility of adopting the Child Death Review Case Reporting System 
developed by the National Center for the Review and Prevention of 
Child Deaths. 
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Incomplete 
Reporting of 
Child Fatalities 

Using multiple sources of data, we identified 152 child fatalities that 
occurred between 2009 and 2013 for which the State Law Enforcement 
Division did not have a report from a county coroner, but which appeared to 
meet the criteria set forth in law that would require the fatalities to be 
reported. In 104 cases, it appears the child deaths were not reported by the 
coroners as required by state law, while in 48 cases, there is evidence to 
indicate that the fatalities were reported by the coroners. SLED, however, did 
not have these fatalities in its database. 

Section 17-5-540 of the S.C. Code of Laws states: 

The coroner or medical examiner, within twenty-four hours or one 
working day, whichever occurs first, must notify the Department of 
Child Fatalities when a child dies in the county he serves: 
(1) as a result of violence; 
(2) in any suspicious or unusual manner; or 
(3) when the death is unexpected and unexplained including, but 
not limited to, possible sudden infant death syndrome. 

According to the South Carolina’s Children’s Code, a child is defined as any 
person under the age of 18. 

Review of Unreported 
Child Fatalities Using 
DHEC Cause of Death 
Data 

At our request, DHEC’s Office of Public Health Statistics and Information 
Services provided a list of child fatalities that occurred in South Carolina 
between 2009 and 2013, which included the causes of death for each child. 
We examined the causes of death to determine if the deaths met the criteria in 
the law of being violent, unexpected, or unexplained. We identified 141 
fatalities between 2009 and 2013 for which SLED did not have a record of 
receiving a report from a coroner, but which appeared to meet the reporting 
requirement. SLED staff reviewed these cases and concurred with our 
conclusion that these fatalities met the criteria for being reported. Table 4.5 
shows the number of fatalities and cause of death, by year. 
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Table 4.5: Child Fatalities for
 
Which No Report was Found
 

CAUSE OF DEATH 2009 2010 2011 2012 2013 TOTAL 

Gunshot Wound 9 6 9 6 9 39 

SIDS 4 6 6 7 4 27 

Overlay 2 7 5 8 2 24 

Drowning 3 3 2 3 6 17 

Hanging 1 2 2 6 0 11 

Undetermined 0 0 0 4 4 8 

Fire 0 0 0 2 1 3 

Other 1 1 5 2 3 12 

TOTAL 20 25 29 38 29 141 

Sources: DHEC Office of Public Health Statistics and Information Services 

These fatalities have also been grouped into one of the five manner of death 
categories (Accidental, Homicide, Natural, Suicide, and Undetermined). 
In almost half of these cases, the manner of death was listed as either 
accidental or natural. However, in 25 (18%), the manner of death could not 
be determined. 

For the 141 cases identified using data provided by DHEC, 34 counties had 
at least one child fatality which SLED did not have in its database. We 
contacted the county coroners in these counties and requested information on 
whether the fatalities had been reported and, if not, why not. In 93 cases, we 
did not find any evidence to indicate that the coroners had reported the deaths 
to SLED as required by law. In 48 cases, there was evidence indicating 
coroners had reported the fatalities to SLED. However, SLED did not have 
the fatalities in its database. 

For the 93 cases not reported, among the reasons given for not reporting 
included the belief that the maximum age for reporting was 16 and not 18. 
Coroners also indicated that the failure to report was the result of an 
oversight by a member of the coroner’s staff. In other cases, coroners stated 
they did not report the case because another unit of SLED assisted with the 
investigation and the coroner assumed that SLED was already aware of the 
fatality. As noted above, state law requires that SLED’s Department of Child 
Fatalities be notified. 
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In the 48 cases that appear to have been reported, coroners provided 
documentation indicating they had faxed the child fatality information to 
SLED. For other fatalities, reports were e-mailed to SLED staff, either 
central office administrative staff or the local agent assigned to SLED’s 
Special Victim’s Unit. Other reports were mailed to SLED. However, during 
this time period, the reporting process did not include confirmation of receipt 
by SLED, nor was it standard practice among coroners to retain 
documentation confirming the fatalities were reported to SLED. Therefore, in 
many instances, it is not possible to confirm SLED received the reports. 

Additional Unreported 
Fatalities Meeting 
Reporting Criteria 

We examined several other sources of data on child fatalities from DHEC, 
SLED, and DSS, and identified another 11 fatalities between 2009 and 2013 
that should have been reported. We also found one fatality from 2014 that 
should have been reported. 

•	 We obtained child homicide data for 2009 through 2012 from the 
Department of Health and Environmental Control’s South Carolina 
Community Assessment Network website. Two child homicides in two 
different counties were on the website but were not reported to SLED. 
The homicides occurred in 2009 and 2012. Both children died from 
gunshot wounds and were 17 years old at the time of their deaths. 

•	 Two counties reported no child fatalities to SLED from 2009 through 
June 2014. We contacted DHEC and obtained cause of death information 
for all child fatalities for residents of those two counties between 2009 
and 2013. We identified three deaths that should have been reported to 
SLED. In two cases, the children were less than six months old when 
they died and cause of death was listed as sudden unexplained death. 
One case was listed as an accidental death from a fire. 

•	 We also reviewed a list of child fatalities where DSS indicated that it had 
prior involvement with the child or family. Three deaths were not 
reported to SLED that should have been. Two were deaths from gunshot 
wounds and the other was listed as sudden infant death syndrome. 

•	 We also reviewed a list of deaths reported by DSS to the National Child 
Abuse and Neglect Data System. Three deaths, one from an animal 
attack, one from suicide, and one listed as sudden unexpected death 
syndrome should have been reported to SLED, but were not. 

Page 38 	 LAC/12-5 Department of Social Services 



Chapter 4
 
Child Fatalities
 

•	 DSS collects information on child deaths from various sources, including 
local county offices and media reports. DSS sends a list of child fatalities 
to SLED each quarter. Most of these are deaths which would not be 
required to be reported by coroners because they are not violent, 
unexpected, or unexplained. However, one child death that occurred in 
February 2014 that should have been reported was identified using this 
method. 

After we provided these cases to SLED, the agency contacted the coroners in 
these cases and the coroners have since reported ten of these deaths. In one 
county, the coroner reported he was unaware of the requirement to report 
these types of deaths to SLED. Other counties reported that the death was not 
considered a child fatality since the victim was 17. 

Motor Vehicle Child 
Traffic Deaths Not 
Reported to the SCFAC 

The SCFAC does not receive statistics on the number of child fatalities 
where an adult driving under the influence of alcohol was a contributing 
factor. According to the Department of Public Safety (DPS), 38 persons 
under the age of 18 died in collisions involving impaired drivers between 
2010 and July 2014. For 9 of those deaths, the child was in the same vehicle 
as the impaired parent. The SCFAC also does not receive information on 
fatalities where the child victim was not properly restrained, the driver was 
under 18, or the fatality resulted from being left in a hot vehicle. 

The SCFAC is mandated by law to identify patterns in child fatalities that 
will guide efforts by agencies, communities, and individuals to decrease the 
number of preventable child deaths. However, the committee does not review 
motor vehicle traffic deaths, except as related to injuries on private property 
or injury involving a pedestrian. DPS investigates all motor vehicle traffic 
deaths but does not report statistics to the SCFAC regarding child deaths. We 
could not ascertain the reason for this exemption. Also, there is currently no 
DPS representative on the SCFAC. It is important for the SCFAC to receive 
all information on child fatalities, particularly those that involve abuse or 
neglect, in order to identify trends in child fatalities. 
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Improvements in 
Reporting Procedures 

As noted above, we found that not all coroners understood the child fatality 
reporting requirements. In addition, we found instances where the reporting 
procedure was not followed. 

During the course of our review, SLED and DHEC met to discuss 
implementing a system where DHEC would send to SLED, every quarter, a 
list of all child deaths whose cause of death might fall into the categories of 
violent, unexpected, or unexplained. This system should assist SLED in 
determining if deaths are being reported by coroners, as required by law. 

Prior to 2014, §17-5-540 of the S.C. Code of Laws required that coroners 
notify SLED when a child died “as a result of violence, when unattended by 
a physician, and in a suspicious or unusual manner.” In 2014 the law was 
amended to delete the phrase when “…when unattended by a physician….” 
This should help clarify the law and assist coroners in meeting the reporting 
requirements. 

SLED has revised the form for the reporting of child fatalities and has also 
created a uniform e-mail address that coroners can use when reporting child 
fatalities. These changes should help ensure that all child fatalities are 
reported to SLED as required by law. 

S.C. Code §17-5-130 (C) requires that each newly-elected coroner complete 
a basic training session no later than the end of the calendar year following 
his election. In addition, §17-5-130 (D) requires any coroner who was 
elected, appointed, or employed prior to January 1, 1994, and who has served 
continuously since that time, to obtain 16 hours of training annually. We 
obtained the training agendas for 2013 coroner’s basic training and the 2014 
Coroner’s Association annual conference; both included presentations by 
SLED relating to child deaths. SLED should ensure coroners are well 
informed regarding the changes to the child fatality reporting system. 
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Negative Effects of 
Underreporting Deaths 

Between 2009 and 2013, total child fatalities declined 14%, from 717 to 614. 
However, between 2009 and 2013, there was a decrease of 25%, from 214 to 
161, in violent, unexpected, and unexplained deaths reported to SLED. The 
152 unreported cases identified in our review would represent an additional 
17% of the 886 violent, unexpected, and unexplained fatalities reported to 
SLED between 2009 and 2013. 

In addition, based on data reported to DHEC, we found that in 25 (16%) of 
the 152 cases, no autopsy had been performed. Without an autopsy, SLED 
and SCFAC may not be able to conduct a proper review of the death. While 
not all violent, unexpected, or unexplained deaths are the result of 
maltreatment, it is important that they be properly reviewed to ensure that 
the child was not a victim of abuse or neglect. 

Section 63-7-310 of the S.C. Code of Laws includes medical examiners and 
coroners among the list of persons required to report any suspected cases of 
abuse and neglect. Section 63-7-410 provides a penalty of up to a $500 fine, 
six months’ imprisonment, or both. However, there is currently no penalty 
provision in state law for failing to report a child fatality which is violent, 
unexpected, or unexplained to SLED. 

It is important that SLED receive reports on all violent, unexpected, and 
unexplained deaths. SLED investigates these cases and then the cases are 
reviewed by the SCFAC. According to the SCFAC, failure of the state and 
community agencies to conduct adequate scene investigations and report 
child deaths in a timely manner impede efforts to prevent future deaths from 
similar causes. The committee is also charged with undertaking annual 
statistical studies of the incidences and causes of child fatalities in the state. 
A 2010 report by the Child Welfare Information Gateway states the child 
fatality review teams appear to be among the most promising current 
approaches to accurately count, respond to, and prevent child abuse and 
neglect fatalities, as well as other preventable deaths. Without knowledge of 
all violent, unexpected, and unexplained deaths, the committee may not be 
able to fulfill its mission. 
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26. The State Law Enforcement Division and the Department of Health and Recommendations Environmental Control should establish a system for cross checking 
child fatalities in the state to ensure that all fatalities are being properly 
reported to SLED. 

27. The State Law Enforcement Division should review the 152 child 
fatalities which either were not reported, or for which there is no record 
of a report, to determine if a case should be opened or whether they can 
be closed without further investigation. 

28. The State Law Enforcement Division and the State Child Fatality 
Advisory Committee should review the training provided to coroners on 
the reporting of child fatalities to ensure that information is provided on 
which fatalities are to be reported and what procedure is to be followed 
for reporting the fatalities. 

29. The Department of Public Safety should report statistics on all child 
fatalities to the State Child Fatality Advisory Committee. 

30. Coroners who consistently fail to report child fatalities should be subject 
to the penalties contained in the mandated reporter statute. 

31. The General Assembly should amend §17-5-540 of the S.C. Code of 
Laws to include a penalty for coroners who fail to report child fatalities 
to the State Law Enforcement Division. 

32. The General Assembly should amend §63-11-1930 of the S.C. Code of 
Laws to add a representative from the Department of Public Safety to the 
State Child Fatality Advisory Committee. 
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In a review of the process used by DSS to screen and initiate investigations 
of reports of child abuse and neglect, we found that: 

•	 The Department of Public Safety is not reporting all parents or persons 
acting as parents charged with child endangerment to DSS for its review. 

•	 Establishing a central or regional system for screening reports of child 
abuse and neglect could result in greater thoroughness and consistency. 

•	 After DSS implemented a community based prevention services program 
in FY 11-12, there was a significant decrease in the probability that child 
abuse and neglect reports would be investigated by DSS and a significant 
decrease in the number of reports that were founded after investigations. 

•	 There was a significant increase in FY 12-13 in the number of children 
who were abused or neglected within 12 months of being screened-out or 
referred to community based prevention services. 

•	 The decision of DSS to use private contractors to provide case 
management for community based prevention services reduces 
face-to-face contact by the department with potential victims of abuse 
and neglect. The use of private contractors also creates additional layers 
of organizations within the department’s child welfare system, increasing 
the chance of miscommunication and that abuse and neglect will go 
undetected. 

•	 Nearly one in four children whose abuse or neglect reports were accepted 
by DSS for investigation were not seen by a caseworker within 24 hours. 

•	 We identified 281 instances over an eleven-month period in which DSS 
took more than 24 hours to decide whether to investigate a report of 
abuse or neglect. 
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DPS Reporting 
of Child 
Endangerment 
Arrests to DSS 

The Department of Public Safety (DPS) is not reporting all parents or 
persons acting as parents charged with child endangerment to DSS for its 
review. DPS reported that, between January 2013 and July 2014, it charged 
171 parents/legal guardians with child endangerment. However, in only 
13 cases (8%) were these persons reported to DSS. 

Section 56-5-2947 of the S.C. Code of Laws states that child endangerment 
occurs when any adult who has one or more passengers under 16 years old in 
the motor vehicle: 

• Fails to stop when signaled by a law enforcement vehicle. 
• Operates a motor vehicle while under the influence of alcohol or drugs. 
• Drives with an unlawful alcohol concentration. 
• Commits the offense of felony driving under the influence. 

According to a DPS official, the department would not normally notify DSS 
in situations involving a traffic-related child endangerment charge unless the 
officer observed evidence of abuse or neglect. In that situation, the officer is 
required to notify the appropriate law enforcement agency and DSS. In the 
majority of the child endangerment situations involving traffic-related 
offenses, DPS officers have not been required to place the minor child in 
emergency protective custody. DSS was not notified if a parent, legal 
guardian, or a responsible adult could be located to accept custody and 
ensure the welfare of the minor child. However, in situations where a parent, 
legal guardian, or responsible adult could not be located, DSS would be 
notified and the child would be placed in the custody of a DSS worker. 

In response to a Legislative Audit Council inquiry, DPS initiated a policy 
review which has resulted in policy and procedure changes to ensure that 
DSS will be notified of all child endangerment charges. According to DPS 
staff, the policy revisions will implement reporting requirements that will 
further enhance information sharing with DSS and will create a DSS liaison 
officer for the department, who will coordinate the dissemination of 
applicable information regarding child endangerment/abuse situations. 

DPS is only able to report those individuals charged by the agency’s law 
enforcement divisions, which may not include all individuals charged with 
child endangerment by other law enforcement agencies. According to a DPS 
official, in 2013, over 27,000 cases of driving under the influence were made 
in South Carolina. More than 15,000 of those cases were made by DPS, 
leaving approximately 12,000 DUI cases made by local law enforcement 
agencies and sheriffs’ departments. Some of these cases may have included 
child endangerment charges against parents or persons acting as parents. 
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Section 63-7-310 of the S.C. Code of Laws includes police and law 
enforcement officers among the list of persons required to report any 
suspected cases of abuse and neglect. By not reporting to DSS individuals 
charged with child endangerment, children who are victims of abuse or 
neglect may not be receiving the services they need to ensure their safety and 
welfare. 

33. The Department of Public Safety should implement a procedure to Recommendations ensure that all parents or legal guardians charged with child 
endangerment are reported to the Department of Social Services. 

34. The General Assembly should amend §56-5-2947 of the S.C. Code of 
Laws to require all state and local law enforcement agencies to report to 
the Department of Social Services child endangerment charges made 
against parents or legal guardians. 

Current Screening 
Process 

When an abuse or neglect report is received, usually over the telephone, a 
DSS intake worker attempts to gather as much information as possible from 
the person making the report. 

The intake worker then completes a risk matrix with information about the 
family, the child, the home environment, and other relevant factors. 
Examples of additional information that may be gathered without 
face-to-face contact by the intake worker include DSS history, sex offender 
status, or information from school officials and medical personnel. 

The information gathered is used by the intake worker and the supervisor to 
determine whether the report will be formally investigated to determine 
whether abuse or neglect is more likely than not to have occurred. 

Some reports are “screened-out.” Reasons for screening out reports could 
include DSS not being able to identify the family and child in the report or 
maltreatment being conducted by a person who was neither a parent nor 
acting as a parent. 

Under Title 63 of the South Carolina Code of Laws, reports that meet the 
definition of child abuse or neglect are required to be formally investigated. 
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Reports deemed to be of “moderate risk” or “low risk” to a child 
may be referred to community based prevention services, which are 
voluntary and do not include a determination of whether abuse or neglect is 
more likely than not to have occurred. 

Need for More 
Centralized 
Screening 

Because each of South Carolina’s 46 counties screens its local reports of 
child abuse and neglect, effective statewide communication of screening 
policies and consistent implementation is less likely to occur. 

We found examples of inconsistency, including: 

•	 A case with a safety issue (physical abuse of children) sent to community 
based prevention services. 

•	 A report that was not recorded in the DSS data system. 
•	 A missing criminal background check. 
•	 Criminal background checks that were not completed in a timely manner. 

If intake were to be conducted centrally for all reports of child abuse and 
neglect in the state, the thoroughness and consistency of screening could be 
better ensured, although knowledge of local communities could be 
diminished. A regional intake process would represent a compromise 
between the attributes of a county process and a centralized process. 
According to DSS’s Child and Family Services Plan for federal fiscal 
years 2015-2019, DSS “...will be reconfiguring the Intake process statewide 
by March 2015 into more focused regional Intake Hubs with a smaller 
well trained force....” 

Recommendation 35. The Department of Social Services should screen reports of child abuse 
and neglect centrally or regionally. 
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Implementation of 
Community Based 
Prevention 
Services (CBPS) 

In FY 11-12, DSS began implementation of a program in which parents and 
persons acting as parents, who have been reported to have abused or 
neglected a child, are offered community based prevention services when the 
department worker determines that an investigation is not warranted because 
there is not a “substantial risk” of harm to the child. Examples of the services 
offered to families include mental health counseling, parenting classes, and 
alcohol and drug abuse counseling. CBPS cases are managed by private 
organizations with DSS contracts that receive case referrals from DSS. 

Following the implementation of the CBPS program, however, there was a 
decrease in the probability that a child listed in a report of abuse or neglect 
would be included in an investigation. There was also an increase in the 
number of children who were victims of abuse and neglect after being 
screened out or referred to CBPS in the previous 12 months. 

We do not recommend that the community based prevention services 
program be discontinued. We do, however, recommend that DSS improve its 
management of the program. 

State Law S.C. Code §63-7-910(D) states: 

The department may contract for the delivery of protective 
services, family preservation services, foster care services, 
family reunification services, adoptions services, and other 
related services or programs. 

However, S.C. Code §63-7-920(A)(1) and §63-7-20(4) require DSS to 
determine whether all reports of suspected child abuse or neglect 
accompanied by “substantial risk of physical or mental injury to the child” 
are founded. 

Under their contracts with DSS, the CBPS providers are not authorized or 
required to determine whether a case is founded. 
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Effectiveness of CBPS at 
Protecting Children 

Table 5.1 shows that the total number of children in abuse and neglect 
reports declined by 561 (1.0%) from FY 10-11 through FY 12-13, while 
children in the CBPS program increased from 0 to 23,198. 

During the same period, there was a 10,920 (54.4%) decrease in the number 
of children in reports that were screened out, meaning it is likely that many 
of the reports that would have been screened out prior to the CBPS program 
were referred to CBPS services after the program was implemented. 

Significantly, there was also a 12,839 (33.7%) decrease in the number of 
children included in child abuse and neglect investigations from FY 10-11 
through FY 12-13 and a 1,186 (10.4%) decrease in the number of children 
included in founded reports following investigation. 

The probability that a child listed in a report of abuse or neglect would be 
included in an investigation declined from 65.5% in FY 10-11 to 43.9% in 
FY 12-13. The probability that a child listed in a report of abuse or neglect 
would be included in a founded investigation declined from 19.5% in 
FY 10-11 to 17.7% in FY 12-13. 

Because the number of children in abuse and neglect investigations decreased 
significantly after implementation of the CBPS program, we analyzed the 
number of children who became victims of abuse or neglect after being 
screened out or referred to CBPS in the previous 12 months. Table 5.2 shows 
that this number increased by 1,355 (114%) from FY 10-11 through 
FY 12-13. 
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Table 5.1: Number of Children in 
DSS Abuse and Neglect Reports 
Sorted by Screening Decision 

CHANGE 
FISCAL YEAR 

FROM 

FY 10-11 
SCREENING DECISION 

THROUGH 08-09 09-10 10-11 11-12 12-13 
FY 12-13 

18,610 19,061 20,080 16,694 9,160 -10,920 Screened Out 
(33.1%) (32.1%) (34.5%) (29.1%) (15.9%) (-54.4%) 

Accepted for Investigation 37,534 40,378 38,120 34,037 25,281 -12,839 
by DSS (66.9%) (67.9%) (65.5%) (59.2%) (43.9%) (-33.7%) 

Sent to Community-Based 6,720 23,198 - - - -Prevention Services* (11.7%) (40.2%) 

56,144 59,439 58,200 57,451 57,639 -561 TOTAL CHILDREN 
(-1.0%) 

Founded for 12,358 11,832 11,372 11,682 10,186 -1,186 Abuse/Neglect 
(22.0%) (19.9%) (19.5%) (20.3%) (17.7%) (-10.4%) After Investigation 

* The Community Based Prevention Services Program was implemented statewide on 
June 1, 2012. 

Source: DSS 

Table 5.2: Number of Children 
Who Became Victims of Abuse 
or Neglect After Being Screened 
Out or Referred to CBPS in the 
Previous 12 Months 

FISCAL YEAR SCREENED OUT CBPS REFERRAL TOTAL 

08-09 1,260 NA 1,260 

09-10 1,398 NA 1,398 

10-11 1,173 NA 1,173 

11-12 1,269 219 1,488 

12-13 702 1,806 2,508 

Source: DSS 
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In January 2013, DSS did not investigate a report of educational neglect of a 
six-year-old child. Although the case met the legal definition of child neglect, 
DSS did not investigate and referred it to CBPS, who closed the case at the 
end of June 2013. A DSS investigation would have included a home visit and 
an assessment of the safety of the reported child and his siblings. In 
September 2013, the child’s one-year-old sibling died from lethal neglect. 

Table 5.3 shows that in 2012, four children died of unnatural causes during 
CBPS involvement. In 2013, one child died of an unnatural cause during 
CBPS involvement. 

Table 5.3: Number of Children 
Who Died of Unnatural Causes 
During CBPS Involvement 

2012 2013 

4 1 

Source: DSS 

Decision to Use Private 
Organizations to Provide 
Case Management for 
CBPS 

Unlike other states, DSS has contracts with private organizations to provide 
case management for community based prevention services. The private 
organizations that have these contracts are allowed to subcontract with other 
private organizations to provide case management and other services. 

DSS staff are not required to see a child before she is referred to community 
based prevention services. Using private contractors also increases the 
complexity and miscommunication that can accompany the addition of 
organizations to an already complex system. 

The decision of DSS to use private contractors for case management in this 
program reduces face-to-face contact by the department with potential 
victims of abuse and neglect and may increase the risk that abuse and neglect 
will go undetected. The increased risk from contracting out case management 
is particularly important due to the fact that the number of children in abuse 
and neglect investigations conducted by DSS declined by 12,839 (33.7%) 
after the community based prevention services program was implemented. 

Finally, because DSS has decided not to use its staff for low- and 
moderate-risk cases sent to community based prevention services, new DSS 
caseworkers are required to begin their careers with high-risk cases, where 
the opportunity for mistakes due to inexperience may be greater. 
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In-House Case 
Management in 
North Carolina and 
Georgia 

Officials in North Carolina and Georgia indicated that their agencies screen 
referrals into two categories of risk based on information obtained from 
reporters. However, both state officials indicated that their agencies provide 
case management services to lower-risk families. The two states do not 
contract out assessment, case management, and similar functions as South 
Carolina does. According to a North Carolina official, that state has begun a 
pilot program in two counties to send screened-out referrals to private 
providers in those counties to provide case management services for those 
families. 

36. The Department of Social Services should ensure that reports that meet Recommendations the definition of child abuse and neglect in Title 63 of the South Carolina 
Code of Laws are formally investigated. 

37. The Department of Social Services should use only its staff to provide 
case management for community based prevention services. 

Independent 
Review Finds 
Inadequate 
Screenings 

In 2014, the National Resource Center for Child Protective Services 
(NRCCPS) conducted quality assurance reviews of ten county DSS offices in 
South Carolina. It sampled cases from 2013 and 2014. Some of the findings 
from NRCCPS were: 

•	 In 23% (71 of 232) of the cases, a DSS history check was not 
thoroughly completed. 

•	 23% (32 of 140) of CBPS cases did not have their safety assessment 
done at the first face-to-face contact with the family, as required by DSS. 

•	 For 30% (3 of 10) of the cases, a safety risk factor was identified by 
CBPS, but the case was not referred back to DSS, as required. 

•	 78% (7 of 9) of the CBPS cases where high risk was identified were not 
sent back to DSS, as required. 

NRCCPS also concluded that DSS’s screening process could be improved if 
it was done on a central or regional basis. 
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Delayed 
Investigations and 
Inadequate 
Face-to-Face 
Contact 

In 2013, nearly one in four children (24%) whose abuse or neglect reports 
were accepted for investigation were not seen by a caseworker within 
24 hours, as required by DSS policy. In 2013, among the state’s 46 counties, 
the percentage of children not seen within 24 hours ranged from 3% to 39%. 
As a result, there is reduced assurance that abused and neglected children are 
being adequately protected. 

S.C. Code §63-7-920(A)(1) requires DSS to “initiate” investigations of 
reports of abuse and neglect within 24 hours but does not require 
face-to-face contact. Under this less strict requirement, 2.9% of abuse and 
neglect investigations in 2013 were not initiated within 24 hours. Among the 
46 counties, this measure ranged from 0% to 15.5%. 

In addition, DSS allows employees to delay decisions on whether to 
investigate reports for up to 24 hours after they are received. Between 
July 1, 2013 and May 31, 2014, the department delayed decisions for 
866 (3%) of 27,552 reports. 281 decisions during this period were delayed 
for more than 24 hours, 80 of which were later accepted for investigation 
by DSS. 

Recommendation 38. The General Assembly should amend S.C. Code §63-7-920(A)(1) to 
require that investigations of child abuse and neglect include face-to-face 
contact with the victim within 24 hours of the report. 
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Inadequate 
Oversight of 
Abused and 
Neglected 
Children Placed 
With Alternative 
Caregivers 

When there is probable cause to believe that a child is in “imminent and 
substantial danger” from child abuse or neglect, state law authorizes the 
removal of the child from her home and placement in a foster home. To 
ensure the safety of the child and protection of the due process rights of the 
parent(s), state law requires that a formal process of family court hearings 
and oversight be implemented. 

Significantly less oversight is required by state law when a child in similar 
circumstances is removed from her home and placed informally with a 
relative or other person known to the family. DSS refers to these individuals 
as “alternative caregivers.” 

Administratively, DSS provides significantly less monitoring of children 
placed in alternative care than it does for children placed in foster care. 

Oversight Required by 
State Law When a Child 
Is Placed in a Foster 
Home 

According to §63-7-740 (A)(1) of the South Carolina Code of Laws, a family 
court may order that a child be removed from her home and taken into 
“emergency protective custody” without the consent of the parents or 
guardians if “the family court judge determines there is probable cause to 
believe that by reason of abuse or neglect there exists an imminent and 
substantial danger to the child's life, health, or physical safety.” 

Section 63-7-620(A)(1) states that a law enforcement officer may: 

…take emergency protective custody of a child without the 
consent of the child’s parents, guardians, or others 
exercising temporary or permanent control over the child if 
… the officer has probable cause to believe that by reason 
of abuse or neglect the child’s life, health, or physical 
safety is in substantial and imminent danger if the child is 
not taken into emergency protective custody, and there is 
not time to apply for a court order.… 

Section 63-7-620(B)(2) requires DSS to place a child in a foster home or 
shelter after the child has been taken into emergency protective custody if the 
child does not need emergency medical care. 
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After a child has been taken into emergency protective custody by a family 
court judge or a law enforcement officer and after a preliminary investigation 
has been completed by DSS during the following 24 hours, the department is 
authorized by §63-7-660 to assume legal custody of the child. The 
department’s rights as legal custodian include the right to make decisions 
regarding her medical care and schooling. 

The family court is required by §63-7-710 to hold a hearing within 72 hours 
of the child’s removal from his home to hear evidence and determine whether 
there was probable cause for the removal. An additional hearing regarding 
the merits of the removal must be held within 35 days of a removal petition 
from DSS. 

Section 63-7-1620 requires that children in abuse and neglect court 
proceedings be appointed guardians ad litem and that the parents accused of 
abuse or neglect be appointed legal counsel if they are unable to afford it. 
The family court is also required by state law, under §63-7-1680(A), to 
approve a placement plan after an emergency protective custody action. A 
placement plan, in the form of a court order, sets forth the actions that must 
occur before the child is returned home. Under §63-7-1680(K), violation of a 
court-ordered placement plan may result in contempt of court charges and 
sanctions. 

Less Oversight Required 
by State Law When a 
Child Is Placed With an 
Alternate Caregiver 

As an alternative to foster care, §63-7-690 authorizes DSS to place a child 
with a “relative or other person,” referred to by the department as an 
alternative caregiver . The parent(s) from whom the child is removed is 
informed in writing that: 

Without these protective measures, the child would be at 
risk of being removed from the home and placed in foster 
care for the child’s protection during the investigation. 

According to DSS officials, placing a child with a relative or someone known 
to the family instead of a foster parent can minimize disruption in a child’s 
life. 

When an alternative caregiver placement is made, however, state law does 
not require the family court to hold a hearing to determine whether there was 
probable cause for the removal, as would be required if the child were placed 
in a foster home. And, because there are no court proceedings, a guardian ad 
litem for the child and legal representation for the parent(s) are not required. 
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The alternative caregiver assumes physical custody of the child, while the 
parent(s) alleged to have abused or neglected the child retains legal custody, 
including the right to make decisions regarding the child’s medical care and 
schooling. 

Instead of a “placement plan” that would be included in an order from a 
family court judge if the child were in a foster home, DSS implements a 
“safety plan” that is not part of a court order and is not addressed in state law. 
The safety plan is signed by DSS, the parent(s), the alternative caregiver(s), 
and other relevant persons, who agree to take specific actions to protect the 
child, including restrictions on parental visitation. It expires after a maximum 
of 90 days. Following the expiration of the safety plan, DSS may extend the 
alternative caregiver placement. Violation of a safety plan may result in a 
request by DSS to the court for legal custody of the child and placement of 
the child in a foster home. 

Less DSS Monitoring 
When a Child Is Placed 
With an Alternative 
Caregiver 

DSS does not maintain a statewide list of alternative caregivers nor of the 
children placed in their care. 

The department does maintain a list of foster parents and foster children. As 
of January 1, 2014, DSS reported having 3,315 children in foster homes. 
6.2% of the children had been placed by court order in “foster homes” with a 
relative. 

DSS also does not collect data on the rate of abuse and neglect that occurs 
when children are living with alternative caregivers. It does, however, collect 
data on the rate of abuse occurring in foster homes and includes the data in 
its annual report. 

Conclusion When there is probable cause to believe that a child is in imminent and 
substantial danger from child abuse or neglect, state law authorizes removal 
of the child from her home. However, the child will be given a significantly 
different level of oversight depending on whether she is placed in a foster 
home or with an alternative caregiver. 
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Examples of oversight not required when a child is placed with an alternative 
caregiver include: 

•	 A probable cause family court hearing following removal of the child 
from her home. 

•	 Appointment of a guardian ad litem for the child. 

•	 Appointment of legal counsel for parents accused of abuse of neglect if 
they are unable to afford it. 

•	 A court-ordered placement plan. 

•	 DSS maintenance of a list of children placed with alternative caregivers. 

•	 DSS tracking of the rate of abuse and neglect committed by alternative 
caregivers against children placed in their care. 

39. The General Assembly should amend Title 63, Chapter 7, of the South Recommendations Carolina Code of Laws to require similar oversight by the family court 
and the Department of Social Services: 

•	 When a child is taken into emergency protective custody and placed 
in foster care because there is probable cause to believe the child is 
in imminent and substantial danger from abuse or neglect; and 

•	 When a child in similar circumstances is placed with relatives or 
other persons. 

40. The Department of Social Services should develop and maintain a 
statewide list of alternative caregivers, their addresses, their phone 
numbers, and the children placed in their care. 

41. The Department of Social Services should maintain data on the rate of 
abuse and neglect committed by alternative caregivers against the 
children placed in their care. 
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and Use of Performance Measures 

In this chapter, we note a lack of competitive procurement methods by DSS 
when obtaining training, consulting, and other services from outside 
organizations. By selecting providers through a non-competitive procurement 
process, DSS has restricted other qualified providers from offering their 
services. Also in this chapter, we identify ways to improve the department’s 
use of data in managing its child welfare services. Finally, we note that the 
department could improve its processes for determining the root causes of 
underperformance within the organization. 

Non-Competitive 
Contracts 

We reviewed DSS contracts with entities paid to assist the department in 
managing its child welfare services. A contract between DSS and Winthrop 
University for $20 million and two other contracts between DSS and the 
University of South Carolina for $50.8 million were the result of 
non-competitive procurement methods. We also identified an improper DSS 
emergency procurement for $719,000. 

These non-competitive procurement methods reduce the probability that the 
vendors selected were the best combination of quality and price. They also 
can create the perception that contract awards are based on favoritism. 

State Procurement 
Requirements and 
Exemptions 

Section 11-35-1550 of the S.C. Code of Laws requires that purchases 
exceeding $2,500 be made through a competitive procurement method. For 
contracts exceeding $50,000, §11-35-1520 requires a formal, competitive 
sealed bidding process. 

Certain purchases, however, are exempt from the above requirements, 
meaning that state agencies have the option of using competitive or 
non-competitive procurement methods. 

Section 11-35-4840 of the South Carolina Code of Laws contains an 
exemption that states: 

Any public procurement unit may enter into an agreement in 
accordance with the requirements of Articles 5 and 15 of this 
chapter with any other public procurement unit or external 
procurement activity for the cooperative use of supplies or services 
under the terms agreed upon between the parties; provided, that 
such cooperative use of supplies or services shall take place only 
when the public procurement units have good reason to expect the 
cooperative use to be more cost effective than utilizing their own 
supplies and services. 
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A March 22, 1994, State Budget and Control Board exemption to the state 
procurement code states that: 

In accord with Section 11-35-710 of the Consolidated Procurement 
Code, [the Board] delegated to the Office of General Services the 
authority to exempt contracts between state government agencies 
under Section 11-35-4830 and 11-35-4840 for supplies or services 
provided a cost justification is submitted to the Office in advance. 
The following types of contracts between state government agencies 
shall be exempt from the Consolidated Procurement Code and 
submission to General Services is not required: 

(1)	 agreements between state government agencies 
which are mandated by federal or state laws; and 

(2)	 services agreements between state government 
agencies for services authorized by that agency’s 
enabling legislation as its purpose, duty, or mission. 

Non-Competitive 
Memorandums of 
Understanding and 
Agreement 

In 2011, DSS signed a non-binding memorandum of understanding with 
Winthrop University which is potentially worth $20 million. In 2011, and 
again in 2012, DSS signed non-binding memorandums of understanding with 
the University of South Carolina (USC) which is potentially worth 
$50,817,141. Under these agreements, the universities perform a variety of 
tasks for DSS, such as training, technical assistance, and quality assurance of 
programs. Not all of the services pertain to child protective services. 

Although DSS submitted a written cost justification to and obtained approval 
from state procurement officials for the above non-competitive contracts, 
DSS had the option of using competitive procurement methods. It is 
questionable whether cost effectiveness can be ensured by DSS for these 
university contracts without a competitive procurement process. 

In addition, DSS has memorandums of agreement with group homes and 
substance abuse treatment providers around the state. These agreements are 
for the group homes to provide living arrangements for certain children in 
foster care as well as the children’s parent(s), and to provide substance abuse 
treatment for the parent(s). By selecting these providers through a 
non-competitive procurement process, DSS restricted other qualified 
providers from offering their services. 
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Emergency Procurement	 In 2011, DSS entered into an emergency procurement contract with a private 
organization to maximize federal revenues, improve child welfare services, 
and improve economic welfare-to-work services at the agency. The contract 
was for $719,000 over a seven-month period in 2011. This contract did not 
meet the requirements of state law regarding the use of emergency 
procurements. 

State law exempts agencies from using competitive procurement methods 
when goods or services need to be obtained quickly because of an 
emergency. S.C. Regulation 19-445.2110 states that an emergency 
procurement may be used in a “situation which creates a threat to public 
health, welfare, or safety such as may arise by reason of floods, epidemics, 
riots, equipment failures, fire loss, or such other reason….” 

Conclusion By engaging in non-competitive procurement when more than one source 
exists for the good or service and there is not an emergency, DSS is 
precluding other providers from access to state government business. Even 
when allowable under state law, non-competitive procurement may prevent 
the department from getting the best combination of quality and price. 
Non-competitive procurement can also create the perception that the contract 
awards are based on favoritism. 

42. The Department of Social Services should use competitive procurement Recommendations methods when there are multiple sources available for a good or service 
purchase costing more than $2,500 and there is not a legally authorized 
emergency. 

43. The Department of Social Services should comply with state 
procurement laws and regulations. 
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Data 
Improvements 
Needed 

During our review we found instances in which the department does not 
routinely collect or analyze key categories of data on a periodic basis that 
could assist in managing its child welfare services. Also, some of the data the 
agency does produce has not been reliable. Addressing these instances of 
inadequate and unreliable data will improve the analytical capabilities of 
DSS and improve the agency’s ability to monitor improvement. 

DSS does not periodically analyze salaries paid by employers with whom the 
department competes for employees. It also does not collect employee 
training and certification records or maintain a central listing of alternative 
caregivers who care for children removed from their homes due to abuse or 
neglect. 

Examples of unreliable data produced by the department include child abuse 
and neglect deaths and employee turnover. 

Specific recommendations regarding these areas in need of improvement are 
on pages 13, 15, 19, 35, 42, and 56 of this report. 

Insufficient 
Attention to the 
Root Causes of 
Underperformance 

DSS has developed multiple measures of child welfare service performance. 
Although these measures can be useful in quantifying underperformance, the 
department has given insufficient attention to determining the root causes of 
underperformance. As a result, the probability of significant long-term 
improvement may be diminished. 

Performance Measures Used by DSS 

The department has developed performance measures, accompanied by 
numerical goals, for its county child welfare staff. Examples of these 
measures include: 

•	 Percentage of child abuse and neglect investigations that were initiated 
within 24 hours. 

•	 Child abuse and neglect investigations that exceeded the statutory 
maximum of 60 days. 

•	 Instances of abuse and neglect in foster homes, group homes, and child 
care settings. 

•	 Children in child protective services cases who received required monthly 
face-to-face caseworker visits. 

•	 Average number of months spent by foster children in foster care. 

•	 The percentage of foster children with overdue court hearings. 
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Root Cause Analysis 

DSS has not sufficiently addressed the root causes of underperformance in its 
child welfare programs. Examples of potential root causes that have been 
given insufficient attention include inadequate employee qualification 
requirements (see p. 7), a lack of central monitoring of employee training and 
certification (see p. 14), and no maximum employee caseload standards 
(see p. 21). We also found that some of the data used to manage the 
department is unreliable, further impeding management’s ability to determine 
root causes (see p. 60). 

A root cause can be defined as the initial factor(s) or most basic cause(s) in a 
sequence of events leading to a specific outcome. Root cause analysis 
generally focuses more on the systems and processes within an organization 
than specific employees. For a root cause to be relevant to reducing or 
eliminating underperformance, it must be controllable by the organization. 

Effects of Not Focusing on Root Causes 

Insufficient attention to the root causes of underperformance can result in 
disproportionate attention given to secondary causes. For example, a 
company could penalize employees for exceeding production cost limits even 
though a root cause may be the company’s inadequate system of employee 
training. 

In addition, disproportionate attention on the deficiencies of specific 
employees for not meeting numerical goals can cause employees to focus on 
meeting the goals to the detriment of the clients. For example, in reaction to 
management concerns about high production costs, employees may lower 
costs by reducing quality. 

Recommendation 44. The Department of Social Services should ensure that it has a process for 
determining and eliminating root causes when analyzing 
underperformance within its child welfare services. 
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October 2, 2014 
 
 
 
Mr. Perry K. Simpson, Director 
Legislative Audit Council 
1331 Elmwood Avenue, Suite 315 
Columbia, SC 29201 
 
Dear Mr. Simpson: 
 
The Department of Social Services (DSS) acknowledges that challenges currently exist for its child 
welfare services and we share the sense of urgency expressed by so many to solve them.  We welcome the 
assistance of those who would constructively join us our efforts to improve child welfare services and to 
protect the children of South Carolina. 
 
In addition to working with your team, DSS has been engaged in a systematic and comprehensive review 
of its child welfare services (CWS) programs.  We have moved forward with a number of improvements 
developed through our own review and gotten a head start on other improvements sparked by the LAC’s 
work.  
 
Caseloads and the distribution of cases have come up frequently in this process.  In August 2013, DSS 
began analyzing caseloads as part of a larger effort to set caseload standards.  DSS recently submitted 
those proposed standards to the federal Administration for Children and Families (ACF).  Since proposing 
the standards, DSS has initiated an aggressive staffing plan to identify qualified candidates for new 
positions and retain experienced caseworkers.   
 
According to a publication by the Children’s Bureau in 2004, annual turnover rates for child welfare 
caseworkers nationally were between 30 and 40 percent, with the average duration of employment lasting 
less than 2 years.  Accordingly, we are also working to retain caseworkers through new opportunities for 
growth, increased pay, and enhanced supervision.  
 
Below, DSS outlines where it agrees and disagrees with assumptions, analysis, and recommendations 
made in the final report. 
  
Hiring and Training of Child Welfare Staff   
 
Certification  
DSS has identified a Learning Management Systems (LMS) available through State contracts that will 
meet the needs of the agency.  Once this LMS product is implemented, DSS will use it to track 
certification and training, create learning plans, and deliver online training.   
 
Hiring & Training  
In May 2014, DSS developed a comprehensive plan to expedite the process of bringing staff onboard.  
Progress made to date includes: 

 Funded new positions within the existing budget; 
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 Increased hiring across the state; 
 Streamlined the hiring process to allow counties to fill vacancies more quickly;  
 Instituted group interview process for identifying the most qualified candidates for second 

interviews; and 
 Ongoing collaboration with DEW and other agencies  

 
In 2011, DSS began a strong training program for new caseworkers, which provides the knowledge and 
skills necessary for quality services to children and families.  County and regional offices have indicated 
that, upon completion of Child Welfare Basic (CWB) training, caseworkers demonstrate the required 
competencies.  
 
DSS, in partnership with the USC College of Social Work, recently restructured CWB to increase 
capacity for aggressive hiring.  The revised CWB maintains 19 classroom days and content of training, 
but gets caseworkers on the job faster by removing the time between in-class learning sessions.  DSS 
reduced the training from 12 weeks to 6 weeks by removing the time between in-class learning sessions.   
 
With careful attention to retaining quality and consistency, DSS and USC have also more than doubled 
the capacity to deliver CWB, enabling more staff to complete training simultaneously.  The USC 
Children’s Law Center continues to provide excellent trial preparation training for our new staff, a critical 
component of caseworker certification.   
 
Turnover   
Addressing high turnover rates is an important aspect of resolving high caseloads, improving service 
quality, and boosting employee morale.  Turnover for child welfare caseworkers in South Carolina1 and 
across the nation is driven by stress, low salaries, high workload, and inadequate supervision.  It is 
imperative that DSS continue to preserve the skilled and qualified workforce it currently has by 
addressing turnover rates. DSS is working to drive down turnover by: 
 

 Instituting a salary increase for county child welfare caseworkers and supervisors, effective 
November 1, 2014.  New positions hired on or after October 2, 2014 will be on-boarded at the 
new base salary;  

                                                 
1 The LAC report states that the DSS caseworker turnover rate between 2011 and 2013 exceeded 65%.  DSS has concerns about the methodology 
used to arrive at this figure. 
 
The LAC calculated the annual turnover rate for human services caseworkers for 2011 (16.1%), 2012 (23.2%), and 2013 (28.8%) by dividing the 
“number of employees leaving the job” that year (the numerator) by the average number of employees for that year (the denominator). 
 
The LAC then converted these three individual years into a three year total figure.  In doing so, the numerator and denominator were not 
converted to three-year figures in the same manner.  The numerator of 407 represents the sum of the employees leaving for the three years, while 
the denominator of 621.5 appears to represent an average number of employees for the three years. 
 
By using a consistent method for both the numerator and denominator of taking the average number of employees leaving the job in each of the 
three years and dividing it by the three-year average number of employees, the average three-year turnover rate would be approximately 22%, not 
65.5%. 
 
The decision to add numerators for three years appears to be unscientific.  Adding year after year of employees leaving while maintaining an 
average for the number of employees will naturally produce high turnover percentages.  If the LAC were to apply its method to analyze turnover 
for a 5, 10, or 30-year period, they would produce even more inflated numbers, eventually reaching and exceeding 100% as individuals retire and 
otherwise separate from the agency.  
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 Allocating 67 new caseworker assistant positions to counties in November 2014 to provide 
support to frontline practitioners, allowing them to increase their face-to-face time with children 
and families; 

 Implementing new lead worker positions to incentivize exceptional casework and create 
opportunities for advancement for frontline practitioners.  Lead workers will serve as a mentor to 
his/her colleagues and provide leadership within his/her unit; and 

 Continuing to refine a career ladder for child welfare staff in the field and monitor its impact on 
retention. 

 
We also need to improve succession planning for those in leadership.  One third (33.3%) of the county 
directors who left their job departed the agency in retirement, and only 7.4% of county directors who left 
their job did so as the result of a dismissal.  Recognizing that individuals are promoted, advance in their 
career to other jobs, or retire after years of service to the state – the agency should do more to promote 
smooth, staggered transitions in the workforce. 
 
Caseload Management and Distribution of Staff 
In their 2006 review of DSS, the LAC noted that “computing caseload standards is not an exact science, 
and there is currently no universally accepted formula for computing caseloads.”  While this remains true, 
DSS is developing a methodology for calculating child welfare caseloads to measure progress toward the 
caseload goals described above. 
 
DSS has begun to share cases across county lines.  Working across county lines, however, does not 
necessarily amount to equalized workload.  Variables like travel time to monthly visits with each family 
member and child, to parent and child visitation, and to mental health and medical appointments influence 
workload.  Accordingly, workers in counties with significantly differing characteristics, like population 
density or remote population centers, will not have identical caseloads.  Additionally, DSS must maintain 
services in each of the 46 counties to respond in appropriate timeframes.   
 
Child Fatalities 
DSS agrees with the LAC’s statement that data on child maltreatment deaths is not a reliable measure of 
agency performance.  DSS data on child deaths was reported for a different purpose and was never 
purported to be an analysis of all maltreatment deaths in South Carolina.   
 
To enhance public awareness and strengthen prevention efforts, DSS will prepare a written report when 
an investigation results in a determination that child abuse or neglect caused a child fatality or serious 
injury.   
 
Unless release of the report would threaten safety or well-being of, or harm a child, the child’s parents, or 
family, or when releasing the report would impede a criminal investigation or endanger a reporter of child 
abuse or neglect, the information will be published on the agency’s website.  These reports will include:  

 age and gender of the child; description of  any previous child abuse/neglect reports or 
investigations that are pertinent to the fatality or serious injury; the result of any such 
investigations; and the services provided / actions taken by DSS on behalf of the child. 

 
South Carolina Code § 63-7-940 makes use of information contained in “unfounded" reports confidential.  
Access to and use of information in unfounded cases is strictly limited and therefore, reports of child 
fatalities will not include information contained in unfounded reports. 
 
ACF has reviewed DSS’ plans to issue written reports of child fatalities.  ACF advised the agency that the 
Child Abuse Prevention and Treatment Act (CAPTA) anticipates that reports [child fatality] will include 
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information from previous child abuse and neglect reports, even if the report is unfounded, when that 
information is pertinent to the child fatality.  Having received this clarification from the ACF, DSS is 
pursuing an amendment to South Carolina Code § 63-7-940 to make it permissible for the agency to 
include information contained in unfounded reports, if that information is pertinent to the abuse or neglect 
that led to the child fatality. 
 
Reporting, Screening and Investigating Reports of Child Abuse and Neglect 
In 2012, DSS implemented Community Based Prevention Services (CBPS), a statewide initiative 
focusing on families referred DSS that do not meet the threshold definitions of child abuse or neglect or 
substantial risk of harm, and therefore would not trigger an investigation upon intake.  The audit makes 
assertions about two aspects of CBPS that warrant comment: 

 The CBPS program has degraded the agency’s ability to protect children. 
 The private provider network model should be brought in-house to DSS.   

 
Effectiveness of CBPS at Protecting Children  
The LAC’s finding that CBPS has had a negative effect on agency’s ability to protect children is based 
solely on patterns of cases that involved children initially screened out or diverted to other services but 
were later found to be victims of abuse or neglect.  Case reviews and any additional analysis performed 
does not support that DSS initial screenings or referrals were invalid. 
 
When a report is screened out, no services are provided and any additional agency involvement will only 
result if another report is received.  When a report is referred to CBPS, the family receives services from 
mandated reporters who may identify additional risk factors that were not apparent during intake.  When 
additional risk factors are identified, the report is sent back to DSS for investigation.  Reports that are 
returned to DSS, when additional risk factors not apparent at intake are identified, are not automatically 
indicative of a screening error.  
 
By contrast, in their November 8, 2013, report, the South Carolina Joint Citizens and Legislative 
Committee on Children noted that 6.9% of children referred to CBPS were the subject of an indicated 
report within the next six months (page 9).  
 
Under the agency’s traditional model, employees were often faced with the stark choice between taking 
no action on a case and taking action on a case that is not warranted given the facts of a report.  The 
implementation of CBPS provides employees with an alternative that provides at-risk families with 
resources that were previously unavailable.  Despite what the agency sees as clear benefits of CBPS, DSS 
intends to continue comprehensive quality reviews of the program.  
 
CBPS Provider Network and Case Management  
DSS is open to exploring any systemic changes that would have a positive impact on outcomes for 
children and families. The LAC recommends that CBPS services be brought into the agency, instead of 
using a network of private community providers.  This poses several challenges to the agency, which 
should be considered prior to making such a significant program change.   
 
Bringing CBPS into the agency would have the effect of bringing more families ‘into the system’, 
stigmatizing the participants as “DSS-involved families”.  Given that CBPS is a voluntary program, and 
families are more receptive when prevention services are offered by private providers, we believe this 
move would only serve to decrease participation in the program.   
 
Most states that utilize their own staff to provide case management for “lower risk” families have typical 
alternative response (AR) models.  Typical AR models serve families that meet their state's screening 
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criteria for CPS.  However, South Carolina’s model only serves those families that do not meet the State’s 
criteria for CPS investigation.  Even though there are parallels, the skills necessary to effectively serve 
these families are inherently different.  Organizations within the community who already provide similar 
services are qualified and positioned to serve South Carolina’s families whose problems do not rise to the 
level of requiring CPS investigation. 
 
Contracts between DSS and CBPS providers are designed to ensure consistency, accountability and 
quality services through monitoring and oversight processes that parallel quality control processes 
established within DSS. 
  
DSS does not believe that the use of private providers unduly “increases the complexity and 
miscommunication…” associated with cases.  DSS caseworkers routinely engage in multi-agency and 
multi-disciplinary coordination for families that may have instances of disability, poverty, drug and 
alcohol abuse, concurrent criminal investigations, and other stressors that contribute to the complexity 
and risk of a child’s environment.  Put simply, the case coordination and family dynamics of a CBPS 
family are no more or less complex that other families that face DSS involvement. 
 
Before a change in case management for these children and families can be considered, more research 
must be conducted to determine the impact it would have on the children and families served by this 
program.  DSS will continue to seek out research on the outcomes of private vs. public secondary 
prevention services.  
 
Regionalized Intake  
In February of 2014, the National Resource Center for Child Protective Services (NRCCPS) conducted a 
review the agency’s Intake Assessment Tool and found that it contains right factors to determine whether 
the facts indicate a need for an investigation or a prevention services response.  DSS believes that 
improving consistency in the application of this tool depends primarily on improving the consistency and 
quality of training and oversight of intake workers.  In response, DSS has already developed a 
regionalized intake plan that will rely on specialized intake workers and supervisors and will be begin 
implementation January 1, 2015. 
 
Specifically, the regional intake system will: 

 Improve consistency in screening calls at intake by having dedicated staff involved in the intake 
process and by honing the skills of intake practitioners. 

 Improve the speed of accepting and processing referrals; callers will not have to wait to make 
referrals due to lack of available intake practitioners; intake practitioners will enter referrals 
directly into our database, making them instantly available to designated responders (DSS 
investigators and prevention partners). 

 Increase the expertise of dedicated intake practitioners through the provision of mandatory 
training and on-going coaching. 

 Improve the consistency and quality of data in CAPSS for both referrals and resource linkages. 
 Increase the capacity of local management by lessening their scope of practice 

 
Independent Review Finds Inadequate Screenings  
The LAC report discusses the CBPS fidelity review conducted by the NRCCPS.  Although individual 
statistics are presented, the total number of cases reviewed, 303, is not mentioned.  The third and fourth 
bullet points provide percentages without proper context. 
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For instance, in only 10 of the 303 cases reviewed was a safety factor identified by the CBPS provider, 
and in only 3 of those 10 cases did the provider fail to refer the case back to DSS.  This represents less 
than 1% of cases reviewed, not 30%.  Likewise, the review found 7 CBPS cases where high risk was 
identified and the case was not properly sent back to DSS.  This represents 2.3% of the cases reviewed, 
not 78% as reported.  These concerns were expressed to the LAC prior to the publication of the final 
report. 

DSS appreciates the NRCCPS’ continued willingness to work with DSS to improve intake and CBPS, 
and was pleased that their report found that DSS’ intake tool “reflects fidelity.” 

Reporting Child Endangerment  
If a Department of Public Safety (DPS) officer has “reason to believe that a child has been or may be 
abused or neglected as defined in Section 63-7-20”, the officer must report that suspicion to DSS, as 
required by SC Code Section 63-7-310.  In Section 63-7-310, people in certain occupations and 
professions report suspected child abuse and neglect to DSS or law enforcement.  DPS should be allowed 
to use discretion about whether the facts as presented give them “reason to believe that a child has been or 
may be abused or neglected,” as any mandated reporter is expected to do.     
 
CPS Investigations & Face–to-Face Contact  
Face-to-face contact with a child within 24 hours may be an ideal standard but sometimes, despite diligent 
efforts, it cannot be achieved.  Therefore, any statutory change must provide that demonstrating diligent 
efforts to see the child and other activities that initiate a CPS investigation within 24 hours will be 
acceptable when the child cannot be seen.  DSS policies require that staff make every effort to make face-
to-face contact within 24 hours. 
 
Other states’ statutes and policies include the requirement that diligent efforts be utilized and 
documented.  Other states have initiation of investigation standards that range from immediately to five 
calendar days.  
 
Alternative Caregivers  
The LAC is correct when it states that alternative caregiver cases receive a different level of oversight 
than when a child is in foster care.  Dissimilarities in foster care and alternative caregiver cases account 
for the difference in oversight.  The children living with alternative caregivers were taken into emergency 
protective custody.  Custodial rights were returned to the parents (with concurrence of law enforcement) 
because a preliminary investigation by DSS found that the children could be made safe without foster care 
placement.  The safety plan is an agreement that the children would live with the caregiver while DSS 
investigates the case and assesses risk.  Parents can give DSS notice if they no longer agree with the 
safety plan and DSS must negotiate a new plan, take the case to court, or ask law enforcement to assess 
for emergency protective custody, depending on safety or risk factors.   
 
The LAC recommends that these cases receive procedural safeguards, including probable cause hearings.  
Current law allows parents to request a probable cause hearing after return of custody.     

SECTION 63-7-700. Emergency protective custody proceedings.  
(C) If the child is returned to the child's parent, guardian, or custodian following the preliminary 
investigation, a probable cause hearing must be held if requested by the child's parent, guardian, 
or custodian or the department or the law enforcement agency that took emergency protective 
custody of the child.  The request must be made in writing to the court within ten days after the 
child is returned.  A probable cause hearing pursuant to Section 63-7-710 must be scheduled 
within seven days of the request to determine whether there was probable cause to take 
emergency physical custody of the child. 
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The LAC recommends court oversight in all alternative caregiver cases.  Before mandating a probable 
cause hearing and court oversight for all alternative caregiver cases, the General Assembly should 
consider the impact on law enforcement agencies whose officers must testify, the Family Court, Guardian 
ad Litem or CASA programs, SC Commission for Indigent Defense, DSS, and the families involved.  
 
DSS collects information on alternative caregivers in each individual case and agrees with the need to 
improve the aggregate reporting capabilities on this data point.  Efforts to upgrade the case records system 
to enable this capability are already in process.  Once this system is developed, South Carolina will be 
among a very small handful of states leading the nation in the capacity and ability to track outcomes for 
alternative caregivers. 
 
Non-Competitive Contracts, Inadequate Data, and Use of Performance Measures 
Non-Competitive Contracts  
The LAC objected to DSS’ use of cost justification, an exemption from competition, to enter into 
Memoranda of Understanding with the University of South Carolina and Winthrop University.  DSS 
followed a process sanctioned under the state procurement code and the LAC does not find the process 
was used incorrectly.  DSS disagrees with Recommendation 42.  DSS should comply with the state 
procurement code and regulations, (Recommendation 43).  However, DSS should not be restricted from 
properly using procurement methods that are available under state law.   
 
Data Improvements  
DSS agrees that additional data collection and analysis would always be beneficial, and is continually 
working to increase access to relevant data and the capacity to analyze it.  DSS has already initiated some 
of these efforts in the areas of turnover analysis, caseload analysis, more enhanced reporting on 
alternative caregiver placements, and training certification records. 
 
DSS appreciates the times when the LAC received the agency’s feedback and made corrections to the 
report, but instances remain of possible misinterpretation of data and information provided by DSS.   
 
The agency will continue to work with staff and stakeholders to research evidence based best practices to 
resolve the issues raised by this report.   

 
 











Death Statistics for Residents of South Carolina Age 0 to 17 2010‐2012

Cause of Death 2010 2011 2012 2010‐2012

All Causes 687 665 651 2,003

Motor vehicle accidents 61 67 52 180

Congential malformations, deformations and chromosomal abnormalities (Birth Defects) 89 88 84 261

Certain conditions originating in the perinatal period 188 205 208 601

Subtotal 349 305 307 961

Water, air and space and other and unspecified transport accidents 0 0 0 0

Other land transport accidents 0 2 0 2

Falls 2 3 1 6

Accidental poisoning and exposure to noxious substances 4 4 1 9

Accidental exposure to smoke, fire and flames 2 4 4 10

Accidental discharge of firearms 6 5 5 16

Accidental drowning and submersion 16 16 11 43

Suicide (Intentional self‐harm) 15 19 16 50

Homicide (Assault) 30 23 18 71

Other and unspecified nontransport accidents and their sequelae 31 33 51 115

Sudden Infant Death Syndrome 49 45 33 127

All other external causes 10 5 3 18

Nutritional deficiencies 1 0 0 1

Whooping cough 1 0 0 1

Pneumonitis due to solids and liquids (Aspiration) 0 2 0 2

Complications of medical and surgical care 1 1 4 6

Septicemia 7 4 10 21
Cancer (Malignant neoplasms) 30 26 15 71

Diseases of heart 24 22 16 62

Chronic lower respiratory disease 6 10 8 24

Cerebrovascular disease 6 5 9 20

In situ neoplasms, benign neoplasms and neoplasms of uncertain or unknown behavior 8 2 3 13

Anemias 4 3 2 9

Influenza and pneumonia 4 4 1 9

Meningitis 3 1 1 5

Nephritis, nephrotic syndrome and nephrosis 3 0 2 5

Diabetes mellitus 2 0 0 2

Hernia 2 0 0 2

Acute bronchitis and bronchiolitis 0 0 1 1

Atherosclerosis 0 0 1 1

Chronic liver disease and cirrhosis 1 0 0 1

Diseases of appendix 0 0 1 1

Meningococcal infections 0 0 1 1

All other diseases 81 66 89 236

All Causes 687 665 651 2,003

Non‐CFR 338 360 344 1,042

Potential CFR 349 305 307 961

Already Assigned to SLED 193 181 146 520

Potential Additional Cases 156 124 161 441
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October 1, 2014 

 
Via Hand Delivery and Email To: psimpson@lac.sc.gov 
Perry K. Simpson, Director 
South Carolina General Assembly 
Legislative Audit Council 
1331 Elmwood Avenue 
Suite 315 
Columbia, SC 29201 
 

Re: SLED FINAL COMMENTS TO THE LEGISLATIVE AUDIT COUNCIL  
“A Review of Child Welfare Services at the Department of Social Services” 
 

Dear Director Simpson: 
 

I appreciate the opportunity to comment on the Legislative Audit Council’s findings and 
recommendations set forth in the report entitled, “A Review of Child Welfare Services at the 
Department of Social Services.” I believe that there is a no more sacred mission than the 
protection of South Carolina’s children. We at SLED are firmly committed to this worthwhile 
and noble task. Since returning to SLED in 2011, I have focused a significant amount of personal 
attention and resources on SLED’s Department of Child Fatalities. The Department has been 
carefully reviewed and reorganized. Three new lieutenant positions have been added and new 
investigators with skills in child death investigation have been hired and assigned cases.  SLED 
is also in the process of hiring four additional agents for the Department to fill positions granted 
to SLED during the most recent budget cycle. SLED has also engaged the services of an expert 
who is a Board Certified Child Abuse Pediatrician to conduct a monthly review of cases and to 
provide training for all agents assigned to the Department. Accordingly, it is noteworthy that, 
even prior to knowledge of this audit, SLED had taken and had committed to take significant and 
beneficial actions to improve the capability, quality, and processes of the Department in the 
interest of protecting South Carolina’s children.   
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More resources for SLED’s Department of Child Fatalities will also allow the 
Department to continue to improve the processes by which coroner’s reports are submitted and 
the processes by which these submissions are received and handled by the Department. SLED is 
committed to enhancing the Department’s communication with South Carolina’s coroners and 
their staffs because we believe a better working rapport between the Department and the 
individual coroners’ offices is beneficial to all.  The ultimate goal of these actions is to insure 
that all required child fatalities are reported and that all such reports by coroners ultimately 
appear in the Department’s database so that the Department and the State Child Fatality 
Advisory Committee can review these cases.   
 
 In response to specific findings in this report, SLED notes the following:  On Page 36 of 
this report the Council found that “Not all violent, unexpected, and unexplained child fatalities 
are being reported and reviewed, as required by law.”  The report also identifies 152 such child 
fatalities “for which the State Law Enforcement Division did not have a report from a county 
coroner, but which appeared to meet the criteria set forth in the law.”  It is noted on Page 36 that 
“[i]n 104 cases, it appears the child deaths were not reported by the coroners as required by state 
law, while in 48 cases, there is evidence to indicate that the fatalities were reported by the 
coroners” that were not in the database.  However, on Page 48, it is more accurately noted that: 
 

[i]n the 48 cases that appear to have been reported, coroners provided 
documentation indicating that they had faxed the child fatality information to 
SLED.  For other fatalities, reports were e-mailed to SLED staff, either central 
office administrative staff or the local agent assigned to SLED’s Special Victim’s 
Unit.  Other reports were mailed to SLED.  However, during this time period, the 
reporting process did not include confirmation of receipt by SLED, nor was it 
standard practice among coroners to retain documentation confirming the 
fatalities were reported to SLED.  Therefore, in many instances, it is not possible 
to confirm SLED received the reports. 

 
SLED takes issue with any implication, intentional or unintentional, that SLED’s 

Department of Child Fatalities did in fact actually receive each of these 48 coroner attempts to 
submit the required information and that the Department simply failed to properly process this 
submission. There is no actual evidence or proof that the Department did, in fact, receive each 
attempt made by a coroner to submit the required information.  SLED does not dispute the 
contentions of the coroners who indicate that they did, in fact, make good faith attempts to send 
the required information to the Department.  However, these assertions are simply not evidence 
that SLED’s Department of Child Fatalities did in fact receive each and every one of these 48 
attempts and did not enter the information into the database.  As such, any implication in this 
report, intentional or unintentional, that SLED’s Department of Child Fatalities did, in fact, 
actually receive each of these 48 cases is unfounded.  As noted on Page 48, it is simply not 
possible to confirm that the Department of Child Fatalities received these reports. 
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 However, it is noteworthy that even before this audit, SLED had already taken significant 
strides in alleviating the potential that cases could go unreported in the future. The Department 
has streamlined the preferred submission form for coroners to use and the Department has also 
created a uniform email address for the entire Department.  This email address is also now 
accessible to multiple individuals within the Department to further insure proper processing of 
coroner submissions.  SLED is also working with and through the South Carolina Coroner’s 
Association to communicate uniform messages to the coroners regarding the use of the 
streamlined form and the updated email address.  The Department also intends to meet with each 
coroner face to face to discuss the updated processes for submitting and confirming receipt of 
reports and to facilitate better communication between the Department and the coroners. Some 
of these face to face meetings have already occurred. 
 

SLED is committed to working with the coroners to develop a verification process 
whereby coroners can confirm that the Department has, in fact, received all attempted 
submissions.  On any future email submission to the Department’s email address, a response 
email from the Department confirming receipt will be generated.  On all other submissions (i.e. 
those sent via fax or U.S. mail), SLED would like to receive a follow up telephonic 
communication from the coroner’s office to confirm that Department did receive the fax or 
mailing.  SLED will continue to work on the implementation of these practices with the 
individual coroners.   

 
SLED also intends to better educate the coroners to dispel assumptions that SLED’s 

involvement in a particular case negates a coroner’s reporting requirements to the Department of 
Child Fatalities.  This is mentioned on Page 37 of the report as a reason that some coroners did 
not report child fatalities to the Department.  It is noteworthy that the Department typically does 
not report to each scene of a child death.  SLED has units that respond to crime scenes, such as 
SLED’s Crime Scene Unit or SLED’s regional agents; however, such responses do not constitute 
the required notice to the Department of Child Fatalities.  That said, the Department’s increased 
internal quality control and the Department’s increased communication and training with South 
Carolina’s coroners should insure that all cases are reported and received in accordance with the 
law and SLED is committed to taking the necessary action to accomplish such. 

 
Furthermore, the Council’s Recommendation 28 is that the “State Law Enforcement 

Division and the State Child Fatality Advisory Committee should review the training provided to 
coroners on the reporting of child fatalities to ensure that information is provided on which 
fatalities are to be reported and what procedure is to be followed for the reporting of the 
fatalities.”  To that end, SLED and its’ Department of Child Fatalities, are firmly committed to 
working with the State Child Fatality Advisory Committee, the South Carolina Coroner’s 
Association, and with the individual coroners to improve the training.  Moreover, SLED intends 
to make any employee of SLED available to conduct any training that may be requested by a  
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coroner or by the South Carolina Coroner’s Association.  Accordingly, SLED agrees with this 
recommendation. 
 

In regard to Recommendation 26, in which the Council recommends that the “State Law 
Enforcement Division and the Department of Health and Environmental Control [“DHEC”] 
should establish a system from cross checking child fatalities in the state to ensure that all 
fatalities are being properly reported”, SLED agrees, and continues to work with DHEC on the 
implementation of a system whereby DHEC would transmit information to SLED’s Department 
of Child Fatalities (“Department”) as soon as is practicable so that the Department can insure 
that all required child deaths are properly reported. To that end, communications regarding the 
implementation of this system have involved employees at all levels of each agency, including 
each agency head. SLED has begun receiving monthly reports, which is already above and 
beyond the quarterly reporting that was discussed on Page 40 this report.  SLED would also like 
to take this opportunity to thank DHEC, and Director Templeton for the tremendous assistance 
that has been provided to date and has been committed moving forward. 
 
 With regard to Recommendation 27, which is that the “State Law Enforcement Division 
should review the 152 child fatalities which either were not reported, or for which there is no 
record of a report, to determine if a case should be opened or whether they can be closed without 
further investigation”,  SLED agrees and SLED’s Department of Child Fatalities has begun 
reviewing and will review each of the 152 child fatalities noted in this report.  As of the date of 
this letter, the Department has opened 115 of these cases. 
 
 In conclusion, SLED gratefully acknowledges the efforts of the Legislative Audit 
Council. We appreciate the recommendations included in this report regarding SLED and 
SLED’s Department of Child Fatalities.  As stated before, there is no more sacred a mission than 
the protection of South Carolina’s children. To that end, as early as 2011, SLED had begun 
staffing additions and implementing streamlined processes that address and should exceed the 
recommendations in this report.  SLED is committed to continually enhancing our capabilities, 
quality, and processes for the provision of justice for children in South Carolina.  
  
 

 
 



 
 

 

           October 1, 2014 
 
 
By Hand Delivery and E-mail 
Perry K. Simpson, Director 
South Carolina Legislative Audit Council 
1331 Elmwood Avenue, Suite 315 
Columbia, South Carolina 29201 
 

Re:  DHEC Comments to LAC Report Entitled “A Review of Child Welfare Programs at 
the Department of Social Services” 

 
Dear Mr. Simpson: 
 

Pursuant to your letter of September 24, 2014, the South Carolina Department of Health 
and Environmental Control (“DHEC”) has reviewed the excerpt entitled, “Chapter 4 – Child 
Fatalities,” from the Legislative Audit Council’s (“LAC”) report entitled,  A Review of Child 
Welfare Programs at the Department of Social Services. As requested, DHEC has prepared 
comments to the report. DHEC’s comments are enclosed herewith. In the event the LAC requires 
additional information concerning these comments, please let us know. 
 

Sincerely, 
 

                 
 

Catherine B. Templeton 
 
Encl. 
 
 
 



 

SOUTH CAROLINA DEPARTMENT OF HEALTH  
AND ENVIRONMENTAL CONTROL 

 
COMMENTS CONCERNING LEGISLATIVE AUDIT COUNCIL’S REPORT ENTITLED A 

REVIEW OF CHILD WELFARE PROGRAMS AT THE DEPARTMENT OF SOCIAL SERVICES 

The Department of Health and Environmental Control (“DHEC”) appreciates the opportunity to 
provide information to the Legislative Audit Council (“LAC”) to further the LAC’s review of 
Child Welfare Programs at the Department of Social Services, particularly as those programs 
relate to child fatalities in South Carolina. While DHEC is not charged with monitoring child 
deaths and is not statutorily required to report child deaths to the South Carolina Law 
Enforcement Division (“SLED”), DHEC is committed to providing as much information as 
possible to assist SLED in determining whether coroners are reporting suspicious child deaths to 
SLED as the coroners are required to do by law. In June of 2014, SLED requested that DHEC 
begin providing statistical information to SLED related to death certificates in which coroners 
note suspicious deaths to use as a check on the information currently provided by coroners.  
Since that time, DHEC and SLED have been working cooperatively to establish a system which 
will allow SLED to cross-reference information received from coroners to ensure coroners are 
reporting suspicious child fatalities in accordance with statutory requirements. DHEC has begun 
providing this information to SLED and looks forward to continuing to assist SLED in this way. 





Motor	Vehicle	Child	Traffic	Deaths	Not	Reported	to	the	SCFAC	

“The	SCFAC	also	does	not	receive	information	on	fatalities	where	the	child	victim	was	not	
restrained,	the	driver	was	under	18,	or	the	fatality	resulted	from	being	in	a	hot	vehicle.”		

Final	comment	from	DPS,	regarding	the	aforementioned	statement:	

As	tragic	as	those	deaths	are,	children	who	die	as	a	result	of	being	left	unattended	in	a	hot	
(parked)	vehicle	are	not	classified	as	traffic	fatalities.	Such	cases	would	be	referred	to	the	
appropriate	local	law	enforcement	agency	or	sheriff’s	department	for	investigation.	

As	noted	on	Page	44	of	the	Legislative	Audit	Council	report,	DPS,	in	response	to	the	initial	
LAC	inquiry,	conducted	a	policy	review	which	resulted	in	changes	to	ensure	that	DSS	would	
be	notified	of	all	child	endangerment	charges	and	that	SCFAC	would	receive	timely	reports	
on	all	traffic	fatalities	involving	persons	under	the	age	of	18.			

DPS	has	implemented	the	policy	and	procedure	changes	to	ensure	all	statistical	
information	regarding	traffic	fatalities	and	fatal	crashes	involving	persons	under	the	age	of	
18	are	reported	to	the	SCFAC.		

Policy	and	Procedure	for	Reporting	Motor	Vehicle	Traffic	Fatalities	for	Persons	
Under	the	Age	of	18	

	

Policy	

The	Office	of	Highway	Safety	and	Justice	Programs	(OHSJP),	a	division	of	the	South	Carolina	
Department	of	Public	Safety	(SCDPS),	will	report	all	traffic	fatalities	for	persons	under	the	
age	of	18	(hereto	forward	known	as	“child	traffic	fatality”)	to	South	Carolina’s	State	Child	
Fatality	Advisory	Committee	(SCFAC).	

Procedure	

1. On	each	business	day,	an	Analyst	in	the	Fatality	Analysis	Reporting	System	(FARS)	
section,	housed	within	OHSJP,	will	examine	all	available	resources	for	the	purpose	of	
identifying	child	traffic	fatalities.	
	

2. On	each	business	day,	within	24	hours	of	identifying	a	child	traffic	fatality,	the	FARS	
Analyst	will	provide	the	SCFAC	designee		the	following	information	for	child	traffic	
fatalities,	when	available:		first,	middle	and	last	name	of	deceased,	date	of	birth,	date	
of	collision,	date	of	death,	county	of	collision,	investigating	jurisdiction,	seating	
location,	and	restraint	usage.		A	copy	of	the	collision	report	(TR‐310)	form	will	be	
provided	to	the	SCFAC	designee	as	soon	as	it	becomes	available.		The	FARS	Analyst	



will	also	provide	a	copy	of	this	information	and	collision	report	form	to	SCDPS’s	
Department	of	Social	Services	(DSS)	liaison.	
	

3. By	the	10th	day	of	each	month,	the	FARS	Analyst	will	provide	to	the	SCFAC	designee	
a	reconciliation	report	for	child	traffic	fatalities	that	occurred	during	the	previous	
month.		The	reconciliation	report	will	include	the	following	information	for	child	
traffic	fatalities:		first,	middle	and	last	name	of	deceased,	date	of	birth,	date	of	
collision,	date	of	death,	county	of	collision,	investigating	jurisdiction,	seating	
location,	restraint	usage,	and	collision	report	form	completion/submittal	status.		
The	FARS	Analyst	will	also	provide	a	copy	of	the	reconciliation	report	to	the	SCDPS’s	
DSS	liaison	
	

	

Please	see	the	table	below	for	information	regarding	traffic	fatalities	and	fatal	crashes	
involving	persons	under	the	age	of	18	from	2010‐2014,	as	of	August	17,	2014.		The	table	
represents	fatalities	by	person	type:		either	the	driver	or	non‐driver.		Non‐driver	status	can	
include	motor	vehicle	occupants,	pedestrians,	or	bicyclists,	etc.		

Table	1:		Traffic	Fatalities	for	Persons	under	the	Age	of	18,	2010‐2014	(2013	&	2014	
data	are	preliminary)	

	
Person	Type	 Number	Killed											

(Under	Age	18)	 Percentage	
Driver	 75	 32.2%	
Non‐Driver*	 158	 67.8%	
Total	 233	 	
*Includes	motor	vehicle	occupants,	pedestrians,	bicyclists,	etc.	
	

	

Motor	Vehicle	Child	Traffic	Deaths	Not	Reported	to	the	SCFAC	

“DPS	investigates	all	motor	vehicle	traffic	deaths	but	does	not	report	statistics	to	the	SCFAC	
regarding	child	deaths.”	

Final	comment	from	DPS,	regarding	this	statement:	

As	noted	in	our	previous	response,	DPS	does	not	investigate	all	motor	vehicle	traffic	deaths.	
As	illustrated	below,	there	were	one	hundred	ninety‐six	(196)	fatal	collisions	resulting	in	a	



fatality	of	a	driver	or	occupant	under	the	age	eighteen	(18).	DPS	investigated	87.8%	of	
these	fatal	collisions	and	local	law	enforcement	agencies	investigated	12.2	%.		

While	DPS	receives	all	collision	reports	(TR‐310)	from	local	agencies,	the	department	does	
not	investigate	all	fatal	collisions.	Information	from	collision	reports	received	by	DPS	from	
local	law	enforcement	agencies	regarding	traffic	fatalities	and	fatal	crashes	involving	
persons	under	the	age	of	18	will	be	reported	to	the	SCFAC	as	outlined	in	the	Policy	and	
Procedure	for	Reporting	Motor	Vehicle	Traffic	Fatalities	for	Persons	Under	the	Age	of	18	
policy	above.		

	

This table represents fatal collisions by investigating jurisdiction	

Table 2:  Fatal Collisions for Persons under the Age of 18 by Investigating Jurisdiction Type 
2010‐2014 (2013 & 2014 data are preliminary) 
 

Investigating 
Jurisdiction 

Number of Fatal Collisions 
(Under Age 18)  Percentage 

SCHP  172  87.8% 

Non‐SCHP  24  12.2% 

Total  196   

 

Recommendations		

33.	The	Department	of	Public	Safety	should	implement	a	procedure	to	ensure	that	all	
parents	or	legal	guardians	charged	with	child	endangerment	are	reported	to	the	
Department	of	Social	Services.	

Final	recommendation	from	DPS:	

DPS	will	continue	to	review	and	evaluate	its	policies	and	procedures	to	protect	our	most	
vulnerable	population	who	are	subjected	to	abuse	and	neglect.	Based	upon	this	review	
which	was	conducted	in	conjunction	and	in	coordination	with	the	Legislative	Audit	Council,	
DPS	implemented	policy	revisions	effective	August	8,	2014,	that	significantly	impacted	
operational	procedures	regarding	Department	of	Social	Services	(DSS),	reporting	
requirements	for	individuals	charged	with	child	endangerment.	

This	policy	revision	facilitated	the	creation	of	a	DSS	liaison	officer	for	the	department	and	
solidified	reporting	procedures	for	all	DPS	law	enforcement	officers,	by	establishing	
partnerships	with	local	DSS	representatives	within	each	enforcement	Troop	throughout	
the	state.				These	procedures	mandate	the	completion	of	specific	reporting	documents,	to	
include	a	SCDPS	incident	report	and	a	Child	Custody	Transfer	Report	in	all	situations	where	



an	individual	is	charged	with	Child	Endangerment	or	the	officer	observes	evidence	of	abuse	
or	neglect.		

Policy	revisions	have	also	enhanced	DPS	notification	procedures	to	DSS,	by	establishing	a	
uniformed	time	frame	of	twenty‐four	(24)	hours	for	DPS	officers	to	notify	the	local	DSS	
representative	and	provide	him/her	with	a	copy	of	the	incident	report	and	child	custody	
transfer	report,	whenever	an	individual	is	charged	with	child	endangerment.		The	DPS	
officer	completing	the	notification	process	will	document	the	date,	time	and	DSS	
representative	receiving	the	reports.		The	completed	reports	are	then	forwarded	to	the	
department’s	DSS	liaison	officer	for	review	and	dissemination.		This	process	will	cultivate	
and	foster	the	partnerships	established	by	the	DPS	policy	revision	and	encourage	
productive	information	sharing.		

In	conclusion,	while	DPS	has	never	comprised	the	safety	or	welfare	of	a	child,	the	
department	will	continually	review	and	evaluate	existing	policies	and	procedures	to	
protect	our	most	vulnerable	population,	our	children,	to	ensure	their	safety	and	welfare.		

It	is	important	to	note	DPS	is	only	able	to	report	those	individuals	charged	by	the	agency’s	
law	enforcement	divisions,	which	unfortunately	may	not	include	“all”	individuals	charged	
with	child	endangerment.	As	an	example,	in	2013,	more	than	27,000	cases	of	driving	under	
the	influence	were	made	in	South	Carolina.	Of	that	number	15,000	plus	were	made	by	DPS,	
which	leaves	some	12,000	DUI	cases	made	by	local	law	enforcement	agencies	and	sheriff’s	
departments	‐‐	any	number	of	which	may	have	included	child	endangerment	charges.		
Amending	section	56‐5‐2947	of	the	South	Carolina	Code	of	Laws	to	require	all	state	and	
local	law	enforcement	agencies	to	report	to	DSS	all	child	endangerment	charges	should	
provide	a	more	comprehensive	picture	of	the	extent	of	the	problem.		

Final	recommendation	from	DPS:	

It	is	further	recommended	that	a	DPS	representative	could	be	added	to	the	State	
Child	Fatality	Advisory	Committee	by	amending	section	63‐11‐1930	of	the	South	
Carolina	Code	of	Laws.	
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A Review of Child Welfare Services 
at the Department of Social Services L A C 
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INTRODUCTION 

Members of the S.C. General 
Assembly asked the Legislative 
Audit Council to review child 
welfare services, procurement, 
and agency management at the 
Department of Social Services. 

Child welfare services focus on 
protecting children under the 
age of 18 from abuse and 
neglect. Examples of these 
services include: 

• Assessment of abuse and 
neglect reports. 

• Family preservation services. 
• Foster care. 
• Alternative care.  
• Adoption. 
• Community based services. 

DSS is based in Columbia with 
5 regional offices and 46 county 
offices. For FY 12-13, the 
department's reported spending 
was approximately: 

CHILD PROTECTIVE SERVICES 
$34.3 million 

FOSTER CARE 
$68.9 million 

ADOPTIONS 
$30.0 million 

Federal funds comprised 
approximately 54% of these 
expenditures. 

MAJOR FINDINGS 

THROUGH ITS CHILD WELFARE SERVICES, DSS HAS THE GOAL OF 

PROTECTING CHILDREN FROM ABUSE AND NEGLECT. AGENCY STAFF 

ARE REQUIRED TO OPERATE IN A COMPLEX, HIGH-STRESS ENVIRONMENT, 
ACCOMPANIED BY POTENTIALLY SEVERE CONSEQUENCES FOR CHILDREN 

WHEN MISTAKES ARE MADE. 

#	 DSS has not ensured that its workforce is well-qualified and 
compensated competitively when compared with similar positions 
in South Carolina and other states. 

#	 South Carolina has child welfare caseloads that are excessive and 
inequitable from county to county. 

#	 There is not an adequate system for screening, investigation, 
treatment, and placement of children in safe homes when abuse 
and neglect are reported. 

#	 Data on child maltreatment deaths, particularly those with prior 
DSS involvement, is not reliable and should not be used as a 
measure of agency performance. 

#	 Not all violent, unexpected, and unexplained child fatalities are 
being reported and reviewed, as required by law. 



 

 

 

  

      

 

      

INADEQUATE QUALIFICATIONS AND COMPENSATION OF COUNTY CHILD WELFARE STAFF 

DSS does not require that new caseworkers have college degrees in social work or a behavioral science, nor does
 
it, as an alternative, require previous relevant experience. As a result, there may be a decreased ability of new
 
caseworkers to effectively assess and respond to child abuse and neglect. The department has unclear policies
 
regarding training and certification for caseworkers after they have been hired. It also does not maintain central
 
records that document whether caseworkers have been trained and certified. 


The salaries of county child welfare employees are not competitive with the salaries paid by other employers,
 
making it more difficult to recruit and retain qualified staff.
 

DSS has publicly reported inaccurate employee turnover data. In addition, the state government information
 
system does not contain the data necessary to accurately calculate employee turnover. LAC calculations show that
 
the DSS caseworker turnover rate over a three-year period from 2011–2013 exceeded 65%. The county director
 
turnover rate over a four-year period from 2011–2014 exceeded 58%. High turnover of county staff reduces the
 
average level of experience, increasing the probability of mistakes.
 

When a caseworker leaves DSS employment, it can take up to nine months to hire and train her replacement. This
 
extended period can increase the caseloads of the remaining workers, reduce the quality of services they provide,
 
and lead to additional resignations.
 

EXCESSIVE CASELOADS 

Until June 2014, the department did not have maximum caseload standards for its caseworkers, which we 
recommended in 1985 and 2006. Although the department recently established caseload standards, it reports not 
having sufficient staff to meet the standards. The following table shows the percentage of county caseworkers 
whose caseloads exceeded the standards recommended by the Child Welfare League of America (CWLA) and the 
new standards developed by DSS. 

Statewide, 19.3% of caseworkers were assigned more than 50 children, 11.3% had more than 60 children, and 
2.8% had more than 75 children. 

MAY 2014 

PERCENTAGE OF 
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52.7% 27.3% 8.8% 1.8% 57.8% 38.5% 21.9% 11.3% 

Source: LAC based on DSS data 
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INEQUITABLE CASELOADS BETWEEN COUNTIES
 

Caseloads vary significantly between counties, reducing the likelihood of equitable protection of abused and 
neglected children across the state. 

MAY 2014 

COUNTIES WITH THE LOWEST AND HIGHEST 

PERCENTAGES OF CASEWORKERS WHOSE 

CASELOADS EXCEEDED CWLA STANDARDS 

COUNTIES WITH THE LOWEST AND HIGHEST 

PERCENTAGES OF CASEWORKERS WHOSE 

CASELOADS EXCEEDED DSS STANDARDS 

COUNTY POPULATION 

>100,000 
COUNTY POPULATION 

<30,000 
COUNTY POPULATION 

>100,000 
COUNTY POPULATION 

<30,000 

DORCHESTER 

COUNTY 

AIKEN 

COUNTY 

UNION, ABBEVILLE, 
FAIRFIELD, SALUDA, 

BAMBERG, CALHOUN, 
ALLENDALE, MCCORMICK 

COUNTIES 

HAMPTON 

COUNTY 

BEAUFORT 

COUNTY 

AIKEN 

COUNTY 

ABBEVILLE, BAMBERG, 
ALLENDALE, MCCORMICK 

COUNTIES 

HAMPTON 

COUNTY 

40.0% 85.7% 0.0% 66.7% 45.5% 92.9% 0.0% 66.7% 

Source: LAC based on DSS data 

UNRELIABLE CHILD FATALITY STATISTICS FROM DSS 

We found that data provided by DSS to the General Assembly and the public regarding child maltreatment deaths, 
particularly those with prior DSS involvement, is not reliable and should not be used as a measure of agency 
performance. 

The department’s child death statistics are not the result of an exhaustive search for maltreatment deaths and 
include some deaths unrelated to maltreatment. 

INCOMPLETE CHILD FATALITY DATABASE 

State law requires that county coroners report violent, unexpected, and unexplained child fatalities to the 
State Law Enforcement Division (SLED). From 2009 through 2013, however, we identified 152 fatalities in 
those categories that were not in the SLED database. 

INADEQUATE SCREENING OF REPORTS OF ABUSE AND NEGLECT 

When DSS receives reports of child abuse and neglect, they are investigated, screened out, or referred to 
community based prevention services. Currently, DSS screens abuse and neglect in each of South Carolina’s 
46 counties. Central or regional screening could increase the thoroughness and consistency of the process across 
the state. 

Although state law requires that DSS initiate an investigation of child abuse or neglect within 24 hours of 
receiving a report, there is no legal requirement that face-to-face contact be made with the child. In 2013, 
almost one in four children whose abuse or neglect reports were accepted for investigation were not seen by DSS 
within 24 hours. In addition, DSS allows county staff who screen abuse and neglect reports to delay the decision 
on whether to investigate for up to 24 hours after a report is received. Between July 1, 2013 and May 31, 2014, 
the department delayed decisions on 281 reports for more than 24 hours, 80 of which were later accepted for 
investigation by DSS. 
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IMPLEMENTATION OF COMMUNITY BASED PREVENTION SERVICES (CBPS) 

In FY 11-12, DSS implemented a program, in which parents reported to have abused or neglected a child are 
offered community based prevention services when the department determines that an investigation is not 
warranted because there is not “substantial risk” of harm to the child. From FY 10-11 through FY 12-13, the 
number of children receiving CBPS services increased from 0 to 23,198. Although we do not recommend that the 
CBPS program be discontinued, we found that the manner by which DSS has implemented the program has 
caused a significant decline in the number of children included in abuse and neglect investigations and has placed 
them at greater risk. 

When looking at positive effects of the CBPS program, we found evidence that many of the children whose 
families received CBPS services would have been screened out prior to implementation of the program because 
the department deemed them not to be at substantial risk of harm from abuse and neglect. From 
FY 10-11 through FY 12-13, the number of children in abuse and neglect reports that were screened out decreased 
by 10,920 (54.4%). 

We also found significant negative effects of the CBPS program. There is evidence that many of the children 
whose families received CBPS services would have, instead, been included in abuse and neglect investigations 
prior to implementation of the program. From FY 10-11 through FY 12-13, there was a 12,839 (33.7%) decrease 
in the number of children included in child abuse and neglect investigations and a 1,186 (10.4%) decrease in the 
number of children included in founded reports following investigations. The probability that a child in a report of 
abuse or neglect would be included in a DSS investigation declined from 65.5% to 43.9%. And the probability 
that a child listed in a report of abuse or neglect would be included in a founded investigation declined from 
19.5% to 17.7%. 

NUMBER OF CHILDREN IN DSS ABUSE AND NEGLEC

SORTED BY DSS SCREENING DECISION 

T REPORTS 

FISCAL YEAR 
CHANGE 

FROM 

SCREENING DECISION 
08-09 09-10 10-11 11-12 12-13 

FY 10-11 
THROUGH 

FY 12-13 

Screened Out 18,610 
(33.1%) 

19,061 
(32.1%) 

20,080 
(34.5%) 

16,694 
(29.1%) 

9,160 
(15.9%) 

-10,920 
(-54.4%) 

Accepted for Investigation 
by DSS 

37,534 
(66.9%) 

40,378 
(67.9%) 

38,120 
(65.5%) 

34,037 
(59.2%) 

25,281 
(43.9%) 

-12,839 
(-33.7%) 

Sent to Community-Based 
Prevention Services* - - - 6,720 

(11.7%) 
23,198 
(40.2%) 

-

TOTAL CHILDREN 
56,144 59,439 58,200 57,451 57,639 -561 

(-1.0%) 

Founded for 
Abuse/Neglect 

After Investigation 

12,358 
(22.0%) 

11,832 
(19.9%) 

11,372 
(19.5%) 

11,682 
(20.3%) 

10,186 
(17.7%) 

-1,186 
(-10.4%) 

*	 The Community Based Prevention Services Program was implemented statewide on 
June 1, 2012. 

Source: DSS 
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In addition, from FY 10-11 through FY 12-13, the number of children who became victims of abuse and neglect 
after being screened out or referred to CBPS in the previous 12 months increased from 1,173 to 2,508 (114%). 

NUMBER OF CHILDREN WHO BECAME VICTIMS OF 

ABUSE OR NEGLECT AFTER BEING SCREENED OUT 

OR REFERRED TO CBPS IN THE PREVIOUS 12 MONTHS 

FISCAL YEAR 

VICTIMS 

PREVIOUSLY 

SCREENED OUT 

VICTIMS 

PREVIOUSLY 

REFERRED TO CBPS 
TOTAL 

08-09 1,260 NA 1,260 

09-10 1,398 NA 1,398 

10-11 1,173 NA 1,173 

11-12 1,269 219 1,488 

12-13 702 1,806 2,508 

Source: DSS 

INADEQUATE OVERSIGHT OF CHILDREN PLACED WITH ALTERNATIVE CAREGIVERS 

State law authorizes removal of a child from her home when there is probable cause to believe that the child is in 
imminent and substantial danger from child abuse or neglect. However, the child will be given a significantly 
different level of oversight depending on whether she is placed in a foster home or in “alternative care” with a 
relative or another person. 

FOSTER HOME PLACEMENTS 

State law and DSS provide a structured oversight process when a child believed to be in “imminent and 
substantial danger” is removed from her home and placed in a foster home. 

For example, state law requires a family court hearing within 72 hours after a child is taken into “emergency 
protective custody” to determine whether there was probable cause for the removal. A family court hearing 
regarding the merits of the removal must be held within 35 days of a removal petition from DSS. A guardian ad 
litem is appointed by the court to monitor the case and to advise on what is best for the child, and legal 
representation is appointed for the parent(s) if she cannot afford it. The court also issues an order with a 
“placement plan” setting forth the actions that must occur before the child can be returned home. Under state law, 
violation of a court-ordered placement plan may result in contempt of court charges with sanctions. 

DSS issues licenses to foster homes and reports statewide statistics on the extent of abuse and neglect perpetrated 
by foster parents. 

ALTERNATIVE CAREGIVER PLACEMENTS 

State law and DSS provide only limited oversight when a child believed to be in “imminent and substantial 
danger” is removed from her home and placed in “alternative care” with a relative or other person. 

For example, state law does not require a family court hearing to determine whether there was probable cause to 
remove the child from her home. State law also does not require the appointment of a guardian ad litem for the 
child or legal representation for the parent(s) if she cannot afford it. 
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Instead of a “placement plan” that would be included in an order from a 
family court judge if the child were in a foster home, DSS implements a 
“safety plan” that is not part of a court order and not addressed in state law. 
The safety plan is signed by DSS, the parent(s), the alternative caregiver(s), 
and other relevant persons, who agree to take specific actions to protect the 
child, including restrictions on parental visitation. It expires after a maximum 
of 90 days. Following the expiration of the safety plan, DSS may extend the 
alternative caregiver placement. Violation of a safety plan may result in a 
request by DSS to the court for legal custody of the child and placement of 
the child in a foster home. 

DSS does not maintain a statewide list of alternative caregivers nor of the 
children placed in alternative care. The department also does not report data 
on the extent of abuse and neglect committed by alternative caregivers 
against children placed in their care. 

NON-COMPETITIVE CHILD WEFARE CONTRACTS 

DSS entered into non-competitive contracts of approximately $71 million 
with two state universities. The department also made a non-competitive 
“emergency” procurement of $719,000 that did not meet the definition of an 
emergency under state law. Non-competitive procurement methods: 

# Restrict other qualified providers from offering their services. 
# Reduce the probability that the providers selected are the best 

combination of quality and price. 
# Can create the perception that contract awards are based on favoritism. 

INADEQUATE DATA AND USE OF PERFORMANCE MEASURES 

The department does not routinely collect key categories of performance data 
on a periodic basis. Examples include salaries paid by employers with whom 
the department competes for employees, training and certification records, 
and a central listing of alternative caregivers who care for children removed 
from their homes due to abuse or neglect. In addition, some of the data 
reported by the department is unreliable, such as child abuse and neglect 
deaths and employee turnover. 

DSS has developed multiple measures of child welfare service performance. 
Although these measures can be useful in quantifying underperformance, the 
department has given insufficient attention to determining systems and 
processes that may be root causes of underperformance. Examples of root 
causes could include, but would not be limited to, excessive caseloads, 
inadequate employee qualifications, and inadequate training, as described 
above. Without addressing root causes, the probability of significant 
long-term improvement may be diminished. 

FOR MORE 
INFORMATION 

Our full report, 
including comments from 

relevant agencies, is 
published on the Internet. 

Copies can also be obtained by 
contacting our office. 

LAC.SC.GOV 

SOUTH CAROLINA GENERAL ASSEMBLY 

Legislative Audit Council 
Independence, Reliability, Integrity 

Perry K. Simpson 
Director 

1331 Elmwood Ave., Suite 315 
Columbia, SC 29201 
803.253.7612 (voice) 
803.253.7639 (fax) 
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The South Carolina Senate DSS Oversight Subcommittee 

Report and Recommendations 
 

March 2015 

 

 

The Department of Social Services Oversight Subcommittee is a subdivision of the Senate General 

Committee appointed by Committee Chairman Senator William O’Dell in November 2013.  

Chairman O’Dell appointed three members to serve on this subcommittee: Senator Katrina Shealy 

of Lexington, Senator Joel Lourie of Richland, and Senator Tom Young of Aiken as its Chairman.  

From January 2014 through December 2014, the subcommittee met 13 times to hear testimony 

from experts, community advocates, parents, concerned citizens, and government officials.  

Throughout these meetings, the subcommittee received numerous suggestions, recommendations, 

and ideas to improve the child welfare system in South Carolina. 

 

In October 2014, the South Carolina Legislative Audit Council (LAC) released its most recent 

audit of Child Protective Services at DSS.  Many of the subjects covered herein will overlap with 

the LAC’s recommendations from their October 2014 report.  This is consistent with the shared 

aim and purpose that the subcommittee and the LAC had when working on examining South 

Carolina’s child welfare system.  The LAC reported their findings to the DSS Oversight 

Subcommittee at the October 2014 meeting and the Subcommittee’s members support the findings 

and recommendations contained therein. 

 

In this report, the Subcommittee selected several areas of focus for both legislative and Agency 

policy changes in areas affecting child welfare.  The Subcommittee views its work as a major first 

step in bringing about needed reforms.  Policymakers, the Governor, and DSS staff must work 

together to implement initiatives to sharpen investigations, support quality casework, improve 

services and child outcomes, strengthen families, build community partnerships, and prevent child 

maltreatment.  By implementing many of the suggestions contained herein, necessary changes will 

occur and South Carolina will be a better and safer place for children and families.  
 

Senator Tom Young     Senator Joel Lourie   Senator Katrina Shealy 

       District 24           District 22                                     District 23 

    Aiken County     Richland County      Lexington County 

 

 

THE SOUTH CAROLINA SENATE 

DSS OVERSIGHT 
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1. Child Fatalities And Severe Injuries 

 

 The most disturbing testimony received by the Subcommittee involved the State’s child 

fatality rate and the rate of severe injuries among children with some contact with DSS.  

Regretfully, the Subcommittee recognizes that, even under the best circumstances, some children 

in DSS’ care may die or sustain severe injuries. DSS’ responsibilities include to implement policies 

and to equip its employees with the resources to reduce the number of child fatalities and severe 

injuries as much as possible.  DSS is not alone in protecting child welfare; law enforcement and 

other state agencies also play a vital role.  Nevertheless, DSS must take primary responsibility for 

the State’s shortcomings in this area and must improve its policies, procedures, and employee 

training to better provide protective services for our State’s most vulnerable children. 

 Additionally, the Subcommittee is not satisfied with the child fatality data available for 

public review.  The statistics reported to the Subcommittee varied based upon its source.  The most 

reliable data appeared to come from the Child Fatality Unit of the State Law Enforcement Division.  

The State must collect accurate data related to child fatalities and severe injuries so that the public, 

the Agency, and policy makers may better understand the root causes and address them. 

 

RECOMMENDATIONS: 

 Agency Action 

 Develop a clear, easily understood standard for collecting and reporting accurate child 

fatality data.  The standard must not be an attempt to minimize DSS’ culpability or shift 

the blame to law enforcement and other agencies. SLED noted that there are 

inconsistencies in data provided by coroners from county to county.  DSS should engage 

SLED to assist with developing the standard as it relates to the work of the Child Fatalities 

Unit; 

 Continue to improve coordination with law enforcement as to child protective matters; 

particularly when DSS knows that a child is at an increased risk of severe injury or death; 

 Work with the Department of Health and Environmental Control, the State Law 

Enforcement Division, the Department of Public Safety, and the SLED Child Fatality 

Advisory Committee to improve data sharing to improve reports; 
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 Work with the relevant stakeholders to establish protocols for reporting complete, accurate 

child fatality data including the cause of death, state or local involvement with the child, 

action taken by a state agency on behalf of the deceased child’s welfare, and other relevant 

information; 

 Create child fatality data website similar to the website for Florida. 

 

 Legislative Action 

 Allocate additional funding and authorize additional FTEs to the Child Fatality Unit of the 

State Law Enforcement Division so that SLED may improve upon and expand the number, 

quality, and speed of child fatality investigations; 

 Require the Department of Public Safety and the Department of Transportation to report 

child fatality data to DSS and to the State Child Fatality Advisory Committee for review 

and inclusion in overall child fatality statistics.  Enact legislation penalizing county 

coroners who fail to report child fatalities pursuant to SC Code Sec. 17-5-540; 

 Create Local Fatality Review Teams to review child fatalities as a result of abuse and 

neglect.  These would include county coroner, pediatrician(s), and others within a county 

or region.  Recommended in testimony and implements a 2003 recommendation from the 

State Child Advisory Committee. 

 

2. Intake and Investigations 

 The first contact that a child has with DSS often results from an allegation of child abuse 

or neglect.  Upon receipt of the allegation, DSS begins its “intake” process which includes 

screening the allegation so that an appropriate response may be initiated.  This intake must be done 

timely, efficiently, and accurately.  Testimony showed that the intake process and screening varies 

from county to county and that responses to allegations routinely fall short of statutorily mandated 

timelines.  This is unacceptable. DSS must improve and standardize this process.   

 Other testimony showed that DSS initiates investigations too slowly in far too many 

instances.  This too is unacceptable especially considering that the 1985 Legislative Audit Council 

Report noted that DSS did not timely investigate abuse and neglect allegations.  Simply put, 

testimony suggests that DSS has not consistently gathered, assessed or used appropriate 

information to make accurate and timely decisions.      
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RECOMMENDATIONS:  

Agency Action 

 Implement and maintain a centralized statewide or regional intake process to receive all 

reports of abuse or neglect that must be operational for 24 hours, 7 days a week.  This 

intake plan should include a 24 hour/7 day a week statewide telephone hotline and a 

secured web site for reporting suspected abuse or neglect;   

 Implement measures to reduce response time and investigation timeframes:  If an 

allegation warrants an investigation, or a referral to a community based program, face-to-

face contact with the child should be made as soon as possible within 24 hours. Where 

the child is a disabled child; is under the age of 2; or is in a particular risk for harm, the 

child should be located immediately.  Require law enforcement notification if face-to-

face contact is required but the child cannot be located.  Maintain current standard that 

DSS initiate an investigation within 24 hours;  

 Use an evidence-based intake assessment tool to determine whether a report of abuse or 

neglect shall be forwarded for an investigation, referred, or no action.  Routinely review 

and reassess the tool for effectiveness, then revise as necessary.   Photograph all children 

whose abuse or neglect is the subject of an investigation and maintain those photos on 

file for caseworker verification purposes; 

 Allocate resources to focus on maintaining a qualified, properly trained investigations unit 

that can identify signs of abuse or neglect and properly respond where signs of abuse and 

neglect are present; 

 Ensure that intake is consistent and uniform independent of the relationship of the alleged 

perpetrator to the child. 

 

 Legislative Action 

 Provide proper funding and resources to DSS to maintain the investigations unit as 

recommended above;  

 Enact legislation requiring DSS to respond to reports within specified time periods 

depending on the level of severity - current state law (Section 63-7-920(A)(1))requires 

DSS to begin an investigation of a report of suspected child abuse within 24 hours of 
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receiving the report – best practices suggest that a shorter time period should be required 

depending on the age, health or possible disability of a child and the severity of the 

allegations in the report; 

 Require DSS to use an evidence-based intake assessment tool to determine whether a 

report of abuse or neglect shall be forwarded for an investigation, referred, or no action.  

Require the tool be routinely reviewed and reassessed for effectiveness, then revised as 

necessary; 

 Grant DSS access to FBI data (NCIC database check) for caregivers in the home of child 

that is subject of abuse or neglect investigation and where a child will be placed; 

 Require law enforcement to report when an arrest is made for domestic violence and a 

child is present and allow DSS to assess the report like all other reports of abuse or 

neglect;  

 Remove state-level barriers to sharing data across agencies and focus on risk-based 

policies. 

 

3. Caseworker Retention and Caseloads 

 Some of the most high profile testimony related to caseworker retention and caseloads.  

Notably, the 1985 Legislative Audit Council Report found that caseworker caseloads varied 

excessively from county to county.  Unfortunately, the Subcommittee spent months trying to 

ascertain the accurate caseworker caseload data in part because the data provided by the agency 

did not reflect the excessive number of cases carried by many caseworkers in various counties.  

However, after the agency provided more reliable data and heard the Subcommittee’s significant 

concerns expressed as to this area, the agency implemented mid-year reforms which are 

encouraging going forward.   

 The Subcommittee also notes significant areas of concern related to recruiting and retention 

of employees and training and certification of employees.  DSS must do more to hire and retain 

qualified caseworkers. 

 

RECOMMENDATIONS: 

Agency Action 
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 Develop and implement a program focused on employee recruitment for child protective 

services taking into account undergraduate degrees or relevant work experience in related 

fields, a competitive pay scale, and opportunities for advancement; 

 Refine new caseworker employee training so that new caseworkers are more quickly 

deployed to the “field” while still maintaining the level of quality necessary to prepare 

them for their work; 

 Focus on establishing a “career path” for those employees and potential employees 

interested in casework.  Also, consider allowing for more flexible management of 

caseworkers.  Kentucky has implemented a management system that replaced strict 

classifications of employees and related tasks with more a more generic organization where 

employees have a wide array of tasks and responsibilities.  The decision-making as to 

which employees handle which types and how many cases is made on a local or regional 

level based upon the personnel in each location.  The reforms in Kentucky have had a 

positive effect on retention rates.  Other states including Georgia have implemented 

programs in their child protection agencies to develop professional staff and improve the 

quality of work and the rate of retention of workers; 

 Ensure that agency accountability measures do not increase paperwork for case workers 

such that their time is not spent with working with assigned children. 

 

Legislative Action 

 Require DSS either through statute or regulation to adopt new standard that measures 

caseload by children --  not families and be able to amend and adjust that limit to reflect 

evolving standards; 

 Codify requirements of social work or behavioral health degree, with substitutions for 

experience for all caseworkers.  Extend qualifications to foster care and adoption workers.  

 

4. Licensing of Child Care Facilities 

 Testimony showed that South Carolina has minimal licensing and registration 

requirements for child care facilities.  With little regulation, some children have died in 

facilities that appeared to meet the minimum state qualifications.  In a comparison of the 50 

states in this area, South Carolina recently was ranked 41st in the nation with a notation that 
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no state agency inspects family child care homes prior to the state’s issuing a license.1  

Currently in South Carolina, licensing is not required until a provider is caring for seven 

children in the home. Many states require registration or licensing regardless of the number 

of children in the home’s care.  Moreover, an inspection must be undertaken in order to 

obtain that license.  Both Oklahoma and Georgia have recently enacted changes and are now 

ranked amongst the top states in the nation in this area. 

 

RECOMMENDATIONS: 

Agency Action 

 Report its findings after every investigation;  

 Post inspection data online;  

 Require child care facilities to maintain minimum limits of liability insurance coverage 

for each occurrence of negligence; 

 Establish that violations of DSS guidelines must result in a monetary  fine and egregious 

violations must result in license revocation for period of time; 

 Establish that a third violation by any facility within a two year period must result in 

license revocation for period of time;  

 Require all day care facilities to report the identity and contact information for each of 

the children in their care to DSS on a monthly basis with the information to include the 

child’s name; the parent’s name(s) and address(es); and parent’s contact phone numbers. 

 

Legislative Action 

 Direct DSS to investigate all complaints of registered and licensed child care facilities and 

create greater flexibility to monitor.  With a single founded complaint, require a registered 

provider (6 or fewer children) to apply for licensure or cease from providing services; 

 Enact legislation similar to the changes implemented recently in Oklahoma and Georgia;  

 Require all day care facilities to be licensed -- not merely registered -- if they provide non-

family care; 

                                                      
1 NACCRA 2012 Ranking of States for Program and Oversight Benchmarks Combined, 

http://www.naccrra.org/sites/default/files/default_site_pages/2012/lcc_ranking_total_scores_0.pdf. 
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 Examine and determine under what circumstances  day care facilities should inspected 

without prior notice by DSS personnel and fire and law enforcement personnel; 

 Examine and determine application and extent of minimum health and safety standards 

either by statute or regulation;  

 Require ratings of all day care facilities be made available to the public online. 

 

5. Community Based Prevention Services (CBPS) 

 Community Based Prevention Services are privately managed programs under contract 

with DSS that provide services to families designed to assist the parents, or a person acting as a 

parent, alleged to have abused or neglected a child to better address their own needs and the needs 

of the child.  DSS refers cases to CBPS when a caseworker determines that an allegation of abuse 

and neglect does not arise to a level of risk of “substantial harm.”  Evidence suggests that the CBPS 

program has resulted in fewer children being investigated by DSS because caseworkers are simply 

referring them to a CBPS provider to manage caseloads.   Further, there has been an increase in 

abuse and neglect suffered by children whose cases were referred to CBPS programs.  This 

testimony is very troubling.  The Subcommittee agrees with the LAC recommendation that CBPS 

be continued but managed more closely by DSS. 

 

RECOMMENDATIONS: 

Agency Action 

 Employ in-house case managers to coordinate the services provided to families and 

children through CBPS to ensure accountability and consistency of services; 

 Initiate a policy that when a family referred to CBPS declines to participate, or fails to 

participate, DSS reevaluates the case to ensure that the well-being of the child does not 

warrant further action by DSS; 

 Establish a transparent evaluation of program effectiveness for all CBPS.  A provider found 

to be lacking based upon DSS evaluation should be disqualified from contracting with DSS 

for some period of time, at least one year, after being found disqualified.  In addition to the 

one year prohibition on contracting, a provider who has been found disqualified must 

demonstrate to DSS that the factors disqualifying the provider previously have been 

satisfactorily addressed; 
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 Do not allow CPBS to investigate allegations of abuse and neglect – that should be done 

by DSS staff. 

 

 Legislative Action 

 Establish an independent board to supervise, review, and issue licenses to CBPS program 

participants.  The legislation should establish criteria that an applicant must possess to be 

licensed and for a licensee to maintain its license. 

 

6. Foster Care, Alternative Care and Group Homes 

 Foster care and group homes are an important aspect of child welfare.  They are designed 

to provide children a safe environment in which to learn and to grow.  In many instances, foster 

care, alternative care and group homes have positively impacted children.  However, on some 

occasions, they have been detrimental to children.  That is why DSS must closely manage children 

in foster care, alternative care, and group homes.  Faith based homes have a significant role to play 

for many children across the state and DSS should embrace the faith based community in assisting 

children in need within the child protective services system. 

 

RECOMMENDATIONS: 

 Agency Action 

 Require foster care parents to undergo quality training and retraining in order to provide 

them with the skills necessary to provide a safe and stable home for children under their 

care; 

 Establish uniform statewide foster care standards; 

 Provide ongoing training for caseworkers and adjust caseloads so that caseworkers can 

more effectively manager foster care cases.  Caseworkers should periodically review each 

case to confirm that children in their care have been provided with all services available to 

them; 

 Caseworkers should more closely manage alternative care providers, typically family 

members, entrusted with caring for children.  The caseworker should confirm that services 

available to the children have been provided and that the alternative care provider is 

providing a safe and stable home; 
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 Initiate a system where caseworkers can share or transfer cases when a child is assigned to 

a foster home more than one county away from the child’s home; 

 Require that a child’s age and any special needs be a significant factor when assigning the 

child to a group home; 

 Develop and implement a quality statewide campaign to recruit foster families.  Utilization 

of current resources through established organizations is highly encouraged. 

 Evaluate the competitiveness of foster care subsidies compared to other states, accounting 

for the cost of living, and whether current subsidy rates provide appropriate assistance to 

families and children; 

 Implement surprise inspections of foster homes, group homes and kinship care homes as a 

possible effective tool in ensuring consistent quality and adherence to standards of care for 

a child; 

 Consider regionalization of licensing for foster care homes. 

 

 Legislative Action 

 Provide local foster care review boards with a more definite role in the family court 

process; 

 Require periodic 3rd party performance audits of the foster care program; 

 Provide that grandparents are afforded a preference when making placement decisions 

related to foster care or alternative care; 

 Work with DSS to support a campaign to recruit foster families; 

 Examine foster care regulations to ensure that there are no burdensome or onerous 

restrictions that would serve as an unnecessary disincentive to serving as a foster family;  

Examples of items to examine are requirements for particular types of smoke detectors and 

window size specifications amongst others, more or less physical in nature; 

 Require that all medical (physical and mental) records be provided to prospective foster 

parents;  

 Require greater scrutiny of prospective foster parents of special needs children. 
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7. Adoptions 

 Providing a child with a stable, loving home is the ultimate goal of our child welfare 

system.  Adoptions often provide the means to achieve that goal.  However, entering into an 

adoption is an enormous responsibility for the adoptive parents. DSS should take every step 

possible to ensure that each adoption has a high probability of success, and then work with post 

adoptive services to maintain that success. 

 

RECOMMENDATIONS: 

 Agency Action 

 Provide potential adoptive parents with the most thorough background information 

available related to the potential adoptive child.  Diseases, disabilities, disorders, and any 

other physical or mental infirmities should be disclosed to potential adoptive parents; 

 Revise the department’s definition of “disrupted adoption” to include a more plain and 

ordinary meaning of what would be considered unsuccessful by community standards; 

 Provide quality comprehensive long-term support service to adoptive families and make 

best efforts to offer assistance beyond the initial post-adoption period. 

 

 Legislative Action 

 Require that grandparents should be given a preference for adoptions if found to be fit and 

appropriate in the best interest of the child. 

 

8. Departmental Management – Oversight and Governance 

 The Subcommittee recognizes that DSS is an agency that is responsible for safeguarding 

the well-being of the most vulnerable residents of our State; often under very difficult, disturbing 

circumstances.  Managing DSS under the best of circumstances is no doubt challenging.  However, 

regardless of who heads the agency, and regardless of who occupies management positions 

throughout the agency, the best interests of the children affected by management decisions must 

drive those decisions. Testimony suggested that the management techniques implemented at the 

agency during the course of the hearings, and prior to the hearings, focused too much on “numbers” 

and too little on the best interests of the children.  Those techniques appeared to distract DSS’ 
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employees from one of the agency’s core missions and proved to have a negative impact on 

employee morale and focus.   

 DSS also grants money to multiple third party providers.  The testimony indicates that there 

needs to be better oversight of these grants and how the dollars are being spent. 

 

RECOMMENDATIONS: 

 Agency Action 

 Develop and implement management protocols that focus on positive outcomes for 

affected children.  Program and employee performance and effectiveness should be 

measured and evaluated based upon a more subjective standard that takes into account 

more factors related to the outcome of each case rather than simply whether the case is 

open or closed; 

 Develop method to ensure good outcomes and to measure results provided by outside 

groups and agencies receiving funds from DSS through grants and other means; 

 Implement a policy that requires that in order to maintain a caseload, all caseworkers must 

be certified; 

 Provide new and existing employees with up-to-date training.  Encourage and incentivize 

advanced certifications and licenses.  For example, an employee may receive competitive 

step increases in compensation and responsibilities for pursuing and successfully 

completing a program to be a Licensed Master Social Worker; 

 Establish a database to track employee training history and certifications to ensure all 

training and certifications are up to date and comply with applicable training policies; 

 Maintain an ongoing self-evaluation related to employee retention rates.  The self-

evaluation should include an analysis of why employees are leaving the agency.  Through 

this practice the agency should be able to be more attentive to pervasive employee-related 

issues and adjust management practices as needed to keep employee retention rates as high 

as possible; 

 Maintain public records of all departmental grant recipients.  The records should include 

the objective and subjective measurement used by the department to judge the grant 

recipient’s effectiveness in delivering the services for which the grant was awarded. DSS 

should also include in the records an analysis of the grant recipient’s effectiveness.  The 
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records should be available on the DSS website so that they can be easily accessible by the 

public; 

 Establish and maintain a statewide integrated child welfare system database so that 

caseworkers can more easily access data related to their cases from previous departmental 

involvement; 

 Examine instances where individuals have been indicated by a caseworkers to potentially 

be a sex abuser so that these cases are brought before a family court judge to determine 

whether they should be placed on the Central Registry of Abuse and Neglect.  After an 

individual is ordered to be placed on this registry, DSS should ensure the expeditious 

fulfilment of such an order; 

 Minimum qualifications for county directors should include specific, relevant experience 

that would enable them to understand the duties and responsibilities of case workers; 

 Management should impress upon all employees that timely and effective communication 

with members of the public, clients and colleagues is an important priority in ensuring 

quality outcomes.  Responsiveness can help keep workflow progressing, which in turn will 

benefit children and families; 

 Caseworkers should be connected and grouped with colleagues who will be able to assist 

in caring for and protecting a child both in the public sector and in the private sector.  A 

team model approach to bring multiple disciplines to the table is an essential tool in 

providing wrap-around services for a child or family in need of care; 

 Examine opportunities to better access and utilize Federal funds that may be drawn down 

to build programs to support children and families; 

 Explore the benefits of The Child and Adolescent Needs and Strengths (CANS) assessment 

tool for designing individualized treatment plans for children and families. 

 Statewide leadership should regularly visit staff in the county offices; 

 Implement a rapid response team of caseworkers who can be deployed to counties that may 

have an increase in caseloads exceeding the agency’s established acceptable thresholds; 

 Replace five year local office reviews with an agency-wide mandate to engage in 

Continuous Quality Improvement (CQI).  Publish CQI reviews of each county office on 

agency website; 
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 Engage assistance from the Annie E. Casey Foundation in many areas needing 

improvement and for ongoing support.  

 

 Legislative Action 

 Examine whether DSS should be restructured so that it can focus solely on addressing child 

protective services and other family issues.  The current financial aid-related duties 

executed by the Department would be transferred to the Department of Health and Human 

Services.  A similar structure has been implemented in Arizona. Any consideration of 

restructuring DSS should pay close attention to the financial implications as any 

restructuring may have a detrimental impact on DSS.  If so, other alternatives should be 

considered;   

 Alternatively, examine whether there should be separate operating divisions within DSS 

for child protection and for family dependence/independence;  

 Work closely with DSS to identify and to provide adequate funding levels both for 

employees and programs; 

 Establish minimum acceptable qualifications for county directors; 

 Enact a tuition reimbursement program to assist DSS with its recruiting and retention 

efforts.  The program will provide for tuition reimbursement for qualifying social work-

related undergraduate studies at an in-state college or university.  The program may also 

provide for a monetary stipend for living expenses, books, and meals for students majoring 

in fields related to social work.  In return, a student receiving a reimbursement or stipend 

must commit to work for DSS for four years.  If the participant does not complete the four 

year work commitment, he must repay all tuition and stipends received.  Using this model, 

Kentucky receives 28 cents for every dollar the state spends through the Title IV-E (Foster 

Care) federal program to defray program expenses; 

 Explore the opportunity to take part in the Center for State Child Welfare Data of Chapin 

Hall at the University of Chicago as a way to share data with other states and receive data 

that will help in establishing policies to improve child welfare; 

 Pursue Title IV-E waiver(s) to provide the state more flexibility in administering child 

welfare programs;  
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 Direct DSS to create a dashboard of child welfare performance measures and outcomes to 

be published online and in an annual report to the General Assembly;  

 Create Local Fatality Review Teams to review child fatalities as a result of abuse or neglect; 

 Replace five-year local office reviews with an agency-wide mandate to engage in Continuous 

Quality Improvement. 

 

9. Cross-Governmental  Support 

 DSS is not the only agency responsible for child welfare in our State.  A mix of state and 

local law enforcement other state and local agencies also have certain responsibilities.  To truly 

provide a comprehensive web of support for the children in our State, each of the involved agencies 

and law enforcement must work together.  The main focus of this report relates directly to scope 

of authority that the department is assigned but additional matters were brought to the 

Subcommittee’s attention that merit recommendations.  Also, members of the General Assembly 

need a point of contact at DSS to refer constituent issues and contacts. 

 

RECOMMENDATIONS: 

 Agency Action 

 Each law enforcement agency in the State should have an up-to-date policy regarding the 

prompt reporting of child endangerment to the department.  Law enforcement agencies 

should also provide training to officers related to identifying the signs of child abuse and 

neglect; 

 The Budget and Control Board should continue with plans to modify reporting methods 

related to state employee turnover rates when an employee leaves one state agency for 

another.  When the Department of Administration takes over these duties from the Budget 

and Control Board, the DOA should continue work in this area; 

 The State Law Enforcement Division should commit more investigators to child death 

cases; 

 Stakeholder agencies should convene a meeting to further integrate their activities and 

communication with regards to child welfare issues.  The stakeholders should form a 

working group that meets on a regular basis to modify and improve upon their integration 

and communication strategies.  The stakeholder group should include, but not be limited 
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to, the Department of Health and Human Services, the Department of Mental Health, the 

Department of Disabilities and Special Needs, the State Law Enforcement Division, the 

Department of Alcohol and Other Drug Abuse Services, the Vocational Rehabilitation 

Department, the Department of Education, the Department of Employment and Workforce, 

the State Guardian ad Litem program, and the Foster Care Review Board; 

 Work with the Department of Public Safety and the SC Criminal Justice Academy to 

provide training to law enforcement officers and agencies both in basic training and for C-

1 recertification in areas of identifying and handling cases of potential child abuse and 

neglect; 

 The Cass Elias McCarter Guardian ad Litem Program should continue to recruit, retain and 

train qualified guardians ad litem to aid in cases of child abuse and neglect.  Special 

emphasis should be placed on maintaining quality training programs to ensure that children 

and the courts are receiving the highest quality assistance from GALs; 

 Identify a single point of contact within the Agency for members of the General Assembly 

to refer constituent concerns, questions, and contacts.  

 

 Legislative Action 

 Provide the State Law Enforcement Division with the authority to require an autopsy in 

child death cases; 

 Fund additional investigators at the State Law Enforcement Division committed to child 

death cases; 

 Examine the membership, mission and operations of The SC Joint Council on Children 

and Adolescents and The Joint Citizens and Legislative Committee on Children to ensure 

that they serve appropriate roles and combine to meet the needs of policy makers and child-

serving agencies in this state; 

 Provide support to the Cass Elias McCarter Guardian ad Litem Program to enhance their 

recruitment and retention strategies for qualified guardians ad litem;  

 Continue active oversight of DSS for stimulating and sustaining improvements; 

 Remove state-level barriers to sharing data across agencies and focus on risk-based 

policies.  For example, intake and case workers could use better screening tools that 
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integrate reports of abuse or neglect and information about families pooled from other 

agencies. 

 

10. Guardians ad Litem (GALs) 

 Several witnesses from around the state testified that GALs are frustrated with their work 

with DSS.  The complaints include that caseworkers and other DSS staff do not timely return 

phone calls or emails; DSS ignores the recommendations of the GAL in given cases; and DSS 

makes decisions for child placement based on criteria other than the best interests of the child 

after significant GAL involvement.  The Sub-Committee recognizes that GALs play an 

important role in child protective services and their input should be valued, respected, and 

appreciated. 

 

RECOMMENDATIONS: 

Agency Action: 

 Implement third party objective review of cases that stay open beyond one year;  

 Implement random audits of case files;  

 Require Staff to return phone calls and emails timely; 

 Implement policy that decision should be made based on the best interests of the child 

after receiving input from the GAL; 

 Require GAL to meet with adoptive parent to assist in screening in adoption cases. 

 

Legislative Action: 

 Provide more legal standing for a Guardian ad Litem representing a child in foster care to 

take DSS before a court of law; 

 Require that the Guardian ad Litem be included in discussions regarding adoptions in order 

to help the process in looking after the best interests of the child. 

 

11. Child Advocacy Centers 

 There are seventeen (17) child advocacy centers across South Carolina providing 

treatment, management, and prosecution of child abuse cases.  The volunteers, staff, and experts 

who assist in the cases come from many disciplines, including law enforcement, child protection, 
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prosecution, mental health, medical, and victim advocacy.  They play a significant role in their 

various communities in meeting certain needs in child protection.   

 

RECOMMENDATIONS: 

      Agency and/or Legislative Action: 

 State law should be amended to allow hearsay testimony from a forensic interviewer at 

child advocacy centers; 

 Enact legislation to allow access to medical records by S.C. Children’s Advocacy Medical 

Response System child abuse health care providers in cases of suspected abuse and neglect. 

 

12. Preventing Child Abuse and Neglect 

  In addition to the numerous intervention improvements identified herein, prevention 

programs are an essential part of the strategy to reduce child abuse and neglect.  These actions 

should prevent a child from ever being introduced into the social services system in the first place 

resulting in significant savings to the State. 

 

RECOMMENDATIONS: 

 Agency and/or Legislative Action: 

 Support initiatives that work to educate mothers and families on proper nutrition, pre-natal 

care, and early childhood development as well as appropriate strategies for raising children; 

 Expand existing programs that have shown success in improving relationships between 

parents and children and enhancing the parental skills of families who are at risk for abuse 

and neglect;  

 Explore other evidence-based programs that may be in use in other states that could become 

models for prevention efforts in South Carolina; 

 Explore and implement programs that support and encourage healthy, traditional family 

unit. 

 

13. Performance Indicators and Long-Term Agency Accountability 

 Undeniably, DSS has experienced a heightened level of scrutiny over the last year.  At least 

a portion of the conversation has focused on appropriate performance indicators for the Agency 

2016 NSAA Excellence in Accountability Award 19 LAC.SC.GOV



 

 20 

and reliable data to measure such indicators.  Both this Subcommittee and the Legislative Audit 

Council have noted that the Agency has not been routinely reviewing its methodology and 

conducting annual reviews of key indicators such as caseloads, turnover rates, and employee 

training.       

 The Subcommittee and others have spent countless hours reviewing the work of the 

Agency and believes that ultimately the implementation of the recommendations contained within 

this report will improve Agency performance.  The Subcommittee is fully aware, however, that 

elected officials come and go and priorities change.  The Subcommittee wants to ensure that the 

Agency and its stakeholders continue to measure and review the performance indicators for years 

to come.  To accomplish this, the Subcommittee recommends creating an independent oversight 

body to be an accountability partner for the Agency.  This concept is not new; other states have 

done this, and the Subcommittee received testimony from Casey Family Programs that this is a 

best practice.  Although the Subcommittee is not sure at this time of the most appropriate 

mechanism, it plans to take testimony regarding this subject at a future hearing.  At this hearing, 

the Subcommittee plans to hear from Casey Family Programs, those advocating for an independent 

Office of the Child Advocate, the Inspector General, other state representatives with a successful 

oversight function, and others.  

    In the short term, the Subcommittee has recommended that the Agency create and publish 

a dashboard of performance indicators. (See Number 14 herein.)  Once developed, the 

Subcommittee believes that having an external entity validate Agency data, at least in the short 

term, will assist the Agency in alleviating at least some of the scrutiny.  The South Carolina 

Inspector General submitted a letter to the Subcommittee offering to assist the Agency with this 

validation.  The Subcommittee recommends that the Agency engage the Inspector General to 

determine the most appropriate entity to validate the Agency’s measurement of the performance 

indicators.     The Inspector General has offered to provide resources which can be leveraged with 

DSS personnel resources to conduct ad hoc reviews during this crucial period of change.  This 

would be similar to the Inspector General’s work with the Statewide Information Security Review.   

A small investment in an independent assurance mechanism will provide both the new DSS 

Director and legislative oversight confidence in the accuracy and reliability of key data used to 

make critical assessments and decisions. 
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RECOMMENDATIONS: 

 The Inspector General should work with the DSS director to implement the Inspector 

General’s suggestion for ensuring accuracy and reliability of data during the changes which 

are occurring and will take place in Child Protective Services for the foreseeable future; 

 Agency and legislature work together on developing long term plan for appropriate 

performance indicators and Agency accountability. 

  

14. Measureable Data and Transparency 

 As indicated in the previous section, the data that DSS provides to its staff, policy makers, 

and the public must be accurate and reliable.  Further, the public should have confidence that the 

agency is transparent especially when child welfare is at stake.   

 

RECOMMENDATIONS: 

Agency and/or Legislative Action: 

 DSS should publish an online dashboard of child welfare performance measures and child 

outcomes; 

 Measure services provided by an outside provider by the same standards as if the services 

were provided by DSS; 

 Allow DSS to share data on unfounded cases in specified circumstances. 

 

15. Legislation Passed in 2014 

 During the 2014 legislative session while the subcommittee was meeting and in response 

to several issues raised in the Subcommittee’s hearings, the General Assembly enacted the 

following: 

 

 Act No. 281 (R317, H3102) Also known as “Jaidon’s Law” was amended following 

testimony provided to the DSS Oversight Subcommittee to improve child death reports 

by coroners and require the Department of Social Services to provide detailed caseload 

and visitation information to the Governor and General Assembly annually.  This law 

also addressed several issue areas that the Subcommittee received testimony on, 

including the Central Registry of Abuse and Neglect, Foster Care visitation, Termination 

of Parental Rights (TPR) and reunification. 
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 Act No. 295 (R329, H4665) Addresses childcare facilities and was amended to increase 

the authority of the Department of Social Services to conduct inspections, both 

announced and unannounced, and ensure licensing and registration requirements are 

being met. 

 

16. Areas to be Covered by Future Oversight Hearings 

 In addition to following up on issues raised in this report, the Subcommittee plans to hold 

future hearings in these additional areas: 

 

 Foster Care;  

 Termination of Parental Rights;  

 Office of Child Advocate that exists in six other states in some capacity; 

 Closing regulatory loop holes and licensing of summer camps; 

 Examine when DSS begins an investigation and how, in practice, this is carried out;  

 Develop plan for oversight beyond composition of current legislative committee and 

Agency leadership;  

 Develop plan for Agency to have permanent data accountability partner; 

 Explore improvements that can be made in Family Court by working together to identify 

those improvements with the Court system including judges and others knowledgeable of 

the current process. 
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DSS declined to discuss the situation or any other cases involving children, citing privacy laws. 
 
 
 

Request 
 
 
 

DSS audit 
The Legislative Audit Council recently approved an audit of DSS at the request of State Rep. 
Jenny Horne and 32 other members of the State House Republican Caucus. 
 
Horne, a Summerville Republican, said she has heard complaints about the agency for months. 
She organized a “stakeholder” meeting in August that included DSS, health care professionals 
and law enforcement officials. The gathering resulted in a new Dorchester County DSS director, 
Tim Nix, being appointed. 
 
Problems identified in the meeting included the timeliness of DSS response to complaints about 
child welfare and delayed court proceedings because department paperwork was not in order, 
she said. 
 
“They were wasting a lot of court time,” she said. 
 
In one case, parental rights had been terminated three years ago but the order had not been 
enforced, she said. In another case, Horne said a girl was abused for more than a year after she 
was placed in a Dorchester County home where a registered sex offender lived — “the most 
egregious example of an error that can occur,” she said. 
 
Although Horne has openly criticized DSS, she said department officials have willingly met with 
her in Dorchester County and Columbia to discuss her concerns. 
 
“In all fairness to them (DSS), they have been nothing but responsive to me,” she said. 
 
Horne said she plans to introduce legislation in this session of the General Assembly to overhaul 
DSS and create a state Children’s Bureau, though she did not prefile legislation to that effect. 
 
DSS has too many managers and not enough qualified caseworkers dealing with children’s 
issues, she said. 
 
“It’s time to restructure because this clearly is not working,” Horne said. 
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Meeting standards 
 
Nix said he applied for the Dorchester County DSS job after attending the stakeholders’ meeting 
in August because he felt that he could help the agency provide “effective accountability.” At 
the time, he was clinical coordinator at the Governor’s Office of Continuum of Care. 
 
“I truly feel that the department has responded quickly to the concerns of Rep. Horne,” he said. 
 
Nix said that he met recently with Horne for an “open dialogue” about the county DSS office. 
“We will always strive to improve,” he said. 
 
He declined to discuss the county office’s problems or specify how he will improve the services 
provided there. 
 
Marilyn Matheus, the agency director of media relations, said the situation at the Dorchester 
County DSS office that led to the stakeholders’ meeting will be addressed in the audit. 
 
“We welcome the Legislative Audit Council’s review of our child protective services program 
and practices. We expect it will show the improvement of the last two years and areas where 
improvements are still needed,” Matheus said. 
 
Robert Brimmer, the regional DSS director, said the agency meets or exceeds all state and 
federal regulations pertaining to child protective services, a condition for major funding. 
 
“We’re always looking at how we can do better work,” he said. As for the problems at 
Dorchester County DSS, Brimmer said, “very quickly we took action.” He declined to discuss 
specifics. 

 
Funding 
 
State Sen. Clementa Pinckney is one of three Senate Finance Committee members who sit on a 
subcommittee that proposes the agency’s budget. 
 
The Jasper Democrat said he’s very troubled by the state of DSS and supports the audit. He said 
the agency’s problems stem from both money and management issues. 
 
The agency’s base budget appropriated by the Legislature was $134.8 million in July 2008. 
Currently, it is $119.9 million, but it has dropped as low as $109.6 million in the past four years, 
he said. 
 
The money crunch has led to dramatic staff reductions, Pinckney said, which means less 
oversight and fewer people to provide direct services, such as child custody and child 
protection. 
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Pinckney said the public pressure created by recent reports of child abuse should help create an 
environment where the department’s policies will be scrutinized. 
 
Walhalla GOP Sen. Thomas Alexander, also a member of the budget writing subcommittee, said 
he’s concerned the agency hasn’t asked for more money, but he’s more optimistic than 
Pinckney about the direction of the agency. 
 
While there needs to be a review of the way DSS has changed its policies, he said, “some of the 
changes they are making may be good changes.” 
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Two years ago, the state’s child welfare agency started referring some cases of alleged child 
abuse to outside contractors for help. 
 
The result, according to a long-awaited audit, released Friday? 
 
The number of children subsequently abused in the families which had been referred to the 
outside contractors more than doubled to 2,508. 
 
The Legislative Audit Council report also found the S.C. Department of Social Services 
investigated 34 percent fewer child-abuse complaints after the agency started making referrals 
to outside contractors. Social Services made referrals in cases where it thought a family’s 
problems were not severe enough to trigger an investigation. 
 
Instead, from June 2012 to June 2013, the agency referred nearly 30,000 children and their 
families outside the agency for help. 
 
The statistics were among several that were troubling to Legislative Audit Council auditors, who 
presented their report Friday to a panel of senators investigating Social Services. The auditors 
urged Social Services to quit outsourcing some of its work. 
 
“In a child-welfare system where kids are already falling through the cracks, by contracting this 
out, we are just adding additional cracks through which children may fall,” audit manager Andy 
Young said of the community services program, launched in 2012 by former Social Services 
director Lillian Koller, who resigned in June. 
 
State Sen. Katrina Shealy, R-Lexington, agreed, saying, “We need to be responsible for South 
Carolina’s children. We don’t need to put them in somebody else’s hands.” 
 
Without improvements, Sen. Joel Lourie, D-Richland, said he would recommend eliminating 
state money for the community services program next year. 
But Social Services acting director Amber Gillum defended the program in a letter to the Audit 
Council. 
 
Abuse that happens after Social Services refers children and their families to outside help does 
not prove the agency erred or overlooked risks in its initial assessment, she wrote. 
 
Under the program, families receive services from child advocates who are required by law to 
report abuse, she said. Under the old system, those families would have received nothing 
because the agency would have found their problems were not severe enough. 
 
Gillum did not address the significant drop in investigations conducted by the agency. 
 
Social Services reports directly to Gov. Nikki Haley. However, Haley spokesman Doug Mayer did 
not respond Friday to questions about the community services program. 
 
Instead, Mayer said the audit, overall, underscores the importance of the “new direction” Social 
Services has been “actively pursuing.” 
 
“DSS has been hard at work for over a year making improvements, (producing) solid results,” 
including a law enforcement liaison at the agency, new goals for lowering caseloads and 74 new 
hires since June, he said. 
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Suspicious deaths unreported 
 
Social Services has been the subject of scrutiny since last year, when lawmakers began asking 
questions about whether the agency had missed opportunities to protect children who later died. 
 
Since beginning hearings in January, senators have heard from law enforcement, coroners, child 
welfare advocates, former Social Services employees and parents who have complained about 
the agency’s communication and management issues, chronically heavy caseloads and high 
turnover. 
 
The three-member Senate oversight panel met Friday to hear Social Services’ plan to hire 221 
new child welfare workers, part of an effort to lower heavy caseloads that threaten children’s 
safety, critics say. 
 
Haley’s office said Thursday the governor would back that request. 
 
The Audit Council report also found fault with other parts of the child safety net. 
 
For example, some child deaths have gone unreported to the state, auditors reported. 
 
Although the law requires coroners to report to SLED all violent, unexpected and unexplained 
child deaths, the audit found 152 fatalities from 2009 to 2013 that did not show up in SLED’s 
database. About two-thirds of those deaths were unreported; the rest did not make it into the 
system. 
 
Perry Simpson, the Audit Council’s director, said that he is confident that, moving forward, the 
state will have much more reliable reporting of child deaths as a result of the review. 
 
Contracts questioned 
 
Heavy caseloads, high turnover rates, unqualified employees and Social Services contracts also 
were subjects of the Audit Council review. 
 
In 2011, the agency broke the law when it awarded a $719,000 “emergency” contract to a 
company for technical assistance and training that did not meet the definition of emergency in 
state law, the auditors said. 
 
That company, Benton and Associates, worked for Hawaii’s child welfare agency while Koller 
was running that agency before coming to South Carolina, senators said. 
 
Auditors also said Social Services contracts of more than $50 million with the University of 
South Carolina and $20 million with Winthrop University bypassed the state’s procurement 
process. 
 
In doing so, Social Services left out other potential vendors and “can give the impression of 
favoritism,” said Simpson. 
 
In its response to the audit, Social Services said it should follow the state’s contract laws. But it 
said the university contracts — to provide training, among other services — are legal. 
 
 

2016 NSAA Excellence in Accountability Award 7 LAC.SC.GOV



‘False impression of ... the magnitude’ 
 
Auditors also found Social Services reported false statistics to the federal government on the 
number of child welfare workers that it employs and their turnover rate. 
 
In its reports, the agency included non-child welfare employees and failed to report caseworkers 
who had moved to another state agency or another job within Social Services, the report says. 
 
Those false statements left “(t)hose who rely on this information for reporting or funding 
purposes ... with a false impression of the size of the child welfare staff and the magnitude of its 
child welfare staff turnover.” 
 
Simpson said the audit did not study whether the inaccurate staffing levels that were reported 
resulted in the agency getting more federal money. 
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"Haley’s Department of Social Services has failed our most vulnerable children," the ad continues. 
 
That statement is also debatable, because it assumes Haley was directly responsible for children who 
have been hurt or died while under DSS care. A report by the SC Legislative Audit Council confirmed DSS 
workers have "excessive caseloads" and the system of reporting abuse has placed children at "greater 
risk." This year, Haley was criticized for not firing the director of DSS, Lillian Koller. Koller later resigned, 
calling her leadership "a distraction." 
 
 
 
 
 

Governor’s Race Ad Excerpt 
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The core question isn’t whether this man was certified as a foster parent or whether DSS inspected his 
home or did a background check — or even if he had a criminal history. There is one overarching 
question DSS must answer: Does agency policy allow a girl to be placed in the care of a man? 
 
If such an outlandish policy exists, it must be discarded immediately. And if the teen was placed in this 
home counter to agency policy, DSS officials should acknowledge that someone monumentally erred; 
and it would be our expectation that that person and anyone else who signed off on such an 
arrangement have long been fired. 
 
While we understand a lawsuit is pending, this is no time for DSS to be silent, given the plummeting 
confidence in the agency’s ability to carry out its mission. DSS is undergoing an intense review by a 
Senate subcommittee, and a recent Legislative Audit Council report suggests that it is incapable of 
providing consistent, reliable, credible protection of our state’s endangered children. 
 
The child‐welfare agency owes it to the public to answer the overriding policy question of whether it is 
possible for a child to be placed in the manner that is being alleged. This is no time for a coverup — or 
the appearance of one. Whatever the circumstances, DSS must come clean. It would be far better for 
the agency to acknowledge a clear wrong rather than stubbornly fight a losing legal battle that wastes 
taxpayer dollars and further erodes the public trust. 
 
Obviously, there is a lot we don’t know about this case, including the details of the alleged abuse at the 
parents’ home. But what is so troubling is that DSS is once again charged with failing to look out for the 
best interests of a child and — at least at this point — it doesn’t have any explanation for it. That’s 
inexcusable. 
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DSS spokeswoman Marilyn Matheus did not respond to two emails sent by The Nerve in August and last 
month seeking answers to the following questions about Benton & Associates: 
 

 The specific purpose in hiring the firm. 

 Length of contract. 

 Total projected cost of contract. 

 Source of payments (state, federal, other funds). 

 Payments to date. 
 
Given the agency’s non‐response to the emails, The Nerve last week submitted a formal request under 
the Freedom of Information Act for copies of all contract documents and related records involving DSS 
and the Benton firm. That request is pending. 
 
Bill Benton, who identified himself in the 2012 contract change order as the company’s vice president, 
declined comment when contacted by The Nerve, saying only, “I think you should get whatever you 
need from DSS. I appreciate the call; goodbye.” 
 
Rick Brundrett is an investigative reporter for TheNerve.org, a website of the South Carolina Policy 
Council. 
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Identifying himself as “probably (the agency’s) most vocal critic,” state Sen. Joel Lourie, D‐Richland, said 
the agency was “at rock bottom” when senators began their hearings last year.  
 
But, Lourie told Gillum, with the subcommittee’s work and the agency’s efforts, “We’re turning the 
corner, and I thank you for that.” 
 
The push to hire more caseworkers came this summer after lawmakers questioned the heavy caseloads 
of Social Services workers.  
 
Turnover also has plagued Social Services. 
 
The agency lost more than 65 percent of its caseworkers from 2011 to 2013, according to a recent S.C. 
Legislative Audit Council review. Turnover among the agency’s county directors was more than 
58 percent from 2011 to 2014, according to the same report. 
 
Noting some child‐welfare workers still have 90 to 100 children to supervise, state Sen. Katrina Shealy, 
R‐Lexington, recommended working with local directors in six counties to figure out why caseworkers 
are leaving.  
 
“Are they going to another agency? Are they leaving because they are retiring? Are they leaving because 
they’re overworked, depressed, sad, mad?” Shealy said. “Why are they leaving? Because it’s like, in 
some places, we’re going backwards.” 
 
Gillum said she would start the process to evaluate employees’ reasons for leaving. 
 
Expert: Abuse reports mishandled  
 
Olga Rosa, a forensic child‐abuse pediatrician at the USC School of Medicine, urged lawmakers to 
support centralizing the process of screening reports of abuse and neglect. She said all county‐level 
Social Services workers do not follow agency policy in deciding whether to investigate cases or refer 
families to outside organizations for help. 
 
Rosa said centralizing the process also would ensure calls reporting abuse reach the appropriate 
authority: Social Services, if a parent or guardian is the accused abuser; or law enforcement, if the 
alleged abuser is someone else, such as a babysitter or teacher at school.  
 
Under the current system, Rosa added, someone who wants to report abuse to Social Services might be 
told to hang up and call law enforcement. A centralized office would ensure those reporting abuse only 
have to make one call, Rosa and the senators said.  
 
Shealy said some people reporting abuse might not have the nerve to make a second call. “Or if you’re 
going into the closet to call ... or somebody’s getting abused, you might not want to try it again.” 
 
Rosa also expressed concerns Social Services is not consulting her network of child‐abuse pediatricians 
who are trained to identify medical signs of abuse, part of the S.C. Children’s Advocacy Medical 
Response System. 
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Also, Social Services sometimes does not follow up on reports of abuse that come through doctors, said 
Rosa, one of 18 S.C. doctors who evaluated more than 3,000 children in 2013 who were suspected 
victims of abuse or neglect. 
 
Rosa said when a child‐abuse pediatrician reports abuse to Social Services, the agency should give it the 
highest attention. Sometimes those cases are referred in error to community‐based services, she said.  
 
“That’s a big no‐no,” Rosa said. 
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Also, by settling, the parents of the young girl avoid having her go through the trauma of being forced to 
testify in open court about what the teen did to her. 
 
In recent years, DSS has been the target of unprecedented scrutiny by some members of the Legislature 
and the public. Lawmakers have consistently declined to give the agency the money it needs to properly 
safeguard children, critics charge. 
 
In January, child advocacy groups filed a federal lawsuit against DSS and Gov. Nikki Haley, alleging 
widespread systemic failure at the agency. The lawsuit alleged that a lack of funding endangers children 
in the state’s child welfare system and that excessive caseloads for DSS workers prevent adequate 
monitoring of children in foster case. 
 
Last October, the Legislative Audit Council issued a scathing report that charges, among other things, 
that the agency doesn’t have an adequate system to screen and place children in safe homes. 
 
The case just settled was filed last year by a Columbia area mother identified only as Jane Doe. She 
sought damages for the suffering and medical treatment her daughter underwent and “will continue to” 
undergo as a result of the attack, the lawsuit said. 
 
She alleged that in 2012, DSS removed the boy – called J.B. in court records – from his natural mother’s 
home after J.B. suffered physical and sexual abuse from his mother and others. 
 
DSS then used S.C. Mentor, a for‐profit, private company that recruits foster parents, to place him in a 
Richland County home. 
 
The lawsuit said that S.C. Mentor and DSS should have known that J.B. had a “propensity toward 
violence and sexual aggression toward others” and that the foster parent who was supposed to 
supervise J.B. “had a history of failing to adequately supervise foster children.” 
 
J.B.’s foster parent allowed J.B. to visit the girl’s home and while there, J.B. “violently sexually assaulted” 
the 6‐year‐old and later admitted the attack to a family court judge, the lawsuit alleges. 
 
The family court judge ordered the criminal proceedings kept secret. Neither the fate of J.B. nor his 
current living situation could be learned Tuesday. He is now around 16 years old. 
 
After the assault, the girl’s mother contacted DSS to learn what she could about J.B., but DSS refused to 
tell the mother “that her daughter had been exposed to this potentially deadly virus,” the lawsuit said. 
It’s unclear how the family found out. And no one involved would disclose the girl’s HIV status. 
 
DSS and Mentor had a duty to warn parents in the neighborhood that J.B. posed a “special danger” to 
their children, but failed to do so, according to the lawsuit. 
 
A statement issued by S.C. Mentor state director Stan Butkus said in part that the company strives to 
ensure safe conditions for those in its care. “We are committed to continuous quality improvement, and 
serious incidents in our programs are extremely rare,” he said. 
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According to its Internet site, S.C. Mentor’s headquarters are in Columbia and it has five other offices 
around the state. It describes itself as a “leading home‐ and community‐based human services provider” 
offering programs to youths and others with emotional and behaviorial challenges. 
 
DSS issued a brief statement late Tuesday. “The parties Doe and DSS and S.C. Mentor state that the 
above matter has been settled by payment of $515,000 to the minor child plaintiff,” DSS officials said in 
an email. “The parties will have no further comment.” 
 
DSS was represented by lawyers William Davidson and Daniel Plyler; and Mentor, by Will Thomas and 
Walt Cartin. Each are from Columbia. They had no comment. 
 
The mother was represented by lawyers Dick Harpootlian and Christopher Kenney, both of Columbia. 
“We think this is the best resolution without having to put the young girl through further trauma,” 
Harpootlian said. 
 
According to settlement records, legal fees going to Harpootlian and Kenney are $206,000. The mother 
and the child will get some $304,000. 
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According to the lawsuit, South Carolina’s caseloads can be two or three times those of national and 
state standards, with some caseworkers having 60 or 70 children at a time. 
 
The lawsuit echoed findings in an October Legislative Audit Council report, which said DSS relied heavily 
on unreliable data, failed to request extra money and ignored growing problems. The audit also said the 
agency didn’t do enough to ensure children are placed in safe homes. 
 
The audit also found DSS failed to properly investigate abuse allegations and child deaths. DSS said last 
fall it was aware of problems and welcomed any help it can get. 
 
Alford was easily confirmed earlier this year to lead the agency. Amid bipartisan calls for her ousting, 
former director Lillian Koller resigned last year, insisting for years she didn’t need additional money or 
manpower. 
 
In this year’s budget request, the agency had sought for its child‐welfare division money for 277 
additional employees – 73 percent of them caseworkers and supervisors. It also requested money for 35 
additional vulnerable adult caseworkers and 22 more people to inspect daycare providers. 
 
The House’s budget proposal, approved last week, pays for less than half the requested additional child‐
welfare workers. The House plan instead funds 120 caseworkers total, as well as the 22 daycare 
inspectors. But the proposal doubles employees’ pay raises. 
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Senator Joel Lourie also is one of the members of that subcommittee. He says it's important that 

legislators come together on these topics. "We can all debate all day long about different policies but 

when it comes to protecting our children, there is no debate. It's our responsibility," he says. 

The report recommends that DSS must develop clear and uniform procedures for intake, collecting 

data on children, investigating abuse cases, as well as responding to cases in a timely manner. 

"They are recommendations what they need to do internally, in state offices and county offices, but 

it's also legislation to take care of some of those problems," Sen. Katrina Shealy says. 

The committee calls for a statewide database and protocol for assessment. They suggest the 

department continue to improve coordination with law enforcement and to improve data sharing 

among the different law enforcement and governing agencies. 

But Sens. Shealy says that also means that the department will be held fiscally accountable. "You 

know we've lost employees. What happend to the employees they lost? So let's be fiscally 

responsible for the money they already had." 

The subcommittee will take up foster care next week. Young, says the report is the just a starting 

point, "There are so many children in the state that need us to be a voice for them and that's what 

we intend to do. " 
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DSS released a written statement saying, “Upon appointment, Director Alford committed to 
strengthening the child welfare system in South Carolina. That critical work has already begun by 
receiving funding to hire 177 additional case workers and 67 caseworker assistants and aggressively 
recruiting for those positions, increasing salaries of caseworkers, restructuring the child welfare division, 
streamlining the foster home licensure process, and improving the support structure for existing foster 
homes.  
 
DSS anticipates that the agreed upon provisions of the interim relief agreement will continue this 
forward momentum, and DSS is hopeful that it can continue to work towards a full resolution of the 
lawsuit.” 
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first year. Another was that they gave us salary increases for our staff. So as part of our staff retention, 
we are able to offer a more competitive salary to a DSS case worker and to others that come to our 
agency. They also funded 2nd and 3rd shift pilot case loads so that we could get on call staff so that we 
would be able to take some of the stress off of our staff, in terms of the round the clock work that they 
do. They sometimes work 24/7 during the week, and they also work on weekends, and we knew we 
were burning people out.  So they gave us assistance in that area.  And then we also asked them for case 
worker assistants and those are positions that we created so that we could take some of the 
responsibilities off case workers that burdened them so that they can't see kids as effectively, and that's 
transportation and also administrative duties; lot of paper work and things they have to keep up 
with.  So we asked for 67 positions and they were all funded and we've been able to distribute those 
throughout the state. And those folks come in and they help our workers take a lot of those 
responsibilities so they see kids more often. So that is some of the major things that they gave us our 
first year.  So they have really put us on the right track.” 
 
Sturgill: "So we say we need this many positions and we filled this many.  How has that number been 
tweaked?” 

Alford:  "It is slowing down.  And I am happy to say that.  But I don't have numbers to do apples to 
apples yet, because it’s early January.  I'll have that figure at the end of January to say now how we 
compare to that 39%.  But we've measured it every quarter and the thing that we are finding is that the 
turnover is decreasing. And we are finding that the number of staff hired and the number of separations 
are going in the opposite direction, which is what you want. So I do believe the figure will come out that 
will at least confirm for me, that the turnover is really slowing down and then of course we've got to 
keep working on that to be able to get it as low as possible. And so 39% is a very high figure. To get it 
lower is a good accomplishment, but we've got to keep working on that so we won't be finished with 
that process for quite a while.” 

Sturgill:  "The other thing you mentioned was the DSS worker case load. I know some of them in some 
places had 150, are you seeing that still, is that going down, what's being done to help that situation?” 

Alford: "We're starting to see some improvement because of the hiring of case workers. The difficulty 
here is when you start on boarding case workers is that you can't give them cases right away so even 
though we started hiring them in September/October of last year, you're not going to see them take full 
case loads on until they've gone through five weeks of training, and until then, we give them some cases 
so they can get used to doing it. So, we're expecting to see the number go down and we'll continue to 
see the number go down until we hire some more case workers.  The thing you have to be careful 
though, with these systems, is you have to look at the number of referrals you are getting in at the same 
time and so our referrals are not going down so we've got to stay vigilant to identify how many case 
workers do we need to continue to hire until we get to those standards that we're looking at and so we 
set those standards last year.  We want to get to 24 for investigations, 24 for family preservation and 20 
for foster care. So it’s going to be a continuous process for us to hire and to try to fill those positions. 
Keep it in mind that the referrals will go up, and still in the process keep an eye on making sure we get 
those case loads down to those levels. So we are making progress.  I really happy to see we are making 
some good progress in that area.” 
 
Sturgill:  "Now you have started doing some restructuring in the department itself including some really 
high salaries at the state level that people are saying, ‘hmmm why are they being paid that much?’ talk 
about your restructuring a little bit and kind of justify those salaries and what needs to be done.” 
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Alford: “When I came into the department there were a number of things I did immediately. One was to 
create a Deputy Director for Administrative Services because that position was one that captures all the 
usual infrastructure within an agency. So you are talking about finance and staff development and 
training and IT and all the areas that have to do with procurement. And normally in a state agency all 
those things are under a division and you have a deputy level person doing that. DSS had previously had 
all those areas reporting directly to the director. And I found that to be very troublesome; knowing that 
you could not pay attention to all those areas, that they were all reporting to the director of the agency 
because DSS is just a huge operation.  So I created a deputy position and I put all those under that 
deputy level.  Then what I did was I created a position for Communication and Legislative Affairs. DSS 
unfortunately our CFO, our chief financial officer, was also our legislative liaison and that was 
completely untenable. There is no way they could keep up with managing all the finances in the agency 
and also going downtown and managing legislation so we created that position. And then another one I 
created, I've been concerned since I came to DSS about Adult Protective Services being marginalized 
within the agency.  It used to be under child welfare and because child welfare gets so much attention in 
our agency, a lot of times Adult Protective Services didn't get the kind of attention it needed.  In many 
ways it was almost like a 2nd thought, in terms of the kinds of services we were providing to vulnerable 
adults, and there is a great need in this area.  So I pulled that area out and made a division out of it.  And 
so I hired new staff for those positions. I have gotten inquiries about staff salaries.  The thing I would, 
you know, I would say about that is, if you compared our executive salaries to other agencies of our size, 
you would find them to be very comparable. I certainly don't feel I need to justify them because to find 
the right people and get those folks in place, you've got to pay them the kinds of salaries that are going 
give them the responsibilities of huge areas of operation.  To give you an example, a deputy director at 
DSS supervises some 1700 employees, and that's the size of most agencies. So when you compare us 
with DHEC and a lot of the other really big agencies, you'd find our salaries are not out of sync with 
those. 
 
Sturgill: You brought this up DSS has a huge umbrella of things that you are responsible for and you just 
got another one, the refugees. Do you think that is too much?  Should they restructure from the state? 
 
Alford: “I try not to get into those policy issues to be quite frank about it. How big an agency can be, in 
order to be effective, I surely think, I agree with folks that think smaller is better.  I don’t think anybody 
would say a giant mega agency is more efficient than one that is smaller, but whether or not certain 
parts of the agency fit better with other agencies than others, I don't really weigh into that.  You know 
when the governor hired me, she hired me to run this DSS.  This is an agency that incorporates huge 
areas.  It includes Child Welfare and Adult Protective Services and also Child Support and also economic 
services, and if you look across the country what you find is that a lot of child welfare agencies are also 
mega agencies that include all those areas too. But then you will see some agencies that they've split. 
And whether or not those agencies are more efficient or not or whether or not they have better 
outcomes, I don't think anybody sort of takes the time to sort of look at that. They look more at 
efficiencies: are they more efficient, do they cost less money? But do they really produce better 
outcomes.  I don't know if we were smaller the outcomes would be better or not. I do know that it is a 
challenge to run any huge agency because you really have to get everybody working on the same page. 
So smaller is always better in that sense. If you've got a small workforce, it’s much easier to get people 
to do that. But we've also got great people in our agency and our large divisions are run like other 
agencies are run in the sense that we really connect up.  Everything at DSS connects together, I guess is 
what I am saying.  If you understand our agency, you understand that child support connects to stable 
families and economic services connects to parents getting employment and getting food assistance and 
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being able to provide for their children and those things contribute to whether or not children are being 
neglected and abused. So I see complete connection between all those elements. So I am not sure I'd 
want any of them to go away. But at the same time, I understand why folks sometimes recommend that 
those things might be better aligned elsewhere.” 
 

Sturgill: "Can you briefly state your plan, because we need what, 1500 foster homes? 
 
Alford: “We want to do a county by county recruitment campaign.  That's very important because one 
of the issues about foster parents and foster homes is that it’s very important for children to remain in 
their county in foster homes.  One of the issues when they don't, is that they are not able to visit their 
siblings necessarily, when they are placed out of county or our case workers have to travel great 
distances in order to see them. So it’s really important not just to get foster parents because we can go 
out and recruit in general, but what we have to do is concentrate county by county. Because we need to 
make sure that we get the kinds of support that we need in those counties.  So that the process that we 
are using. We've mapped out across the state how many foster homes we would need to recruit in 
every county And then we are going to launch a campaign in partnership with universities, partnership 
with faith based organizations, and with others that will be at the table that are currently child placing 
agencies.  Some of our group home providers are helping us do foster care recruitment. And then what 
we are going to do, is go out and try to use an educational process of using foster parents to try to draw 
in more foster parents.  Again a big part of that for me, was making sure that we redesigned our foster 
licensing process, because it was really a very unwieldy process that sometimes lasted up to 12 months 
for someone that was eligible to be a foster parent to actually get licensed. So we've streamlined that to 
more like a 120 day process and we're hoping that with more education, with more visibility as to the 
benefits to being a foster parent, with some increased supports for those foster parents, that we can get 
more folks through that licensing process and then hopefully keep those folks once we recruit them too. 
Because we want to be able to retain our foster parents as much as possible." 
 
Sturgill:  "We've had to pay fines to the federal government, astronomical amounts, over the last 18 
years $170 million, I believe, and you've asked the legislature for three more years to fix the system 
when it comes to child support. Can you talk about that a little bit and why you think you need three 
more years and will that three years be worth the fines we are still going to have to pay the federal 
government?” 
 
Alford: “Well its actually four years. It’s going to take four more years. when I came to the agency the 
way the project really stood, was that we had just gone through a settlement agreement and that 
agreement basically allowed us to start a new partnership with Xerox. Xerox has partnered with 
Delaware in the past, to be able to get their child support system up and running and Delaware is very 
close to our current system.  We have the ability now, which we haven't had in the past, to take a 
program that's already been developed in another state, that's had success in getting it developed and 
basically model ours off of that system so that's what we are doing.  We had to map it again with a new 
vendor again, and because of that, it is a four year process that it's going to take to do that.  So my big 
task right now is just to make sure that we stay on track with that, because as you said, it’s been a long 
history of the child support system not being implemented in South Carolina. I think we are the only 
state in the country that currently doesn't have an automated system and so the governor has made it 
very clear to me, that this is one of the biggest tasks that we have, is to make sure that this particular 
project, with this particular vendor, that we stay on top of it and make sure that every kind of timeline 
that we are meeting all of our tasks and so we've got a great great project manager in Jimmy Early who 
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actually developed the SCEIS system in South Carolina. He's known for taking what they thought was an 
impossible task to unify our finance systems together throughout state government.  Because we all 
used something different and he developed that system and so he's our lead in trying to get this 
done.  We're just really encouraged that we've got the right guy in place to figure out how to get this 
done.” 
 
Sturgill: "I know you’ve done a little bit about accountability as far as restructuring the department itself 
and who reports to whom, but I remember reading in that Senate report 150 children who died  that 
they say could have been prevented I believe is the way the worded it.  And I covered a case 
myself,  where a girl was abused. The abuser admitted it to the case worker and the case worker failed 
to report it to police and she continued to be abused for two more years.  Are you setting something in 
place that holds caseworkers accountable when they make egregious mistakes like that?” 
 
Alford: “Well that's our work.  We try to create clear policy about what case workers can do. A lot of 
what we do is we try to drive, what we call, good casework practice and obviously what you've 
described is not what we believe to be good casework practice. So absolutely we have to hold our staff 
accountable for errors that they make in terms of not following our policy. But also not doing what we 
know is the right thing to do. In tandem with that, is what brings those kids to your attention. You've got 
to go through every situation in when something like that happens and you've got to go back and say 
what could we have done better? What part of this did not work? Was it staff? Was it a system that we 
didn't have in place that didn't catch that situation? Did we not somehow pay enough attention on the 
front end? And so I think every time you have a situation in which a child is harmed, you have to go back 
and not just look at staff and whether they did the right thing and the accurate thing, and whether or 
not the department has policies in place that do not work. And if kids fall through the cracks, one kid is 
too many. So that's really our job.  Our job is to really go through and look at every situation in which 
that may have happened and make sure they do everything in our power to make sure that we protect 
children.” 
 
Sturgill:  “Are you looking at specifics that you can do here on the ground level, I know it’s kind of hard 
to do from the state level, but on the ground level, to make sure that fewer of those and hopefully zero 
of those happen?” 
 
Alford: “Yea, I think that is always our goal.  Our goal again, is to always prevent maltreatment. And the 
things that we do, we use programs such as signs of safety. We put in safety plans. We take a lot of 
seriious work and try to really build safety around children.  But in the a sense of having absolutes in all 
that, what you have to do is training. You've really got to get folks to understand all the complexities to 
just know when abuse occurs.  So it’s very complicated to make sure that we have staff that know 
exactly what to look for, that they respond in a way that is appropriate, and we give them the support 
they need to be able to do their job well. So a lot of what we do is building systems around our staff to 
make sure that our staff can be able to get the kind of support they need to identify abuse and neglect 
and also appropriately respond to it, and also follow up in the event that we don't do it well. And make 
sure that we are always learning better ways that we can do that.  I think partnerships are extremely 
important.  We've got to provide services. It’s not just enough for us to identify problems in 
identification and referrals we've got to also find those services that are most critical for kids to get and 
we want to get at it before they get harmed rather than afterwards.” 
 
Sturgill: “I wanted to give you a chance to respond to the people who say change isn't coming fast 
enough, what do you say to those people? 
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Alford: “I spent a great deal of my career working on change in children's services. Before coming to 
DSS, I worked in juvenile justice and it took many many years to do juvenile justice reform. For instance, 
we had a lawsuit in our agency that lasted 14 years and I spend 11 years there working on reform. The 
things that I would say to folks that get frustrated is, that I get just as frustrated as anyone.  I would like 
to be able to make instant changes.  I care deeply what happens with children. And it frustrates me too. 
But I also know that persistence is the key, that the thing you've got to do with kids services is you've 
just got to keep at it and persistence will win the day. You really have to build blocks of stability and the 
thing that I don't want to be about, is I don't want to be about doing quick fixes. What I have found is 
that true reform happens when you get the ground level to really be stable and then you build on it. 
Then you won't get into that situation where you go three steps forward and two steps back. We have 
to deal with change in administrations, we have to deal with politics. We have to deal with all kinds of 
factors so in the middle of that, you just got to keep steady. And if you care deeply about kids, you will 
keep on it and keep at it and that whole idea of continuous quality improvement is hard to do 
sometimes in the wake of all the changes in our society. But that is what reform really is.  I'd love to say 
change happens quickly, but it doesn't, and I just think you've really got to keep at it and be strong and 
stand tall in the midst of it.” 
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