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Executive Summary   

 
The California-Children and Family Services Review (C-CFSR) is a cyclical process which begins with the 
identification and analysis of the current system through the County Self-Assessment and Peer Review, 
development and implementation of solutions which are tested in the System Improvement Plan, and 
an ongoing evaluation and revision of those solutions for continuous improvement and to meet the 
changing needs of the system over time  through the Annual System Improvement Plan Progress Report.   
As the C-CFSR is a continuous quality improvement model, Shasta County has worked toward continuing 
development, implementation, and evaluation of strategies to improve safety, permanency, and well-
being of children.  Shasta has added an additional quality monitoring and improvement step that 
includes periodic review of and opportunity for input into the C-CFRS process by the Continuous Quality 
Improvement Committee.  This collaborative group includes decision makers within County and 
community organizations as well as individual community stakeholders 
 
The C-CFRS County Self-Assessment is completed every five years in coordination with local community 
partners. The County Self-Assessment is a comprehensive Child Welfare and Probation program 
assessment to determine the effectiveness of current practice, programs and resources across the 
continuum of child welfare and probation placement services (from prevention and protection through 
permanency and aftercare) and to identify areas for targeted system improvement.  The County Self-
Assessment guides Shasta County Child Welfare and Shasta County Probation in:  
 

 Identifying the successes and challenges in current practices, programs and resources,  
 Identifying the existence, prevalence or magnitude of a need for services, and  
 Determining where efforts and funding should be focused to maximize positive outcomes 

for children and families. 
 
The County Self-Assessment team completed the self-assessment using a variety of methods:  gathered 
and analyzed information and data; actively participated in the Peer Review; and conducted focus 
groups and administered surveys as a means to engage stakeholders and obtain feedback about the 
quality of the Child Welfare and Probation systems and provision of services to children and families in 
the community.  Results obtained utilized a combination of quantitative analysis; qualitative information 
gathered from child welfare source experts, County leadership, survey/focus group input, and literature 
reviews; and periodic review and input by the Continuous Quality Improvement Committee.   
 
The Peer Review provided Shasta County with qualitative information about programs by examining 
child welfare practices and policies that impact Placement Stability outcomes for children and families.  
The Peer Review identified themes of agency strengths and areas needing improvement for child 
welfare and probation.  During the review, staff from our peer counties interviewed Shasta County case-
carrying social workers and probation officers regarding county practice. Utilizing peers from other 
counties promoted the exchange of best practice ideas between Shasta County and the peer counties. 
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Shasta County Self-Assessment Summary of Findings  
 

Populations at greatest risk of maltreatment  
 
Two age groups exhibit the highest risk of maltreatment (according to substantiation rates).  In terms of 
the highest quantity of substantiation, the 6 to 10 age group has experienced an average of 
approximately 194 substantiations per year (averaged from 2008 to present), and is currently at 158 for 
the latest data point.   
 
In terms of population 
relativity, the 
incidences of 
substantiation per 
1000 children by age 
group indicates the 
trend of infants under 
1 year old being the 
most susceptible to a 
substantiation of 
maltreatment.  The 
most recent data 
point shows that 
approximately 65 out 
of every 1000 infants 
under the age of 1 
year in Shasta County 
experienced a 
substantiated 
maltreatment 
referral.  When 
compared to other 
age groups we find that this is almost triple that of the next most frequent (ages 3 to 5 with 
approximately 22 out of every 1000 experiencing a substantiated maltreatment referral). 
 
County strengths  
 
County strengths continue to center around the Shasta County Health and Human Service Agency that 
combined the former Departments of Social Service, Mental Health, and Public Health into one super 
agency in 2006.  The Agency’ infrastructure includes four service delivery branches, Adult Services, 
Children’s Services, Regional Services and Public Health, and a business operations branch called 
Business and Support Services.  Children’s Services provides child welfare services for Shasta County 
children, including child protective services, on-going services under the supervision of the Juvenile 
Court, foster care licensing and adoption services, as well as children’s mental health and drug and 
alcohol services.   
 
Shasta County HHSA was conceived to simplify and streamline the provision of a variety of services for 
residents of our county.  The HHSA Mission is to partner with communities to protect and improve 
health and well-being.  One of our values is collaboration.  In keeping with our mission, vision and 
values, Children’s Services promotes collaboration through development of collocated, integrated 
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services for children and their families.  Children’s mental health clinicians and public health nurses have 
been assigned to provide support services for many years and are now integrated into the Children’s 
Management structure.  Additionally Probation Officers providing pre-placement services are integrated 
and collocated with children’s mental health staff for the provision of wraparound services for high risk 
Juvenile Court wards in a program called WINGS.  Probation Officers who supervise Wards of the Court 
in out of home placement, and County Office of Education staff who support educational services for 
Dependents and Wards in out of home care are collocated with Children’s Social Workers who supervise 
children in foster care placements.   Collocation allows for better communication and problem solving at 
the staff level. 
 

Stakeholder Survey 
Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 

Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 

 
 
 
Through memorandums of understanding and contracts, Children’s Services has relationships with many 
community based agencies and individuals to provide services for children and their families.  Children’s 
staff includes Alcohol and Drug Counselors and a Mental Health Clinician that provide assessment and 
some limited direct services to parents of children in child welfare services.  A contracted domestic 
violence specialist is collocated part-time in a children’s building.  Differential Response services are 
closely coordinated with a non-profit contracted provider.  All Differential Response referrals are 
initiated through a warm handoff between a Children’s Social Worker and a contracted Parent Partner.  
Shasta County’s implementation of SafeCare®, an evidence-informed home visiting program is jointly 
managed and supervised by Children’s Services and the Shasta County Child Abuse Prevention 
Coordinating Council.  Recently, Children’s initiated a contract with a drug and alcohol provider for the 
provision of sober housing.  All participants in this program voluntarily agree to participate in this service 
and a multidisciplinary treatment team meeting process that coordinates the service.  The treatment 
team includes the contracted provider, Shasta County Children’s Services staff and Peri-Natal Drug and 
Alcohol Services staff, and other treatment providers on a case by case basis. 
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Stakeholder Focus Groups 

Biological Parents – Relative caregivers and foster parents– Independent Living Program participants 
Indian Child Welfare Act Workgroup – Parent Leadership Advisory Group – HHSA Children’s Branch staff 

 

        County Strengths 

 Numerous service providers exist throughout the community that collaborate with HHSA Children’s 
Services to provide resources to clients of the child welfare system.  

 Independent Living Program youth felt that their interactions with their probation officers and CASA staff 
were helpful to them in coping with their situation. 

 Parents felt that many resources including parenting classes, substance abuse treatment, the Parent 
Partner program, and benefits from the Regional Services Branch were helpful to them in addressing 
some of the challenges they needed to overcome to be reunified with their child.  

 Family Team Meetings were identified across multiple focus groups as an effective tool in providing a 
support system and providing solutions for families in the child welfare system. 

 Participants felt that the collaboration between the ICWA workgroup and Children’s Branch was effective 
in facilitating case planning. 

 Participants felt that the ICWA workgroup members demonstrated cultural sensitivity and awareness. 

 
 
Transition to evidence-based, evidence-informed, and/or best practice is a County strength.  Children’s 
Services and Probation strive to utilize evidenced-based and, evidence-informed or child 
welfare/probation best practice in-house and in our contracting process with community providers.  The 
following are practices we have implemented in the context of existing service systems: 
 

 SafeCare® is a parent-training curriculum for parents who are at-risk or have been reported for 
child maltreatment due to neglect. SafeCare® trained staff work with at-risk families in their home 
environments to improve parents’ skills in several domains. Parents are taught, for example, how 
to plan and implement activities with their children, respond appropriately to child behaviors, 
improve home safety, and address health and safety issues.   

 

 Positive Parenting Program (Triple-P®) is a multi-level system of parenting and family support. It’s 
goals are to promote the independence and health of families through enhancement of parents’ 
knowledge, skills, and confidence; to promote the development of safe, protective, and nurturing 
environments for children; to promote the development, growth, and social competence of young 
children; to reduce childhood behavioral and emotional problems and adolescent delinquency, 
substance abuse, and academic failure; to enhance the competence, resourcefulness, and self-
sufficiency of parents in raising their children; and to reduce the incidence of child maltreatment. 

 

 Trauma Focused-Cognitive Behavioral Therapy (TF-CBT) is a therapeutic intervention designed to 
help children, adolescents, and their parents overcome the impact of traumatic events. It is 
designed to help with traumas related to sexual abuse, physical abuse, domestic abuse, 
community violence, unexpected death of a loved one, natural disaster, and war.  

 

 Child and Adolescent Needs and Strengths (CANS) is a multi-purpose tool developed for use with 
children and families to support decision making, including level of care and service planning, to 
facilitate quality improvement initiatives, and to allow for the monitoring of service outcomes.   

 

 Supporting Father Involvement (SFI) is a family focused intervention aimed at effectively engaging 
fathers as a key participant in family support and strengthening. It is also a method of fostering 
organizational development and growth for agencies and professionals serving at-risk families. 
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Three quotes from SFI participants in our County:  
 
· “My experience with the Supporting Father Involvement program has been uplifting to my spirit.  The program 
helps me [with] how to deal with my daughter in a positive manner. [SFI] also helps me to deal with Children and 
Family Services.”  
 
· “It has opened my eyes to see how to become a better father to my daughter.  We laugh and have discussions on 
topics [of how to be] a better father when my child comes home.” 
 
· “I like it because I get listened to and I get things off my chest.  [SFI] lets me know that I’m not alone and helps me 
know there is hope for me and mine.  I learn good stuff about how to be a better father and husband.” 

 
 

 Structured Decision Making (SDM) is an approach to child protective services that uses clearly 
defined and consistently applied decision-making criteria for screening for investigation, 
determining response priority, identifying immediate threatened harm, and estimating the risk of 
future abuse and neglect. Child and family needs and strengths are identified and considered in 
developing and monitoring progress toward a case plan. 
 

 Motivational Interviewing (MI) focuses on exploring and resolving ambivalence and centers on 
motivational processes within the individual that facilitate change. The method differs from more 
“coercive” or externally-‐driven methods for motivating change as it does not impose change (that 
may be inconsistent with the person's own values, beliefs or wishes); but rather supports change 
in a manner congruent with the person's own values and concerns. 

 

 Forward Thinking Journaling is a Cognitive Behavioral Therapy (CBT) journaling and discussion 
course designed to develop the minor’s ability to plan for better decision-making.  This course is 
part discussion, part journaling, some homework and group role play. The course is designed to 
improve decision-making skills, therefore lowering the minor’s risk to re-offend. 

 

 Thinking For a Change (T4C) is an integrated, cognitive behavioral change program for offenders 
that includes cognitive restructuring, social skills development, and development of problem 
solving skills. Cognitive self-change teaches individuals a concrete process for self-awareness 
aimed at uncovering risky thoughts, feelings, attitudes, and beliefs. It is taught by using the simple 
principle that our thinking controls our behavior and to change our behavior, we must change our 
thinking.  Social skills instruction prepares participants to engage in pro-social interactions based 
on self-awareness and consideration of the impact their actions will have on others. Participants 
learn how to actively listen, ask questions, appropriately respond to others’ anger, give feedback 
to others, effectively communicate apologies, negotiate, effectively communicate a complaint, 
understand the feelings of others, and recognize one’s own feelings. 

 

 Moral Reconation Therapy (MRT) is a Cognitive Behavioral Treatment strategy that seeks to 
decrease recidivism among juvenile and adult criminal offenders by increasing moral reasoning. Its 
cognitive-behavioral approach combines elements from a variety of psychological traditions to 
progressively address ego, social, moral, and positive behavioral growth. 

 

 The Positive Achievement Change Tool (PACT) assessment is completed with probation youth.  
Every probation youth that is going through court has the PACT assessment prior to 
disposition. The PACT assessment reviews 12 domains: criminal history, demographics, education, 
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use of free time, employment, relationships, family, alcohol and drugs, mental health, attitudes 
and behaviors, aggression, and skills. Based on the results of the youth’s PACT assessment, the 
probation officer works with the youth and parent(s) to create goals related to his/her 
criminogenic needs (factors that contribute to reoffending).   The results of the youth’s PACT 
assessment also inform case planning and assist with determining program and service needs. 

 
A small sample from our July 1, 2013 to June 30, 2014 PACT 2.0 Full Assessment: 
DOMAIN 9A – 2. History of violence/physical abuse: Include incidents of violence/physical abuse disclosed by minor, whether or 
not reported or substantiated, but exclude reports investigated and proven to be false. 

Total participants:  91 Total Participants Responded:  91 Percentage Responded:  100% 

Answer Responses Percentage 

Not a victim of violence/physical abuse 54 59.3% 

Victimized by a family member 27 29.7% 

Victimized by someone outside the family 10 11% 

Victimized at home 26 28.6% 

Victimized in a foster/group home 1 1.1% 

Attacked with a weapon 5 5.5% 

 

DOMAIN 9A – 3. History of witnessing violence: Include perpetrators and victims of violence as having witnessed violence.  
Include witnessing of violence disclosed by minor, whether or not reported or substantiated, but exclude reports investigated 
and proven to be false. 

Total participants:  91 Total Participants Responded:  91 Percentage Responded:  100% 

Answer Responses Percentage 

Has not witnessed violence 22 24.2% 

Has witnessed violence at home 51 56% 

Has witnessed violence in a foster/group home 3 3.3% 

Has witnessed violence in the community 54 59.3% 

Family member killed as a result of violence 1 1.1% 

 

DOMAIN 9A – 4. History of sexual abuse/rape:  Include incidents of sexual abuse/rape disclosed by minor, whether or not 
reported or substantiated, but exclude reports investigated and proven to be false. 

Total participants:  91 Total Participants Responded:  91 Percentage Responded:  100% 

Answer Responses Percentage 

Not a victim of sexual abuse/rape 75 82.2% 

Victimized by family member 4 4.4% 

Victimized by someone outside the family 12 13.2% 

 

DOMAIN 9A – 5. History of being a victim of neglect:  Include neglect disclosed by minor, whether or not reported or 
substantiated, but exclude reports investigated and proven to be false. 

Total participants:  91 Total Participants Responded:  91 Percentage Responded:  100% 

Answer Responses Percentage 

Not a victim of neglect 62 68.1% 

Victim of neglect 29 31.9% 

 

DOMAIN 9A – 7. History of mental health problems:  Such as schizophrenia, bi-polar, mood, thought, personality, and 
adjustment disorders.  Exclude conduct disorder, oppositional defiant disorder, substance abuse, and ADHD.  Confirmed by a 
professional in the social service/healthcare field. 

Total participants:  91 Total Participants Responded:  91 Percentage Responded:  100% 

Answer Responses Percentage 

No history of mental health problem(s) 56 61.5% 

Diagnosed with mental health problem(s) 20 22% 

Only mental health medication(s) prescribed 2 2.2% 

Mental health treatment and medications(s) prescribed 13 14.3% 

 
 



 

 
8 

C
a

li
fo

rn
ia

 -
 C

h
il
d

 a
n

d
 F

a
m

il
y 

S
e

rv
ic

e
s
 R

e
v
ie

w
  

 

Child Welfare and Probation practice strengths include maintaining, expanding and/or enhancing 
current practices and the introduction of some new strategies as identified below: 
 

 Safety-organized practice (SOP) is a holistic approach to collaborative teamwork in child welfare 
that seeks to build and strengthen partnerships within a family, their informal support network of 
friends and family, and the agency. SOP utilizes strategies and techniques in line with the belief 
that a child and his or her family are the central focus and that the partnership exists in an effort 
to find solutions that ensure safety, permanency and well-being for children.  SOP employs 
standardized SDM assessment tools and social work practitioner tools.  
 

 Family Team Meetings (FTM), a part of Safety Organized Practice, involves families currently 
within, or at risk of becoming involved with, the child welfare or juvenile probation systems. A 
shared decision-making approach is used with families and their support systems as partners to 
define family strengths, needs and goals. This service also assists families to identify helpful local 
services and resources. The goal is for the team to share decision making.  

 

 Katie A. implementation in Children’s Services utilizes a team-based case management system 
providing intensive support to abused and neglected children and their families.  Through the 
Child and Family Team (CFT) meeting process perspectives of people and organizations involved 
with children including: families, the children when age appropriate, caregivers, social workers, 
clinicians, public health nurses, Shasta County Office of Education, Alcohol and Drug Programs, 
inform service plans and treatment plans that meet the children’s mental health needs. The tools 
offered through Safety Organized Practice (SOP) are utilized to bring protective factors and safety 
concerns to the forefront in a family driven approach to case management. 

 

 High Risk Team (HRT) was developed in response to requests from foster and adoptive parents. A 
specialized case manager and high-risk team focus on early identification of high-risk children. 
They work closely with care providers and social workers to access needed services.  One purpose 
of the High Risk Team meeting is to quickly identify additional services and supports needed to 
stabilize children in placement.  An HRT may refer children for Katie A. services.  

 
Excellent Shasta County Foster Parents are valued, trusted, team members who make 

A commitment to children in our community by: 
 

 Normalizing childhood experiences 
 

 Identifying and advocating for children’s needs and services 
 

 Practicing and modeling positive and strength based parenting 
 

 Compassionately partnering with parents 
 

 Participating in training and support services with flexibility, integrity and humor 
 

 

 The Quality Parenting Initiative (QPI) began as a collaborative effort with CDSS, the County 
Welfare Directors Association (CWDA) and the Youth Law Center with support from the Stuart, 
Walter S Johnson and David B. Gold Foundations. The goal of the initiative, formerly known as the 
Caregiver Recruitment and Retention Pilot, is to develop a statewide approach to recruiting and 
retaining high-quality caregivers to provide excellent care to children in California's Child Welfare 
System. 
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 Family Finding & Engagement includes methods and strategies to locate and engage relatives and 
non-related extended family members of families and children involved in the Child Welfare 
System.  The goal of Family Finding & Engagement is identifying, finding, and engaging family 
members and other adults who care about a child placed in out-of-home care. Other adults may 
include friends, neighbors, mentors, school teachers, coaches, teammates, religious leaders, youth 
group leaders, and community supports.    

 

 Linkages is a collaborative project between Children’s Services and CalWORKs, that seeks to 
coordinate and integrate the activities of the two programs for individual families served in both 
programs into one integrated case plan.  The benefit for families is reducing barriers to 
accomplishing case plan goals by the two service systems working more closely together and 
being able to leverage services from both systems into a plan to support the family’s economic 
self-sufficiency and capacity to safely parent their children. Linkages system barriers have been 
reduced and capacity development has occurred. 

 

 Improvement achieved in collaboration with the Shasta County Blue Ribbon Committee has 
included meaningful participation in court by parents and youth. Parent Leaders participate in the 
Court Orientation that is mandatory for parents of children entering Child Welfare Services.  At 
this orientation, Patent Leaders sit on the panel and discuss their personal experiences of child 
welfare, as well offering encouragement to those entering services.  

 
One of the many activities that the Parent Leaders are involved in is supporting the Court Orientations that 
families are mandated to attend by the Dependency Court Judge when they are offered formal services through 
Children’s Services. At this court orientation, Parent Leaders provide support to those in the audience by 
discussing pieces of their own past stories of their involvement with Children’s Services as well as offering local 
supports and guidance. In October2013, surveys were provided to parents in the audience regarding the Parent 
Leader participation in the panel which includes Child Welfare staff.  All parents participated in completing the 
survey which rated the client satisfaction as 100% for the information being helpful and important. One parent 
felt that the most valuable thing they received from that orientation was the parents story and that this parent 
felt that “You can be at rock bottom, but still reunify with your children with cooperation and growth”. This 
parent also stated that she felt that the information she received was very helpful. She stated, “Very powerful 
speaker. I felt very connected with her coming from where I have been also”. The specific success the participant 
achieved as a result of this activity was hope.  
 

Child Abuse Prevention, Intervention, and Treatment/Community Based Child Abuse Prevention/  
Promoting Safe and Stable Families (CAPIT/CBCAP/PSSF) Shasta County Annual Report FY2013-2014 

 

 

 Wraparound services are offered by a multidisciplinary team of staff including social workers, a 
mental health clinician, parent partners, and a skill builder.  These collocated workers provide 
intensive, in-home, strength-based, solution-focused services to families at risk of having their 
children placed in group home care or transitioning from the group home back to their families. 
Services are voluntary and staff work actively with all family members with their natural supports 
and community providers to assist them in building on their strengths to maintain the child 
successfully in their home, school, and community.  
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Stakeholder Survey 
Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 

Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 

 
“Referral to services for parents” was seen as a strength of Children’s Services by 47.9% of stakeholders. The next 
most common was “Support and resources for youth” (45.1%) and “Referral to services for youth” (42.3%).  The 
least rated practice was “Accessibility to management” with 21.8% of stakeholders viewing it as a strength.  

 

 Probation Wraparound Interagency Network for Growth and Stability (WINGS) is an intensive 
strength based family focused program for high-risk juveniles. This court-based program uses an 
interagency family treatment team to meet the needs of the minor and family. The team consists 
of two probation officers and a mental health therapist. Minors with diagnosed mental illness, as 
well as those whose level of functioning is impaired by learning disabilities and severe substance 
abuse, require extremely high levels of supervision and support in order to be successful in their 
school, home and community. Family members help in developing plans and strategies to deal 
with issues presented when the minor remains in the home. 
 

 The Parent Project program is to further support the efforts of the probation department in 
strengthening families’ ability to monitor and supervise their own children.  The Parent Project 
program assists parents with setting boundaries for their strong willed teenagers. The goals of the 
Parent Project program are to: reduce family conflict, reduce juvenile crime, reduce recidivism, 
and improve school attendance and performance.  Parents learn and practice specific prevention 
and intervention strategies for destructive behaviors such as truancy, alcohol and other drug use, 
gangs and other criminal behavior, running away, violence and suicide.  These efforts have had a 
significant impact and the number of Probation group home placements has been reduced.  A 
teen component of the Parent Project program begins in 2014. 

 

 Juvenile Drug Court is designed to reduce substance abuse and related criminal activity among 
non-violent juvenile offenders by offering a structure of strength-based intensive treatment 
services, intervention, court supervision and community support. Drug court is a minimum twelve-
month program. Minors are required to appear before the Juvenile Court Judge every week, at 
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which time the judge reviews the progress or lack of progress for the minor. Frequent drug testing 
and participation in recovery services is required. 

 
County/Community strengths include partnering in the development of a community collaborative 
focused on the prevention of child abuse.  The Strengthening Families Community Collaborative for the 
Prevention of Adverse Childhood Experiences is supported by HHSA Children’s and Public Health 
leadership and staff, and also has participation from First 5 Shasta, Shasta County Office of Education 
and Probation, Shasta County Youth Violence Prevention Council, Northern Valley Catholic Social 
Services, Head Start, One Safe Place and Shasta County Child Abuse Prevention Coordinating Council.  
The collaborative has adopted a goal of promoting the Strengthening Families protective factors through 
community “pilot programs” and community level education through pilot projects.   The collaborative is 
employing collective impact strategies to achieve a common goal of building protective factors among 
families in the community including a common data collection plan and program development activities. 
Multiple agencies working in collaboration has resulted in better communication, better cross training of 
staff, and improved capacity to address the issues of children and families in the community.   
 
 

   
 
 
Additional community based prevention activities that we see as county strengths include support 
services provided for high risk pregnant mothers and parent leadership development activities. 
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Children’s Services coordinates with the Mercy Maternity Center Social Worker to do an assessment of 
pregnant women with identified high risk factors during pregnancy (including the use of illegal 
substances during pregnancy, domestic violence, prior removal of other children by Children’s Services 
and current or past Children’s Services involvement). The goals of these assessments include: offering 
preventative services to the client such as referrals to community resources, obtaining necessary 
releases of information in order to expedite the referral and investigative process and to allow for the 
sharing of pertinent information amongst providers, and explaining the Child Welfare investigative 
process in an attempt to alleviate anxiety in the client prior to delivery.   
 
 
“This report series details findings from a project in which the birth records of all children born in California in 2006 
and 2007 were matched to statewide child protection records through each child’s fifth birthday.  These linked 
records were then analyzed by county, allowing us to describe the characteristics of children at birth and generate 
longitudinal, cumulative estimates of how many children were involved with CPS during the first 5 years of life.  
Additionally, these data provide an opportunity to examine child-and family-level characteristics at a population 
level, helping us to identify attributes that are most strongly correlated with later CPS-involvement.  In this report, 
we document findings for Shasta County, California.” 
 

Findings: 

 27.6% of children born 2006-2007 in Shasta County were reported to CPS for alleged abuse or neglect 
before age 5  
o Low-birth-weight children had a 24.0% greater likelihood of being reported for abuse/neglect 
o An inverse relationship was observed between a child’s risk of being reported for alleged 

maltreatment and maternal age  

 12.9% of children born 2006-2007 in Shasta County were substantiated as victims of maltreatment before 
the age of 5   
o 20.9% of births covered by public insurance were substantiated compared to 3.2% covered with non-

public insurance 
o Although representing only a small percentage of births overall, nearly 1 in 5 children with no 

recorded prenatal care were subsequently substantiated for abuse or neglect 

 6.6% of children born 2006-2007 in Shasta County spent time in foster care before age 5 
o Maternal education was strongly correlated with the likelihood of foster care placement before age 5 
o Among children for whom paternity was not established, 19.6% entered foster care at some point 

before age 5, compared to 5.1% among those with established paternity 
 

A Birth Cohort Study of Involvement with Child Protective Services before Age 5, Shasta County (Vol 2-45), 2014, 
Children’s Data Network, University of Southern California, www.datanetwork.org 

 
 
 
Parent leadership education/development and parent mutual support direct services include the Shasta 
County Parent Leadership Advisory Group (PLAG) and opportunities for increasing leadership skills, 
motivation to succeed, positive socialization, and development of supportive relationships to continue 
positive parenting. The PLAG increases opportunities for Parents/Consumers of Services to be involved 
in the Child Welfare Services system as parent leaders and advisors. The strengthening of processes that 
ensures meaningful involvement by parents in the prevention/family support planning and decision-
making of child welfare, including Child Abuse Prevention, Intervention and Treatment/Community 
Based Child Abuse Prevention/Promoting Safe and Stable Families (CAPIT/CBCAP/PSSF) funded 
programs allows us to develop parent leaders to assure consumers of services have a forum to gain 
knowledge and provide feedback on current and future child welfare issues. The Parent Leadership 
Advisory Group is a collaboration of Parent Volunteers/Leaders, Parent Partners, HHSA Children’s 
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Services staff, and Community Based Organizations meeting monthly, working together to improve 
outcomes for families involved with child welfare services.  
 
 
Parent Leader, M, attended the National Certification of Parent Leaders in Ontario, California. This certification was 
provided through the National Center on Shared Leadership and Parents Anonymous. During this conference, 
Parent Leaders gained knowledge, skills, and abilities on: 

 The 5 Exemplary Leadership Practices   

 Communication  

 Cultural Responsiveness  

 Ethics and Professionalism 

 Life’s Balancing Act 

 Individualized Action Plan  
This conference not only supported M’s growth in the Parent Leadership Advisory Group, but through her 
participation, she gained the knowledge of how to ensure best practices in Parent Leadership, improve outcomes 
for families, facilitate mutually beneficial networks, enhance program effectiveness, and strengthen social capital.  
 
After her participation in this certification, M has utilized learned leadership skills in the PLAG meetings.  M has 
gained increased confidence in her role in Parent Leadership. 
 
In her own words, M shared her experiences from this conference. “The Leadership part was learned. They make 
you feel like you are the leader and there isn’t anything you CAN’T do. I came back and I wanted to be a part of so 
much. All the inspiration they taught us there, and why not us. It all started with someone wanting to help 
somebody. I have increased confidence, and it gave me the confidence to stand up and say, let’s do this! The 
experience from the other girls that were there also was great! They showed me what can be done and what isn’t 
being done. They made me want to strive to do more!”  
 

Child Abuse Prevention, Intervention, and Treatment/Community Based Child Abuse Prevention/ Promoting Safe 
and Stable Families (CAPIT/CBCAP/PSSF) Shasta County Annual Report FY2013-2014 

 
 
Areas needing improvement / Service needs and gaps 
 
Shasta County’s child population has been decreasing.  From 2008 to 2012 Shasta’s child population 
decreased by 6.1% as compared to the California average decrease in child population of 
3.7%.  Although child population has been decreasing Shasta’s Allegation rate increased 21% from 2008 
to 2012 as compared to the California average increase of 4.1%.  For 2012 Shasta’s Allegation rate at 
92.1 was 1.7 times greater than the California average of 53.1.  Shasta’s Substantiation rate for 2012 at 
19 was 2 times higher than the California average of 9.3 and Shasta’s Entry rate at 9 was 2.6 times  
greater than the California average of 3.4.  Shasta’s Allegation, Substantiation, and Entry rates have 
consistently tracked significantly higher than the California average.  After a peak Allegation rate of 92.1 
in 2012 we decreased to 85.0 for 2013.  Coincidently the Substantiation rate for 2013 at 16.3 was the 
lowest since the 2002 value of 14.9 and similarly the 2013 Entry rate at 7.3 was the lowest since 2004. 
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C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) 

 
External factors include the economic downturn, drug and alcohol abuse and domestic violence to name 
a few examples.  The recent economic downturn has negatively affected Shasta County.  The 
unemployment rate in Shasta County peaked in 2010 at 17.7%, a 20 year high.  The 2013 unemployment 
rate in Shasta County was 10.2% compared to 8.8% in California. The median income of households in 
Shasta County was 27.7% less than the median income of households throughout California. Fifteen 
percent (15.4%) of households in Shasta County had income below $15,000 a year compared to 10.7% in 
California while 5.9% had income over $150,000 or more compared to 13.8% in California.  Another 
indicator of poverty level is the number of students enrolled in a subsidized school lunch program.  The 
number of students enrolled in a subsidized school lunch program has been steadily increasing in Shasta 
County from 13,407 in 2001-2002 to 14,898 in 2011-2012, a 24.9% rate increase of 439 and 548 per 
1,000 students, respectively. Similarly, the subsidized school lunch programs in California experienced a 
steady, though smaller, rate increase of 17.9% from 473 to 558 per 1,000 students during the same time 
period. 
 
In Shasta County, the rate of arrests for felony drug-related offenses was 489 arrests per 100,000 
population age 10 to 69 years in 2012, the most current data available.  The rate for California during 
the same year was 407 arrests per 100,000 population age 10 to 69 years.  There is a larger rate 
difference in arrests for misdemeanor DUI offenses.  Shasta County had 784 arrests per 100,000 
population age 10 to 69 years in 2012 while California only had 573 arrests per 100,000 population age 
10 to 69 years.  From 2000 to 2011, the rate of unintentional Drug & Alcohol poisoning hospitalizations 
in Shasta County has been more than double California’s rate for every year.  The drug-induced death 
rate has been rising in both Shasta County and in California.  The 3-year average from 1999-01 showed 
Shasta County had a drug-induced death rate of 16.4 deaths per 100,000 population and California had a 
rate of 8.6 deaths per 100,000 population.  By 2010-12, Shasta County’s rate grew to almost triple 
California’s rate, 28.4 and 10.8 respectively. 
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The rate of domestic violence calls for assistance in Shasta County has been unsteady from 2002 to 2012 
however it has remained well above the state rate in every year.  The rate per 1,000 population in 
Shasta County in 2012 was 6.  California’s rate of domestic violence calls for assistance has been 
declining from 2002 to 2012 with a 2012 rate of 4 calls per 1,000 population. 
 
To lower the incidence of child abuse and neglect the Shasta County community has participated in an 
expanded prevention initiative called the Strengthening Families Community Collaborative focused on 
the prevention of adverse childhood experiences through adoption of the Strengthening Families 
framework for promotion of protective factors. This evidence informed community based prevention 
activity is working to increase community awareness of and engagement in preventing adverse 
childhood experiences through increasing protective factors among Shasta County families.  
 
Shasta County has a high number of adverse childhood experiences for many reasons including poverty, 
drug use, lack of employment opportunities and access to health care.   Engaging the community in the 
prevention work is particularly important given Shasta’s high rate of allegations and substantiations.  
Strengthening Families, as a framework for building community based activities, focuses on building five 
protective factors that help parents to have the resources they need to parent effectively even when 
under stress. Research is showing that these protective factors are linked to a lower incidence of child 
abuse and neglect. 
 
 

Stakeholder Survey 
Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 

Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 

 
 
 
Safety Organized Practice (SOP) includes Signs of Safety and Structured Decision Making implemented 
together with Solution Focused/Motivational/Appreciative Inquiry interviewing; Family Team Meetings; 
Safety Mapping/Planning; and inclusion of Children/Youth Voice lead to positive outcomes.  These 
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outcomes include decreased entry/reentry into foster care; positive inter-agency collaboration and 
exchange of information; increased children/youth voice in safety planning and placement decisions, 
and increased family engagement.  SOP utilizes collaborative teamwork to build and strengthen 
partnerships within a family, with their informal support network of friends and family, and the agency.  
Engaging parents/families immediately helps the social workers to address the needs of the children and 
can prevent or reduce the time children spend in foster care. Initial Family Team Meetings are offered to 
parents and their family support persons. The purpose of the Family Team Meeting is to create a family 
safety plan that is family centered and specific to the family in order to achieve safety and permanency 
for the family and the child.  
 
Differential Response was utilized to ensure child safety by expanding the ability of child welfare 
agencies to respond to child abuse/neglect.  Through contract with the Shasta County Child Abuse 
Prevention Coordinating Council, Shasta County Differential Response is an alternative parent partner 
response for referrals that are evaluated out or are closed because, after investigating Children’s 
Services believes that the child is safe and there is no current risk of harm to the child.  These referrals 
may still benefit from a community response if the family is experiencing stress.  The core element of 
Differential Response is to engage parents with the goal of preventing future occurrences.  The 
strengthening of Differential Response through the incorporation of the evidence-based and evidence-
informed practices (Triple P – Positive Parenting Program®, SafeCare®, and Strengthening Families) 
enables the parent partners to connect with families who are considered at risk of child abuse/neglect 
to offer them concrete training and resources to prevent behavioral and emotional problems in children 
and to address the neglect precursors to child abuse/neglect.  Differential Response parent partners 
help to assess the needs of the participating family and connect them to community resources.  These 
services are built on a Strengthening Families approach that seeks to help families increase protective 
factors, including: parental resilience, social connections, knowledge of parenting and child 
development, concrete supports in times of need and children having social and emotional competence.   
 

 Measure description Goal 
One-year percent 
change Goal 

Five-year percent 
change 

PR Participation Rates: Referral Rates < < -7.7% < > 11.6% 

PR Participation Rates: Substantiation Rates < < -14.3% < < -19.4% 

PR Participation Rates: Entry Rates < < -19.3% < < -25.6% 

PR Participation Rates: In Care Rates < > 14.9% < > 6.8% 

 
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
Although the above discussed initiatives and practice expansion/enhancements are moving our Referral, 
Substantiation, and Entry rates in a beneficial direction especially in the recent one to two year terms, 
the increase we note in our In Care rate is disconcerting at a 5-year percent change of +6.8% and a 1-
year percent change of +14.9%.   
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C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) 
 

While our Entries were on average level, our Exits began a steady downward trend since late 2008 
creating an In Care increase.  The In Care increase showed in our analysis to be a backlog in our 
Permanent Plan cases that were not efficiently moving through to permanency.  We believe this backlog 
is attributable to multiple factors including a reduction in staffing levels with increased difficulty 
recruiting and retaining staff and a successful practice shift of increasing relative placements overall.   
Vacancies due to staff turnover were created on a continual basis.  As the recession eased, Child Welfare 
Agencies across the State were hiring Social Worker staff.  Shasta experienced increased difficulty with 
staff recruitment and retention with so many opportunities for a limited pool of resources.  During this 
past year Shasta also made the decision to transition from being an Interagency Merit Systems (IMS) 
county to being an Approved Local Merit Systems (ALMS) county. 
 

 

 
 

C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) 

 
Faced with open vacancies, approval to fill and fund positions, and limited available candidates, Shasta 
began implementation of a “grow-your-own” program of hiring at the Assistant Social Worker level.  The 
Assistant Social Worker positions in a non case carrying secondary assignment capacity receive an 
increased level of training and staff development including working with case carrying primary 
assignment Social Workers who mentor and provide intensive on the job training. 
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Our successful practice shift of increasing relative placements overall, although beneficial and 
preferential did not always coincide with concurrent planning to ensure the relative placements could 
transition into adoptive placement should the need/desire arise.  Some of these Permanent Placement 
cases were long time stable relative placements that desired to move to adoption however could not 
meet the adoption requirements.      
 
Shasta County Health and Human Services Agency together with Shasta County Probation explored Title 
IV-E Child Welfare Waiver Demonstration Capped Allocation Project (CAP) participation to:  improve the 
array of services for children and families and engage families through a more individualized approach 
that emphasizes family involvement; increase child safety without an over reliance on out-of-home care; 
improve permanency outcomes and timelines; and improve child and family well-being.  Staff resources 
committed to the review, analysis, and evaluation of participation identified specific programmatic focus 
areas to consider for improvement/development:  Sober Living Services; Placement Prevention; Family 
Treatment Team - Engagement and Empowerment; Permanent Plan backlog decrease; Group Home 
Placements decrease; and Safety Organized Practice full utilization. 
 

 The Sober Living Services workgroup identified the need for Sober Living Services targeting the 
Parent (Mother) with child(ren) at imminent risk of out-of-home placement or already in 
placement but able to reunify with parent (mother) participation in services.   Identified needed 
services included up to 6 months of safe, sober and supportive living that would include alcohol 
treatment/substance abuse services, parenting education including Triple P – Positive Parenting 
Program®, and other treatment modalities as may be needed such as Trauma Focused Treatment, 
Trauma Focused – Cognitive Behavioral Therapy, Moral Recognation Therapy, Criminal & Addictive 
Thinking, Relapse Prevention.  The Sober Living Program Family Treatment Team composition 
would include the Mental Health Adult Clinician, Drug & Alcohol Social Worker, Children’s Services 
Social Worker, Treatment Provider, and the Parent. 

 

 The Placement Prevention Workgroup identified the need for an expanded Differential Response 
system that is a differentiated Children’s Services response to Community, non-accepted (Path 1 – 
Evaluate Out), and accepted (Path 2 and Path 3) reports of child abuse and neglect.  Enhanced 
Community response includes Community education.  Path 1 includes education and outreach to 
the Evaluate Out population.  For Path 2 and Path 3, based on such factors as the type and 
severity of the alleged maltreatment, the number of previous reports, and the source of the 
report, low-risk referrals are provided a family assessment and Community Parent Partner services 
and moderate-risk referrals are provided a family assessment, safety planning and timely services 
without a formal determination or substantiation of child abuse and neglect.  The Investigative 
Response is reserved for accepted reports that are high-risk and egregious. 

 
Differential Response Integrated into Children’s Services 

 

Community 
Hotline Report 
Community Referral 

Path 1 
Evaluate Out 
Family Support 

Path 2 
Social Worker Assigned 
Family Assessment 
Safety Plan/Family Support 
Community Parent Partners 

Path 3 
Social Worker Assigned 
Rapid Response Team  
Family Team Safety Plan Meeting 
Potential Investigative Response 
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o Community – Expanded community outreach/education around community services available, 
when/how to report child abuse/neglect, and Children’s Services new role in serving the 
community through the Expanded Differential Response Program. 

o Path 1 – HHSA Children’s Services reaches out to families that need assistance. 
Developing/Implementing/Evaluating strategies to reach out to Path 1 Evaluate Out 
population (handbook, brochure, pamphlet, etc. identifying/offering community support/help 
including steps to access Triple P – Positive Parenting Program®, SafeCare®, etc. and resources 
coming out of the Family Court system). 

o Path 2 – Expanded/streamlined Community Parent Partner Program that includes a warm 
handoff by the Social Worker of all Path 2 families to Community Parent Partners.  Social 
Worker clarifying to the Community Parent Partner, with the parent/family present, what the 
risk of Harm & Danger is and what needs to happen for Children’s Services to exit and close 
their referral.  

o Path 3 – Clinical Rapid Response Team meeting.  This team is convened for every Path 3 (Social 
Work Supervisor, Social Worker, Facilitator, Mental Health Clinician, Alcohol & Drug Social 
Worker, and Family Finder) to address Harm & Danger utilizing Safety Organized Practice.  The 
Clinical Rapid Response Team identifies families appropriate for a non-investigative alternative 
response from Children’s Services.  Facilitated meetings are then held to work with the family 
and community to come up with a Safety Plan and interventions as an alternative to court 
involvement and placement.  The Social worker will focus on pulling in people/resources to 
come up with a community of family members and nonrelated extended family members to 
engage in safety planning and to support the family. 

 

 The Family Engagement & Treatment Workgroup targeted needs for Parent(s) with open child 
welfare cases due to neglect or emotional abuse including those with substance abuse as a 
contributing factor.  The goal is to engage parent early and work towards timely reunification.  The 
strategy begins with an Intake Group co-facilitated by a Mental Health Adult Clinician, Drug & 
Alcohol Social Worker, and Parent Leadership Advisory Group Parent Leader or Parent Partner.  
The Intake Group provides early engagement and support addressing issues of anger and denial, 
educating about Children’s Services process and the importance of building relationships with 
Social Workers, and preparing parents to understand their role in their child welfare involvement 
and being open to addressing their personal problems.  After completion of 8 Intake Group 
sessions, completion of Case Planning/Empowerment Plan Meeting, and Case Plan Review 
Hearing, parent(s) are referred to the Empowerment Group to begin working on Case 
Plan/Empowerment Plan.  The Empowerment Group is co-facilitated by a Mental Health Adult 
Clinician, Children’s Services Social Worker, and PLAG Parent Leader or Parent Partner.  The 
Empowerment Group provides education and empowerment, brief therapy and support with the 
child Welfare process and includes screenings/assessments of parent(s)/child(ren). The Parent(s) 
discuss progress and challenges in meeting their Case Plan goals. 
 

 The Permanent Plan Workgroup targeted identification of needed services for the current backlog 
of children/youth with a permanent plan of Adoption and children/youth in cases heading to the 
last review hearing with recommendation of terminating services and not in a permanent home. 
Proposed intervention strategies included intensive Family Finding, Placement Team/Permanency 
Unit, and Kinship Foster Pride.  Intensive Family Finding would include digging deeper to look at 
connections with relatives, (adults and siblings), nonrelated extended family members and past 
foster parents; searching also for mentors and life-long connections.  The core of the Placement 
Team/Permanency Unit would be Safety Organized Practice utilizing Structured Decision Making & 
Signs of Safety, Katie A, Concurrent Planning and Family Finding to find the best possible 
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placement and to build life-long connections for each child.  Kinship Foster Pride training would be 
required of all relative caregivers within 3 months of placement. 

 

 The target population of the Group Home Workgroup was youth in or at risk of entering into 
Group Home placement.  Proposed Intervention Strategies 
o Family Finding that is about more than a placement.  Family Finding needs to dig deeper, to 

look for connections with relatives, (adults and siblings), nonrelated extended family members 
and past foster parents.  Finding mentors and life-long connections are as important as finding 
placements. 

o Mental Health Clinician monthly contacts with youth in group homes possibly conducted via 
Skype or other internet service to allow more time for Clinicians to provide support services to 
families in Shasta County to prepare the family for the youth to return home. 

o Resource Development of more placement resources including county foster homes, FFAs, 
Intensive Treatment Foster Care and “Transition” homes. The goal is to have placements able 
to provide needed services to youth in order to avoid group home placements and to be 
available to youth stepping down from group homes. 

o Capacity building in youth to increase youth skills in emotional and behavioral regulation, 
resiliency, and capacity to manage stress; build hope and increase capacity to form 
relationships. This is especially important for youth transitioning out of care without a family 
to return to. 

 

 The Safety Organized Practice Workgroup targeted families with open child welfare 
referrals/cases. The focus was standardized Safety Organized Practice implementation with 
Quality Control tools to improve workload efficiency and staff effectiveness.  

 
Since the intervention strategies we identified through analysis were similar across programmatic areas 
we adjusted the focus of our areas needing improvement.  That is, implementation and evaluation of 
Safety Organized Practice and Family Finding/Engagement were identified as critical intervention 
strategies for Sober Living Services, Placement Prevention, Family Treatment Team, Permanent Plan, 
and Group Home progress.  As a result the following were identified as our needs:  

 We identified the need for a Safety Organized Practice Implementation Science Team to work 
towards implementation and evaluation of Safety Organized Practice to meet the needs identified 
by multiple programmatic areas.   

 Although Family Finding/Engagement is a part of Safety Organized Practice we have identified 
enough practice issues needing improvement to indicate a need for a dedicated Implementation 
Science Team regarding Family Finding/Engagement.   

 A third identified area of need is System Resource Development/Management.  This includes: 
o Youth capacity development interventions/activities 
o Placement Prevention resource development 
o Out of home placement and supportive care resources development 
o Continued evidence-based program identification/implementation  
o Staff training and development to improve and assure the quality of service provision, 

increase staff retention and capacity to increase overall level of staff resources to meet system 
needs. 

 
(After thorough analysis and review of the terms and conditions of the Title IV-E Waiver it was 
determined that participation in the Title IV-E Child Welfare Waiver Demonstration Capped Allocation 
Project (CAP) would have put Shasta County at a financial disadvantage.  The programmatic/systemic 
review, assessment, and evaluation efforts completed contributed to this County Self-Assessment 
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process.)  The findings from this County Self-Assessment corroborate the IV-E Waiver areas needing 
improvement.  For example: 
 

 When Safety Organized Practice is utilized for families in the child welfare system, families are 
much more engaged and active in their case plan.  Children’s Services has developed several 
different Safety Organized Practice inspired teams and multi-disciplinary approaches. The 
facilitated meetings (Family Team Meetings, High Risk Teams, Child and Family Teams) for families 
and caregivers utilize the Safety Organized Practice structure. Safety Organized Practice includes 
utilization of Signs of Safety and the Structured Decision Making tools: CA Hotline Tools, CA Safety 
Assessment, CA Family Risk Assessment, and CA Family Strengths and Needs Assessment.  
Through case mapping, Signs of Safety provides a structure that promotes critical thinking and 
consistency in regard to risk assessment and safety planning.  Case mapping is a process of 
dialogue and inquiry designed to help social workers, families and extended networks organize 
and surface the different aspects of danger and safety present in the family and move toward 
group agreements about “what needs to happen next” in their work with Children’s Services to 
ensure the safety of the child. Mapping is the basis for surfacing and creating harm and danger 
statements, goals and safety plans.  Mappings need to be routinely completed for every open 
child welfare case.   
 
Although there has been an increase in family inclusion in decision making, the practice of 
involving parents and children in the case planning process on a regular basis still varies. The 
Structured Decision Making Family Strengths and Needs Assessment is utilized to help develop the 
case plan, but consistency in utilization has not been identified.  Since consistent usage of Safety 
Organized Practice has not yet been achieved, Children’s Services and Probation have identified 
the need to utilize Implementation Science and Quality Improvement strategies to improve the 
consistent utilization of Safety Organized Practice.  (We have made a commitment to apply 
Implementation Science when implementing Evidence Based Practices and embarking on certain 
systems change strategies.  Implementation Science is an approach to ensure that innovative, 
promising or evidence‐based practices/interventions utilize a reliable, supportive, and sustainable 
delivery system that maintains fidelity.) 
 

 Family Finding/Engagement practices engage families through a more individualized approach 
that emphasizes family involvement.  Family finding is utilized to find the best possible relative 
placement as soon as possible and reduce placement changes.   Through our Peer Review, Focus 
Groups and self-assessment of our Systemic Factors we identified the need for improvement 
centered on documentation and increased Family Finding/Engagement throughout the life of the 
case.  Ideally, dedicated staff could be committed to complete family finding and document due 
diligence efforts.   The benefits of concerted family finding throughout the life of the case would 
include reduced isolation and increased family support and encouragement as the parents try to 
resolve the problems that led to child welfare involvement.  Additionally, through Family 
Finding/Engagement relatives are located and people are identified who are willing to be involved 
in youth connection building. Connections with relatives and family friends are important for all 
children, especially for children whose families are in crisis or Probation youth who may not be 
able to return to their homes.   
 
As mentioned above in our preparation for Title IV-E Child Welfare Waiver Demonstration Capped 
Allocation Project (CAP) participation and as discussed here relative to the findings of our Peer 
Review, Focus Groups, and County Self-Assessment we have we have identified enough practice 
issues needing improvement to indicate a need for increased resources and program development 
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through an Implementation Science team regarding Family Finding/Engagement.  Additionally 
there is a need for more Child Welfare/Probation teaming on family finding. 

 
Stakeholder Focus Groups 

Biological Parents – Relative caregivers and foster parents– Independent Living Program participants 
Indian Child Welfare Act Workgroup – Parent Leadership Advisory Group – HHSA Children’s Branch staff 

 

Areas for Improvement 

 Numerous barriers exist that prevent clients from accessing services that are available to them. 

 Clients feel that social workers do not communicate effectively. 

 Clients feel that social workers could use more training on policies and procedures and more time to learn 
about their case. 

 Participants felt that the collaboration between the ICWA workgroup and Probation was not effective. 

 ICWA workgroup participants felt that more cultural awareness and sensitivity was needed among social 
workers, foster families, and service providers. 

 Clients feel overwhelmed by multiple changes in placement and multiple social workers. 

 
 

 The identified need for youth capacity development interventions/activities originated with the 
analysis of our Child Welfare/Probation Group Home population.  Studying the intervention 
reason, placement history, medical/mental health history, services provided, family structure and 
supportive relative/nonrelated extended family member resources available for each youth we 
identified a population of youth who had no family to return to or connect with once leaving the 
Child Welfare/Probation system.  Capacity development (increased self-sufficiency, self-esteem, 
self-reliance, and skills to develop connections to community support structures) is critical to the 
success of this population.   The level and intensity of capacity development needed for this 
population exceeds the service level of the Independent Living Program.  
 

 Identified need for Placement Prevention resource development through an expanded 
multidisciplinary assessment of child abuse and/or neglect referral utilizing Safety Organized 
Practice.  

 

 Out of home placement and supportive care resources development includes increasing both the 
capacity and capability of our resources.  Through our Peer Review, Focus Groups, and self-
assessment of Systemic Factors we have identified the need for more/improved recruitment of 
local/county foster homes, relative/nonrelated extended family member homes, and adoptive 
homes.  We have made progress with implementation of the Quality Parenting Initiative to help 
care providers feel like valued, trusted, team members, however additional improvements are 
needed.   Care Providers need trauma informed training to support youth with emotional and/or 
behavioral challenges.  We need development of methods to improve access and acceptance of 
services (including in-home services).  The Peer Review identified that some caregiver homes were 
too quick to give notice to have youth removed from their homes and unwilling to utilize 
Wraparound, Therapeutic Behavioral Services (TBS), or other supportive services. Researching 
how to improve current Foster Family Agency placement resources it may be beneficial over time 
to enter into a contractual Memorandum of Understanding with Foster Family Agency providers 
to help with standardizing training, expectations, reporting and outcomes.  
 
In addition to finding better ways to recruit and retain eligible/qualified placements for our 
children we have identified the need to develop new resources such as, short term shelter care for 
youth that need high level placement or therapeutic Group Home placement, Intensive Treatment 
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Foster Care, and a step-down facility to provide a transition for youth leaving group home 
placements.  To fill a service gap we have identified the need to explore development of a 
Placement Resource Management Team.  We envision a multi-year development of a whole 
placement resource system around Family Finding/Engagement, recruitment of care providers, 
and Permanency Planning Resource Family Approval process.  This team would be available to 
provide services at the front end to find the best possible placements for children and limit usage 
of Receiving Home placements for up to 8 days only.  This resource would provide dedicated staff 
committed to completing family finding and documenting due diligence efforts; continuing 
concerted family finding throughout the life of the case to reduce isolation and increase family 
supports, and locating relative and nonrelated extended family members willing to be involved in 
youth connection building and care of the child if needed. 
 

 
Stakeholder Focus Groups 

Biological Parents – Relative caregivers and foster parents– Independent Living Program participants 
Indian Child Welfare Act Workgroup – Parent Leadership Advisory Group – HHSA Children’s Branch staff 

 

Outcomes, Planning, & Evaluation (OPE) Recommendations 

 Children’s Services staff should work to address communication issues between social workers and 
families. Communication issues that should be addressed include returning phone calls, informing 
biological parents and foster families of helpful resources, and notifying foster parents of important 
information related to the foster child and their biological family. 

 Children’s Services should consider identifying mentors to train new social workers in policies and to 
provide a sounding board for ongoing cases that the new social workers can discuss with more 
experienced social workers. 

 Children’s Services should consider providing more training opportunities that inform social workers 
about the resources that are available to their clients. 

 Children’s Services should consider creating a workgroup with the goal of decreasing barriers to accessing 
services. 

 The Health and Human Services Agency should work towards providing more co-location of services 
needed by biological parents, caregivers, and children who are clients of Children’s Branch in Anderson, 
Shasta Lake, and Burney. 

 A Juvenile Probation staff member should be recruited to participate in the ICWA workgroup. 

 
 

 The skill development and performance of staff is monitored and reviewed by Unit Supervisors 
and experienced Social Workers who serve as mentors to newer workers. The Training 
Coordinator who has multiple other assignments and roles conducts transfer of learning groups to 
assess the knowledge and skill levels of staff members. Unit Supervisors have developed core 
practices based on regulations and best practices. Social Workers are evaluated annually based on 
their performance as measured by these practice standards.  Staff performance, skill levels and 
training needs are also monitored through feedback from County Counsel, other supervisors and 
co-workers. This input helps to identify training needs for both new and experienced workers. 
 
Children’s Services has identified the need for a full time social work supervisor whose role will be 
to coordinate training and also coordinate activities to improve and assure the quality of service 
provision.  With implementation of Core 3.0 it is anticipated that more coordination and county 
support will be need for training of new staff.  Core 3.0 is skill development focused consisting of 
three training modalities: classroom, e-learning, and field based.  Increased staff development and 
training is also needed for implementation of our “grow-your-own” program to compensate for 
recruiting difficulties through hiring at the Assistant Social Worker level.  The Assistant Social 
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Worker positions in a non case carrying secondary assignment capacity require an increased level 
of training and oversight from the Staff Development Coordinator.  We have been creating 
structure through development of policy and procedure and evidence based practices.  We need 
to continue to develop/update policy and procedures for Safety Organized Practice, Family Team 
Meetings/High Risk Team meetings and other programs to standardize the way we work.   
 
Regarding practice standards and documentation we need to develop a standardized quality 
control/improvement process that will encompass the new federal case review requirements and 
provide compliance assurances.  It has been identified that social workers need to develop 
routines for consistently updating case plans and entering contacts in a timely manner.  Court 
report timeliness continues to be a struggle.  Late reports can create extra work and delays in 
permanency.  Data indicates a historical problem with timeliness of court reports.  Staff turnover 
and hiring has impacted workload.   

 

 Service array gaps and needs include increased access to alcohol and drug treatment for clients 
and resources to provide substance abuse counseling and treatment. 
 

 
 

 
The drug-induced death rate has been rising in both Shasta County and in the state of California.  The 3-year 
average from 1999-01 showed Shasta County had a drug-induced death rate of 16.4 deaths per 100,000 
population and California had a rate of 8.6 deaths per 100,000 population.  By 2010-12, Shasta County’s rate grew 
to almost triple California’s rate, 28.4 and 10.8 respectively. 
 
 

 
County demographic data and information from our Stakeholders Survey emphasizes the need for 
substance abuse treatment including sober living options for our clients. 
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Stakeholder Survey 

Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 
Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 

 
 
 

 
Additionally, to increase child safety without an over reliance on out-of-home care; improve 
permanency outcomes and timelines; and improve child and family well-being Shasta County 
Health and Human Services Agency together with Shasta County Probation during exploration of 
Title IV-E Child Welfare Waiver Demonstration Capped Allocation Project (CAP) participation 
identified the need to develop Sober Living Services.  A Sober Living Program Pilot was initiated in 
early 2014 

 

 Additional identified service array gaps and needs include helping parents to overcome barriers to 
services,  low income housing, transportation resources and increased availability for services 
outside of the 8-5 Monday through Friday schedule for families, children and caregivers. 
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 Technology gaps and needs include the use of mobile devices, Probation use of CWS/CMS, and the 
need for a data collection/analysis system for use of the trauma informed Child and Adolescent 
Needs and Strengths tool.    
 
Shasta County would like to employ the use of mobile devices to assist workers in the field (ipads, 
smart phones, tablets, etc.), remote access to the CWS/CMS application, and remote access to 
Structured Decision Making data tools that help with risk assessment.  Use of these devices could 
improve staff time management as well as help deliver services more quickly outside the office.  
Barriers exist under the current CWS/CMS Dedicated County model for utilization of some of these 
devices that will need to be overcome.   
 
Probation officers have relayed that our CWS/CMS current case plan software is cumbersome and 
confusing.  It would be helpful to simplify the case plan process so that updating regularly with 
families and creating behaviorally based goals is more consistent.   
 
For children’s mental health services a Comprehensive Mental Health Assessment is done as well 
as the trauma informed Child and Adolescent Needs and Strengths Tool (CANS).  The CANS is 
completed during the Assessment.  Children’s Services has identified a need to analyze/utilize the 
CANS data and is in the process of developing a database system to measure the progress or 
improvement for clients by tracking the CANS measurements. 
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Summary of the Outcome Data Measures and relevant data trends  

 Measure description 

National 
Standard 
or Goal 

Most 
recent 
perf. rel. 
to nat'l 
std/goal Goal 

One-year 
percent 
change Goal 

Five-year 
percent 
change 

          

S1.1 No Recurrence Of Maltreatment 94.6 99.1 > > 2.4% > > 0.3% 

S2.1 No Maltreatment In Foster Care 99.68 100.3 > | 0.00% > | 0.00% 

  Reunification                 

C1.1 Reunification Within 12 Months (Exit Cohort) 75.2 92.6 > < -1.9% > > 31.8% 

C1.2 Median Time To Reunification (Exit Cohort) 5.4 66.7 < > 11.0% < < -25.7% 

C1.3 Reunification w/in 12 Months (Entry Cohort) 48.4 54.0 > < -15.7% > < -11.6% 

C1.4 Reentry Following Reunification (Exit Cohort) 9.9 275.6 < < -21.4% < < -56.0% 

  Adoption                 

C2.1 Adoption Within 24 Months (Exit Cohort) 36.6 61.5 > > 2.0% > < -11.8% 

C2.2 Median Time To Adoption (Exit Cohort) 27.3 77.8 < > 19.8% < > 21.0% 

C2.3 Adoption w/in 12 Months (17 Months In Care) 22.7 112.6 > < -1.2% > < -28.4% 

C2.4 Legally Free w/in 6 Mths (17 Months In Care) 10.9 170.2 > < -0.2% > > 24.0% 

C2.5 Adoption w/in 12 Months (Legally Free) 53.7 71.6 > < -22.3% > < -36.4% 

  Long Term Care                 

C3.1 Exits To Permanency (24 Months In Care) 29.1 116.6 > > 8.4% > < -4.1% 

C3.2 Exits To Permanency (Legally Free At Exit) 98.0 100.8 > > 0.2% > > 5.6% 

C3.3 In Care 3Yrs or Longer (Emancipated/Age18) 37.5 62.5 < > 10.0% < < -5.3% 

  Placement Stability                 

C4.1 Placement Stability (8 Days-12 Mths In Care) 86.0 94.3 > < -4.9% > < -2.5% 

C4.2 Placement Stability (12 To 24 Mths In Care) 65.4 97.3 > > 5.9% > > 3.3% 

C4.3 Placement Stability (> 24 Mths In Care) 41.8 88.5 > > 25.1% > > 36.6% 

4A Siblings (All) N.A. N.A. > > 6.0% > > 16.8% 

4A Siblings (Some or All) N.A. N.A. > < -3.5% > > 1.1% 

4B Least Restrictive (Entries First Plc.: Relative) N.A. N.A. > > 23.6% > > 94.9% 

4B Least Restrictive (Entries First Plc:Foster Hm) N.A. N.A. N.A. < -4.0% N.A. > 2.7% 

4B Least Restrictive (Entries First Plc.: FFA) N.A. N.A. N.A. > 7.8% N.A. < -18.1% 

4B Least Restrictive (Entries First Plc:Group/Shelter) N.A. N.A. < > 85.4% < < -22.1% 

4B Least Restrictive (Entries First Plc.: Other) N.A. N.A. N.A. < -40.9% N.A. > 55.9% 

4B Least Restrictive (PIT Placement: Relative) N.A. N.A. > < -11.0% > > 45.3% 

4B Least Restrictive (PIT Placement: Foster Hm) N.A. N.A. N.A. < -6.4% N.A. < -6.6% 

4B Least Restrictive (PIT Placement: FFA) N.A. N.A. N.A. > 8.0% N.A. < -19.3% 

4B Least Restrictive (PIT Placement: Group/Shelter) N.A. N.A. < > 4.3% < < -5.7% 

4B Least Restrictive (PIT Placement: Other) N.A. N.A. N.A. > 11.8% N.A. < -3.6% 

5B 1  Rate of Timely Health Exams N.A. N.A. > < -3.8% > < -2.9% 

5B 2 Rate of Timely Dental Exams N.A. N.A. > < -4.7% > < -4.2% 

5F Authorized for Psychotropic Medication N.A. N.A. N.A. > 17.7% N.A. > 52.1% 

6B Individualized Education Plan N.A. N.A. N.A. < -4.1% N.A. > 33.0% 

C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 
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Based upon five year trends, we see performance gaps in seven measures when compared to the 
national standard: C1.3 Reunification within 12 months (entry cohort); C2.1 Adoption Within 24 Months 
(Exit Cohort), C2.2 Median Time To Adoption (Exit Cohort), C2.3 Adoption Within 12 Months (17 Months 
In Care), and C2.5 Adoption Within 12 Months (Legally Free); C3.1 Exits To Permanency (24 Months In 
Care); and C4.1 Placement Stability (8 Days To 12 Months In Care).   Based upon one year trends, we see 
performance gaps in nine measures: C1.1 Reunification Within 12 Months (Exit Cohort), C1.2 Median 
Time To Reunification (Exit Cohort), and C1.3 Reunification within 12 months (entry cohort); C2.2 
Median Time To Adoption (Exit Cohort), C2.3 Adoption Within 12 Months (17 Months In Care),C2.4 
Legally Free Within 6 Months (17 Months In Care), and C2.5 Adoption Within 12 Months (Legally Free); 
C3.3 In Care 3 Years Or Longer (Emancipated/Age 18); and C4.1 Placement Stability (8 Days To 12 
Months In Care).   
 
The continued (one and five year) poor performance in the C1.3 Reunification within 12 months (entry 
cohort); C2.1 Adoption Within 24 Months (Exit Cohort), C2.2 Median Time To Adoption (Exit Cohort), 
C2.3 Adoption Within 12 Months (17 Months In Care), and C2.5 Adoption Within 12 Months (Legally 
Free); and C4.1 Placement Stability (8 Days To 12 Months In Care) measures implies the need to refocus 
efforts on improvement of Reunification, Adoption, and Placement Stability improvement practices. 
 
C1.3 – Reunification Within 12 Months - entry cohort (Child Welfare and Probation) 
 
Of all children entering foster care for the first time in the 6-month period who remained in foster care 
for 8 days or longer, what percent were discharged from foster care to reunification in less than 12 
months from the date of latest removal from home? 

 
 
Shasta County has consistently underperformed relative to the National Standard for the past 5 years.  
Both California and Shasta County appear to be in a downward trend, negatively increasing the 
performance gap. 
 
Practice improvement to reach Reunification timeliness centers around the Safety Organized Practice 
approach to collaborative teamwork that seeks to build and strengthen partnerships within a family, 
their informal support network of friends and family, and the agency.  To increase family engagement 
case workers utilize Safety Organized Practice strategies and techniques in line with the belief that a 
child and his or her family are the central focus and that the partnership exists in an effort to find 
solutions that ensure safety, permanency and well-being for children.  As discussed throughout this 
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County Self-Assessment we have not reached an optimum level of consistent implementation of Safety 
Organized Practice although we have made considerable progress in our utilization of Family Team 
Meetings.  This shared decision-making approach is used with families and their support systems as 
partners to define family strengths, needs and goals. This service also assists families to identify helpful 
local services and resources. The goal is for the team to share decision making.  Additional strategies to 
reduce the time to reunification include the Supporting Father Involvement program and the Linkages 
collaborative project between Children’s Services and CalWORKs to integrate services for clients 
involved in both systems.  We are working to increase participation numbers in both of these programs.  
Another area we have been working on to improve reunification timeliness is decreasing the number of 
Continued Hearings.  
 
For additional insight we surveyed our Stakeholders:  
 

Stakeholder Survey 
Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 

Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 

 
 
Examples of external factors that may have affected performance of the C1.3 Reunification within 12 
Months (Entry Cohort) include drug and alcohol abuse and domestic violence.  As discussed earlier the 
rate of arrests for felony drug-related offenses per 100,000 population age 10 to 69 years in 2012, the 
most current data available, was 20% higher in Shasta County than California. From 2000 to 2011, the 
rate of unintentional Drug & Alcohol poisoning hospitalizations in Shasta County has been more than 
double California’s rate for every year.  The drug-induced death rate has been rising in both Shasta 



 

 
30 

C
a

li
fo

rn
ia

 -
 C

h
il
d

 a
n

d
 F

a
m

il
y 

S
e

rv
ic

e
s
 R

e
v
ie

w
  

 

County and in California.  By 2010-12, Shasta County’s rate grew to almost triple California’s rate. The 
rate of domestic violence calls for assistance in Shasta County in 2012 was 50% higher than California.  
Timeliness and permanency outcomes need the early and continued engagement of the clients in their 
case plan and participation in the services offered or required for reunification to occur. 
 

C2.1 – Adoption within 24 Months - exit cohort (Child Welfare and Probation) 
 

The percentage of children discharged to adoption within 24 months of removal. The denominator is the 
total number of children who exited foster care to adoption during the specified year. The numerator is 
the number of exiting children who adopted within 24 months. 

 
C2.2 – Median Time to Adoption - exit cohort (Child Welfare and Probation) 
 

The median length of stay (in months) for children discharged to adoption during a specified year. 
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Of the children who exited to adoption April 2013-March 2014, 23.4% adopted within 24 months.  After 
strides of improvement in 2009 and 2010, Shasta County has subsequently performed below the 
National Standard/Goal and California average for the past 3 years (2011-2013).  Of the children who 
exited to adoption, only the Under 1 and 1-2 age groups experienced adoption timeliness at a rate 
above the National Standard/Goal of 36.6% adopted within 24 months.  The under 1 group had a 
median time to adoption of 11.3 months and the 1-2 age group 23.5 months.  The timely rate of 
adoption of the 3-8, 6-10, and 11-15 age groups were all consistently low (10.0%, 8.7%, and 8.3%, 
respectively) with no standouts.  The median time to adoption for the 3-8 age group was 34.8 months, 
6-10 age 38.5 months, and 11-15 age 40.4 months.   
 
By ethnicity, 0% of the Black, 0% of the Latino, and 34% of the White experienced adoption timeliness, 
with Latino experiencing approximately 25% longer median time to adoption compared to Black and 
White.  By gender, 27% of the Female and 20% of the Male experienced adoption timeliness.  By 
placement type, 32.3% Foster Family Home, 18.4% Kin, and 12.5% of children in the last placement type 
of FFA adopted within the National Standard/Goal of 24 months.   
 
By last placement type, of those children who exited to adoption April 2013-March 2014, the median 
time to adoption for children with Foster Family Home last placement type was 30.1 months, 10.3% 
longer than the National Standard/Goal of 27.3 months.  Children with a last placement of Kin 
experienced a 22.9% longer median time to adoption and children with a last placement type of FFA 
experienced a 48.2% longer median time to adoption, both relative to children with a last placement 
type of Foster Family Home. 
 

C2.3 – Adoption within 12 months (17 months in care) – Child Welfare and Probation 
 
The percentage of children in foster care for 17 continuous months or longer on the first day of the year, 
who were then adopted by the last day of the year 

 
 
Although above the National Standard/Goal, Shasta County has been in a negative trend.   The 
percentage of children in foster care for 17 continuous months or longer on the first day of the year, 
who were then adopted by the last day of the year for April 2013-March2014 was 23.1% for Shasta 
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County, above the National Standard/Goal of 22.7%.  32.3% of the 1-2 age group, 32.0% of the 3-5 age 
group, and 30.6% of the 6-10 age group of children in foster care for 17 continuous months or longer on 
the first day of the year, were adopted by the last day of the year (March 31, 2014).  Only 13.0% of the 
11-15 age group of children in care for 17 continuous months or longer on the first day of the year were 
adopted by the last day of the year.   By ethnicity 35.2% of the Latino, 25.0% of the Black, and 20.8% of 
the White children in care for 17 continuous months or longer on the first day of the year were adopted 
by the last day of the year.   By placement type 100.0% of the Pre-Adoption, 48.3% of the Foster Family 
Home, 31.9% of the Kin, and 10.1% of the FFA children in care for 17 continuous months or longer on 
the first day of the year were adopted by the last day of the year.    
 
C2.5 – Adoption within 12 months (Legally Free) – Child Welfare and Probation 
 
The percentage of children discharged from foster care to a finalized adoption within 12 months of 
becoming legally free out of those who became legally free during a specified year. 

 
Shasta County has experienced a decrease in performance for this measure since 2009.  The percentage 
of children discharged from foster care to a finalized adoption within 12 months of becoming legally free 
out of those who became legally free April 2013-March 2014 was 38.5%.  The National Standard/Goal is 
to be greater than 53.7%.  Only the Under 1 age group of children performed above the National 
Standard/Goal with 55.6% discharged from foster care to a finalized adoption within 12 months of 
becoming legally free.  Age groups 1-2 and 6-10 were comparable at 44.8% and 40.7%.  Only 26.1% of 
the3-5 age group and 0% of the 11-15 age group discharged from foster care to a finalized adoption 
within 12 months of becoming legally free.  By ethnicity, 100% of the Native American, 50% of the Black, 
44.1% of the White, but only 20% of the Latino children discharged from foster care to a finalized 
adoption within 12 months of becoming legally free.  By placement type, 51.4% of the Foster Family 
Home, 33.3% of the FFA, and 30.0% of the Kin children with the respective last placement type 
discharged from foster care to a finalized adoption within 12 months of becoming legally free.   
 
Decreasing performance in our Adoption outcomes is attributable to multiple factors including a 
reduction in staffing levels imposed by economic conditions to reduce chronic financial overmatching 
and a successful practice shift of increasing relative placements overall.  Staffing levels in the Adoptions 
Unit were decreased during the economic recession because the staffing levels in this Unit were higher 
than the funding would support.  These positions were moved to other areas in Children’s Services (e.g., 
Investigation/Emergency Response, Family Maintenance, Family Reunification, Permanent Plan Units) to 
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fill vacancies due to staff turnover.  However, additional vacancies due to staff turnover were created on 
a continual basis.  As the recession eased, Child Welfare Agencies across the State were hiring Social 
Worker staff.  Shasta experienced increased difficulty with staff recruitment and retention with so many 
opportunities for a limited pool of resources.  During this past year, Shasta also made the decision to 
transition from being an Interagency Merit Systems (IMS) county to being an Approved Local Merit 
Systems (ALMS) county. 
 
Our successful practice shift of increasing relative placements overall, although beneficial and 
preferential did not always coincide with concurrent planning to ensure the relative placements could 
transition into adoptive placement should the need/desire arise.  This led to a backlogging of Permanent 
Placement cases that were not moving efficiently through to permanency.   Some of these Permanent 
Placement cases were long time stable relative placements that desired to move to adoption however 
could not meet the adoption requirements.   For these, alternatives such as guardianship are now being 
promoted.  This Permanent Placement backlog contributed to the increase in our In Care rate.   
 

  
 
C4.1 – Placement Stability (8 days to 12 months in care) – Child Welfare and Probation 
The percentage of children in a specified year with two or fewer placements who have been in care for 8 
days or more but less than 12 months. Time in care is based on the latest date of removal from the 
home. 
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Shasta County was trending parallel with the California average from 2008 to 2011, however within the 
last 3 years Shasta County has negatively trended and is currently underperforming both the National 
Goal and the California average.   To help us to identify themes of agency strengths and areas needing 
improvement for child welfare and probation C4.1 Placement Stability (8 days to 12 months) was chosen 
as our focus area for our Peer Review Process.  
 
Shasta County Children’s Services 
Placement Stability Demographic Analysis (Placement Stability Measure C4.1)   
Number of Children with 3 or more placements (In care 12 months or less):  53 
Point in Time – 07/30/2014 
 

Gender Count Percentage 

Male 28.00 52.83% 

Female 25.00 47.17% 

     

Age Range Count Percentage 

0 to 2 17.00 32.08% 

3 to 5 9.00 16.98% 

6 to 10 9.00 16.98% 

11 to 15 10.00 18.87% 

16 to 17 4.00 7.55% 

18-21 4.00 7.55% 

   

Placement Type Count Percentage 

FFA Certified Home 23.00 43.40% 

Foster Family Home 12.00 22.64% 

Group Home 1.00 1.89% 

Relative/NREFM Home 16.00 30.19% 

Supervised Independent Living Placement 1.00 1.89% 

     

Ethnicity Count Percentage 

American Indian 6.00 11.32% 

Black 6.00 11.32% 

Hispanic 1.00 1.89% 

White  40.00 75.47% 

     

Placement Statistics Count  

Highest Placement Count 14  

Average Placement Count 3.85  

Median Placement Count 3  

 
The Peer Review provided Shasta County with qualitative information focused on the C4.1 Placement 
Stability (8 days to 12 months) Outcome Data Measure.  This process put to use the expertise of peers 
from other counties as well Shasta county social workers and probation officers and promoted the 
exchange of best practice ideas.  14 Child Welfare and 4 Probation cases were reviewed.  All of the cases 
had three or more placements within 12 months of initial placement.   
 
Some of the strengths identified included:  social workers used Family Team Meetings and High Risk 
Team meetings as a multi-disciplinary team approach to obtain input from family members in order to 
prevent multiple placement changes and to discuss barriers; social workers involved parents and 
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children in formal and informal decision making around placement; social workers discussed and 
created a safety plan with the family; social workers utilized the Quality Parenting Initiative meet and 
greets and other transitional tools between the youth and new placement; social workers kept youth 
involved regarding potential placement changes; and care providers showed willingness to engage with 
the parents and extended family members.   
 
Some of the challenges identified included:  a need for ongoing permanence trainings to better prepare 
social workers to address placement stability; use of receiving homes for greater than 8 days added to 
total number of child’s placements; limited Family Finding efforts to locate family members/relatives 
throughout the life of the case; limited development of concurrent plans at beginning of the case; 
limited placement-matching occurs at removal; care providers  unwilling to accept services in their 
home; care providers too quick to give notice to have youth removed from their homes and unwilling to 
utilize Wraparound, Therapeutic Behavioral Services (TBS), or other supportive services; care providers 
need training to support youth with emotional and/or behavioral challenges; bio-families distrustful of 
system/agency with parents afraid to be truthful due to fear of not getting their children back; and a 
need for more recruitment of local/county foster homes. 
 
For additional insight we surveyed our Stakeholders:  
 

Stakeholder Survey 
Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 

Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 

 
 



 

 
36 

C
a

li
fo

rn
ia

 -
 C

h
il
d

 a
n

d
 F

a
m

il
y 

S
e

rv
ic

e
s
 R

e
v
ie

w
  

 

A summary of the effect of systemic factors on Outcome Data Measures and service delivery  
 
Throughout this Summary of Findings we have addressed the effect of systemic factors (Management 
Information Systems; Case Review System; Foster and Adoptive Parent Licensing, Recruitment and 
Retention; Staff, Caregiver and Service Provider Training, Agency Collaboration, and Service Array) on 
Outcome Data Measures and service delivery.  We review here our current Quality Assurance System. 
 
Shasta County Health and Human Services Agency has made a commitment to utilize Lean Six Sigma 
efforts to improve the quality of services throughout the agency.  As part of this effort every Branch, 
including Children’s Services, dedicated two staff to implement the application of the principles of Lean 
Six Sigma within their own branch to encourage a culture of service excellence, continuous 
improvement and empirically based decision making.  We have also made a commitment to apply 
Implementation Science when implementing Evidence Based Practices and embarking on certain 
systems change strategies.  Implementation Science is an approach to ensure that innovative, promising 
or evidence‐based practices/interventions utilize a reliable, supportive, and sustainable delivery system 
that maintains fidelity.  We created the Implementation Science Coordinating Core Group to guide our 
application of Implementation Science.   
 
The Berkeley CWS-CMS data, the SafeMeasures monitoring system, and the Business Objects report 
generation tool is used to assist with quality assurance and measuring the effect on Outcome Data 
Measures. These database systems allow us to run a variety of reports to meet individual service and 
program evaluation needs.  Oversight of the quality of decisions made by staff is a primary role of the 
front-line supervisors and the multi-disciplinary team, prior to major decisions being made on behalf of 
children and families.  Case decisions are based on a multi-disciplinary approach where several parties 
with different areas of expertise help to weigh in on a decision. 
 
Quality of programs is evaluated through the assessment of client needs, client progress, and 
satisfaction.  In addition quality is evaluated through performance measures such as family participation 
in activities and trainings, usage of resources, and client feedback.    
 
Children’s Services has a designated program evaluation analyst whose role is to develop logic models 
and evaluation plans for new and existing programs.  The program evaluation analyst helped to develop 
performance measures and outcomes that are written into all contracts.   Over the last few years 
Children’s Services has been focusing on improving outcomes with contract providers through increased 
monitoring, analyst and program manager support and adding outcome measures to performance 
expectations.  Included in several contracts with service providers is the utilization of the Protective 
Factors Survey.   The primary purpose of the Protective Factors Survey is to provide feedback to 
agencies for continuous quality improvement and evaluation purposes. 
 
A summary of progress, challenges and overall lessons learned from the previous System 
Improvement Plan  
  
There were five focus areas addressed in the 2010-2015 Shasta County System Improvement Plan.  Each 
focus area was individually addressed with strategies.  Some strategies were applicable to more than 
one focus area.  The focus areas (goals) were:  prevention of child maltreatment; reducing the rate of 
foster care placement; reducing the time to reunification; increasing placement stability; and building 
more connections for youth in foster care to family and/or nonrelated persons with whom child has 
connections. 
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System Improvement Plan – October 2010 – June 2015 

Goals Strategies Outcome Measures 

Prevention of 
Child 
Maltreatment 

 Community Collaborative 
 SafeCare® Differential Response  
 CBCAP Parent Leadership 

 Participation Rates: Referral Rates  
 Participation Rates: Substantiation Rates  
 S1.1 No Recurrence of Maltreatment 

Reduce Rate 
of Foster Care 
Placement 

 Family Finding 
 Family Team Meetings  
 SafeCare® 
 Safety Organized Practice (SDM and SOS) 

 Participation Rates: Entry Rates  
 Participation Rates: In-Care Rates 
 C1.4 Reentry Following Reunification (Exit Cohort) 

Reduce Time 
to 
Reunification 

 Father Finding and Engagement 
 Triple-P® 
 Linkages  
 SafeCare®  
 Decrease # of Continued Hearings 
 Participatory Case Planning (including 

Family Team Meetings, Safety Organized 
Practice) 

 C1 Permanency Composite 1  
Timeliness and Permanency of Reunification 
C1.1 Reunification Within 12 Months (Exit Cohort)  
C1.2 Median Time to Reunification (Exit Cohort)  
C1.3 Reunification Within 12 Months (Entry Cohort)  
C1.4 Reentry Following Reunification (Exit Cohort) 

Increase 
Placement 
Stability 

 Family Finding and Engagement 
 Support Services to Secondary Care 

Providers, (including Triple-P®, 
Participatory Case Planning, and High Risk 
Team)  

 C.4 Permanency Composite 4  
Placement Stability  
C4.1 Placement Stability (8 days-12 month in care) 
C4.2 Placement Stability (12 - 24 months in care) 
C4.3 Placement Stability (24+ months in care) 

Build More 
Connections 
for Foster 
Youth in Care 

 Family Finding and Engagement, 
 Participatory Case Planning (including 

Transitional Independent Living Plan 
(TILP) and National Youth in Transition 
Database (NYTD) accuracy) 

 4B: Least Restrictive Placement  
(Entries First Placement: Relative) 

 4B: Least Restrictive Placement  
(Point in Time: Relative)  

 8A: Permanency Connection with an Adult 

 
The strategies of our first focus area, prevention of child maltreatment, were implemented to address 
the federal Child Welfare Services safety outcome; children are first and foremost protected from abuse 
and neglect.  Strategies included:  Community Collaboration toward Prevention of Adverse Childhood 
Experiences; support services for high risk pregnant mothers; SafeCare® Differential Response; and 
increased opportunities for Parents/Consumers of Services to be involved in the Child Welfare Services 
system as parent leaders and advisors.   
 
To prevent adverse childhood experiences, an expanded prevention initiative called the Strengthening 
Families Community Collaborative was formed to: increase community awareness of and engagement in 
preventing adverse childhood experiences. Subcommittee structure and work was organized around 
perinatal exposure to violence and substance use, maternal mental and emotional well being; increased 
protective factors for youth who identify three or more types of adverse childhood experience in their 
personal history; and increased parenting abilities among parents.  Most recently Collaborative focus is 
on increasing protective factors in families through pilot programs and community education pilot 
projects.  
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Additional community based prevention activities included support services provided for high risk 
pregnant mothers.  Coordination with the local Maternity Center allowed an assessment of pregnant 
women with identified high risk factors during pregnancy (including the use of illegal substances during 
pregnancy, domestic violence, prior removal of other children by CFS and current or past CFS 
involvement). The goals of these assessments included: offering preventative services to the client such 
as referrals to community resources, obtaining necessary releases of information in order to expedite 
the referral and investigative process and to allow for the sharing of pertinent information amongst 
providers, and explaining the Child Welfare investigative process in an attempt to alleviate anxiety in the 
client prior to delivery.  
 
Children’s Services Differential Response services were strengthened through implementation of the 
SafeCare® evidence-based Home Visitation program.   Parent leadership education/development and 
parent mutual support activities included the Shasta County Parent Leadership Advisory Group and 
opportunities for increasing leadership skills, motivation to succeed, positive socialization, and 
development of supportive relationships to continue positive parenting. 
 
Progress 
In the development of our System Improvement Plan we identified, to track our progress over time, 
outcome measure baselines and desired improvement goals.  To measure the effectiveness of our 
prevention of child maltreatment strategies we tracked Referral rates, Substantiation rates and outcome 
measure S1.1 No Recurrence of Maltreatment.  Our baseline for Referral rates was 77.9 referrals per 
1000 child population.  With the selection of a 5% improvement goal we worked toward a Referral rate 
less than or equal to 74.0 by the completion of our System Improvement Plan.  Contrary to our goal, 
county Referral rates peaked in 2012, a time of unfavorable economic conditions, to 92.2.  
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In the last few years, Shasta County’s population experiencing economic hardships has finally begun decreasing 
from the highs in 2010.  The proportion of families below the poverty level in Shasta County has decreased from a 
2007-2009 American Community Survey (ACS) estimate of 13.4% to an estimate of 12.4% in the 2009-2011 ACS.  
Shasta County’s unemployment rate of 16.0% in 2010 has since declined 2.6% to an unemployment rate of 13.4% 
in 2012, consistently higher than the CA unemployment rate. 

 
 
Most recent county performance as of the first quarter of 2014 is 85.0.  Although still above our baseline 
and more than 1.6 times the California average of 52.7, we are starting to see the desired downward 
trend in Referral rates.  We tracked progress on a quarterly basis and display below our annual progress. 
Our baseline Substantiation rate was 19.1, our 5% improvement goal was a Substantiation rate less than 
or equal to 18.1, and our most recent performance was 16.3.  Although successful in obtaining our 
improvement goal at 16.3 we are still more than 1.7 times the California average substantiation rate.  
Outcome measure S1.1 No Recurrence of Maltreatment has a National Standard/Goal performance level 
of greater than or equal to 94.6 children having a substantiated incident of child abuse/neglect within a 
specified time period not having another substantiated incident in a subsequent time period.  Shasta 
baseline for this measure at the beginning our System Improvement Plan was 89.8, our 5% 
improvement goal was to be greater than or equal to 94.3 by June 2015, and our most recent 
performance level was 93.7.  This is better than the California average of 93.3.     
 

 Outcome/Systemic Factor - Participation Rates: Referral Rates 
o County’s performance at beginning of SIP year 1; Q4-2009: (77.9)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▼   78.5) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▼   88.3)    
o County’s performance at beginning of SIP year 4; Q4-2012: (▼   92.2)    
o County’s performance at beginning of SIP year 5; Q4-2013: (▼   84.2)    
o County’s most recent performance as of Q1-2014: (▼   85.0)   (CA average 52.7) 
o County’s goal: 5% improvement of original data by June 2015 (<=74.0) 

 

 Outcome/Systemic Factor - Participation Rates: Substantiation Rates 
o County’s performance at beginning of SIP year 1; Q4-2009: (19.1)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   17.1) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▼   19.8)    
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   18.2) 
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o County’s performance at beginning of SIP year 5; Q4-2013: (▲   15.9) 
o County’s most recent performance as of Q1-2014: (▲   16.3)   (CA average 9.2)    
o County’s goal: 5% improvement of original data by June 2015 (<=18.1) 

 

 Outcome/Systemic Factor - S1.1 No Recurrence of Maltreatment 
(National Standard/Goal >= 94.6) 
o County’s performance at beginning of SIP year 1; Q4-2009: (89.8) 
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   92.8) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   93.8)    
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   91.0)    
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   92.5)  
o County’s most recent performance as of Q1-2014: (▲   93.7)   (CA average 93.3)   
o County’s Goal: 5% improvement of original data by June 2015 (>=94.3) 
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
Explanation of symbols: 
Green text with (▲ ) indicates performance moving in the desired direction and better than baseline measurement   
Blue text with (▲ ) indicates performance moving in the desired direction and better than baseline but still below National Standard/Goal 
Red text with (▼ ) indicates performance moving away from the desired direction or not as good as the baseline measurement  

 
Differential Response Success Story 
This struggling, frustrated and broken family on the verge of divorce became part of the Differential Response 
(DR) program. Both children were diagnosed with ADHD along with many other health related issues. The DR 
Parent Partner (PP) worked with this family by completing an assessment, identifying their strengths, and looking 
at the problems they were facing daily. 
  

Both children were struggling in school. A family team meeting was arranged with the school, parents, and DR PP. 
A plan was developed to mainstream the oldest child into high school after the school year and mainstream the 
younger child during the morning hours at the local elementary school and then transport back to the community 
day school afternoon program. 
  

The DR PP connected this family to multiple concrete supports such as Hill Country Clinic, Pit River Health, Social 
Services, SSI, Circle of friends, National Alliance on Mental Illness, Rowell Family Empowerment, Individualized 
Education Plans at the children’s schools, Triple-P® parenting education, local summer activities for kids, local 
churches for support groups, and self-care tips. The DR PP provided weekly support to discuss the parents current 
issues and to help them understand parenting as an ongoing process and that having children with special needs 
adds a little more stress on their plates to handle. Having increased knowledge of parenting and child 
development, as well as how to ensure that their children’s social and emotional developmental needs were met, 
they started to become less stressed and more focused on things they could control. With the gained strong 
connection to Rowell Family Empowerment that helps families obtain appropriate education/services for their 
child with diverse abilities this family has started to increase their own parental resilience and confidence. 
Advocating for support the parents are starting a support group within the Intermountain rural area for families 
who struggle with special needs children.  
 

Child Abuse Prevention, Intervention, and Treatment/Community Based Child Abuse Prevention/ Promoting Safe 
and Stable Families (CAPIT/CBCAP/PSSF) Shasta County Annual Report FY2013-2014 

 

 
The strategies of our second focus area, reducing the rate of foster care placement, were implemented 
to address the federal Child Welfare Services safety outcome; children safely maintained in their homes 
whenever possible and appropriate.  Strategies included:  Family Finding/Engagement, Family Team 
Meetings, SafeCare®, and implementation of Safety Organized Practice including Structured Decision 
Making, Signs of Safety, plus trauma-informed practice.  
 
Efforts were focused on increasing family finding efforts and relative engagement at the front end of 
Child Welfare Services and Juvenile Probation Intake.  Through family finding, and the identification of 
support services available, social workers and juvenile probation officers worked to increase options for 
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children who are unsafe in their parents’ home.  Relatives and nonrelated extended family members can 
offer solutions to reduce foster care placement by creating safety and support prior to a court 
intervention.  Family Team Meetings were utilized to increase parents/family engagement through 
Participatory Case Planning.  Engaging parents/families immediately helped the social workers to 
address the needs of the children as well as placement resources.  Engaging parents/families early on in 
the development of their case plan was targeted to prevent or reduce the time children spend in foster 
care.  Parents advocated for in-home visitation and parenting training on a regular basis to support 
family success.  Parents provided feedback that classroom parenting training is not enough.  The 
SafeCare® home visitation model, in-home parent training, focused on health, safety, parent-child 
interactions, and structured problem solving was implemented for voluntary and court order family 
maintenance cases.  We worked to institutionalize Safety Organized Practice including Structured 
Decision Making, Signs of Safety, plus trauma-informed practice.  We worked to improve collaborative 
teamwork to build and strengthen partnerships within the family, their informal support network of 
friends and family, and the agency.   
 
Progress 
To measure the effectiveness of our reducing the rate of foster care placement strategies we tracked 
Entry rates, In Care rates and outcome measure C1.4 Reentry Following Reunification (Exit Cohort).  Our 
baseline for Entry rates was 7.3 children entering foster care per 1000 child population.  With the 
selection of a 5% improvement goal we worked toward an Entry rate less than or equal to 6.9 by the 
completion of our System Improvement Plan.  We tracked progress on a quarterly basis and display 
below our annual progress.  As discussed in focus area number one, above, Shasta’s Referral rates 
increased the first 4 years of our System Improvement Plan during a time of unfavorable economic 
conditions in the county.  Substantiation rates also tracked high until the beginning of year 5 of our 
System Improvement Plan implementation.  Similarly we tracked high Entry rates through year 4.  
Between year 4 and year 5 we experience a 9.5% decrease in Referral rates, a 14.5% decrease in 
Substantiation rates, and a 23.3% decrease in Entry rates.  This proportionately higher decrease in Entry 
rates relative to Substantiation rates indicates additional factors producing an additive effect in the 
data.   Other factors during the time period included our work to implement practice changes such as 
utilizing Safety Organized Practice in early Family Team Meeting to engage the family and their support 
network of friends and family in the development of a community plan to safely maintain the children in 
their homes.  Although we are making progress, Shasta Entry rates are still more than 2 times higher 
than the California average.  Despite the recent decreasing trends of our Referral rates, Substantiation 
rates, and Entry rates, Shasta’s In Care rate has risen in the last few years and is now more than 2.6 
times the California average.  As we discussed above in our Title IV-E Child Welfare Waiver 
Demonstration Capped Allocation Project participation analysis, the increase during this time period of 
our In Care rates is attributable to a backlog in our Permanent Plan cases that were not moving through 
our system in a timely manner to permanency.  Shasta’s C1.4 Reentry Following Reunification (Exit 
Cohort) has seen consistent exemplary performance throughout the implementation of our System 
Improvement Plan being better than the California average and better than the National Standard/Goal 
for year 2 through current performance. 
 

 Outcome/Systemic Factor - Participation Rates: Entry Rates 
o County’s performance at beginning of SIP year 1; Q4-2009: (7.3)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▼   7.6) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▼   7.8) 
o County’s performance at beginning of SIP year 4; Q4-2012: (▼   9.0) 
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   7.3)       
o County’s most recent performance as of Q1-2014: (▲   7.3)   (CA average 3.5)    
o County’s goal: 5% improvement of original data by June 2015 (<=6.9) 
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 Outcome/Systemic Factor - Participation Rates: In Care Rates 
o County’s performance at beginning of SIP year 1; Q4-2009: (13.6)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   12.3) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   12.6)     
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   13.5)     
o County’s performance at beginning of SIP year 5; Q4-2013: (▼   15.6)      
o County’s most recent performance as of Q1-2014: (▼   15.6)   (CA average 5.8)   
o County’s goal: 5% improvement of original data by June 2015 (<=12.9) 

 
 

 Outcome/Systemic Factor - C1.4 Reentry Following Reunification (Exit Cohort)  
(National Standard/Goal <= 9.9) 
o County’s performance at beginning of SIP year 1; Q4-2009:  (11.8) 
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   7.0) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   4.5)  
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   4.3)  
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   3.4)  
o County’s most recent performance as of Q1-2014: (▲   3.6)   (CA average 12.1)  
o County’s Goal: 5% improvement of original data by June 2015 (<=11.2) 
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
The strategies of our third focus area, reducing the time to reunification, were implemented to address 
the federal Child Welfare Services permanency outcome; children have permanency and stability in their 
living situations.  Strategies targeting permanency included:  implementation of the Supporting Father 
Involvement program; application and integration of the Positive Parenting Program (Triple-P)® during 
the first six months of Family Reunification services; implementation of the Linkages collaborative 
project between Children’s Services and CalWORKs to integrate services for clients involved in both 
systems;  expansion of the provision of SafeCare® home visitation model to reunifying families at time of 
reunification or imminent reunification;  decreasing the number of Continued Hearings; and increasing 
family engagement through Participatory Case Planning.   
 
The Supporting Father Involvement program parenting intervention was implemented to enhance father 
involvement, increase parental competency, improve parent-child and co-parent relationships, and 
promote healthy child development.  The Supporting Father Involvement program is a family focused, 
evidenced-based, clinical intervention aimed at effectively engaging fathers as key participants in family 
support and strengthening.  The application and integration of Positive Parenting Program (Triple-P)® 
was focused during the first six months of Family Reunification services.  This practice is evidenced 
based for decreasing behavior disorders in children and has been shown to decrease child abuse when 
implemented on a broad scale in communities as it tailors a multi-level program specifically for the 
functioning level of the participants.  We worked to streamline parent participation through 
implementation of the Linkages collaborative project to integrate services for clients involved in both 
Children’s Services and CalWORKs.  Linkages worked to increase the socio-economic functioning of 
parents by providing CalWORKs support services to parents while children are in care.  To increase 
parents’ capacity for a timely reunification we worked towards expansion of the provision of SafeCare® 
home visitation model, in-home parent-training focused on health, safety, parent-child interactions, and 
structured problem solving to reunifying families at time of reunification or imminent reunification 
(when children begin visits in the family home and/or trial home visit).  Parents advocated for in-home 
visitation and parenting training on a regular basis when children return home to support family success. 
Continued hearings can extend the length of time children spend in foster care and can delay 
permanency. To increase reunification timeliness we worked to decrease the number of continued 
hearings.   Participatory case planning brings teams of people together and works to build a plan that is 
strength-based and individualized.  The practice is family centered, family strength-based, culturally 
sensitive and involves the community.  Our specific strategy was to consistently employ Safety 
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Organized Practice (including Signs of Safety and Structured Decision Making) through the life of the 
case and in the context of Family Team Meetings to increase Participatory Case Planning.  
 
Progress 
To measure the progress of our reducing the time to reunification strategies we tracked outcome 
measure C1 Permanency Composite 1.  Our baseline was 98.9, our 5% improvement goal was to be 
greater than or equal to 103.8 by the completion of our System Improvement Plan, and the National 
Standard/Goal was to be greater than or equal to 122.6.  The C1 Permanency Composite was a 
mathematical combination of the performance of the following four reunification measures:  C1.1 
Reunification within 12 Months (Exit Cohort), C1.2 Median Time to Reunification (Exit Cohort), C1.3 
Reunification within 12 Months (Entry Cohort), and C1.4 Reentry Following Reunification (Exit Cohort).  
Shasta’s performance for the C1 Permanency Composite began below the National Standard/Goal; rose 
to nearly the National Standard/Goal by the beginning of year 2; and has tracking consistently better 
than the National Standard/Goal, better than the California average, and better than our proposed 
improvement goal from year 3 through the last published performance of the composite measurements 
at the end of 2013.   This notable performance level was due mainly to, as mentioned above, our 
exemplary performance in C1.4 Reentry Following Reunification (Exit Cohort).   The C1.4 component was 
a mathematically heavily weighted component of the composite and overshadowed our performance in 
the remaining components.  Although not attaining the National Standard/Goal in the other three 
components we did track improvement in C1.1 Reunification within 12 Months (Exit Cohort) and C1.2 
Median Time to Reunification (Exit Cohort).  We recorded progress in C1.3 Reunification within 12 
Months (Entry Cohort) in years 3 and 4 but then lost the timeliness gains we were attaining by the 
beginning of year 5.  Factors contributing to timeless loss include staff turnover and an increase in 
relative and FFA placements.  Although considerable progress has been achieved in the training of staff 
and the institutionalization of Safety Organized Practice as the basis for all our work, we continue to 
struggle with the consistent implementation and utilization of Safety Organized Practice and increasing 
family engagement through Participatory Case Planning.  The movement to the new generation of 
federal outcome measures, with the timely reunification and reentry outcome measures based on entry 
cohorts, will make progress more straightforward to track versus the use of the composite measure and 
mixed entry/exit cohorts. 
 

 Outcome/Systemic Factor - C1 Permanency Composite 1  
Timeliness and Permanency of Reunification  
(National Standard/Goal >= 122.6) 
o County’s performance at beginning of SIP year 1; Q4-2009:  (98.9)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   120.4) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   127.5)   
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   144.9)   
o County’s most recent performance as of Q4-2013: (▲   129.4)   (CA average 111.7)   
o County’s Goal: 5% improvement of original data by June 2015 (>=103.8) 

 

 C1.1 Reunification within 12 Months (Exit Cohort) - (National Standard/Goal >= 75.2) 
o County’s performance at beginning of SIP year 1; Q4-2009: (52.4)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   62.6)   
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   61.9)   
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   78.3)  
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   64.2)     
o County’s most recent performance as of Q1-2014: (▲   69.7)   (CA average 63.8)   

 

 C1.2 Median Time to Reunification (Exit Cohort) - (National Standard/Goal <= 5.4) 
o County’s performance at beginning of SIP year 1; Q4-2009: (11.9)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   9.5) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   9.4)   
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o County’s performance at beginning of SIP year 4; Q4-2012: (▲   6.5)   
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   8.8)   
o County’s most recent performance as of Q1-2014: (▲   8.1)   (CA average 8.7)   

 

 C1.3 Reunification within 12 Months (Entry Cohort) - (National Standard/Goal >= 48.4) 
o County’s performance at beginning of SIP year 1; Q4-2009: (39.9)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▼   36.0)  
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   43.3)  
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   40.4)  
o County’s performance at beginning of SIP year 5; Q4-2013: (▼   31.3)   
o County’s most recent performance as of Q1-2014: (▼   26.1)   (CA average 38.6) 

 

 C1.4 Reentry Following Reunification (Exit Cohort) - (National Standard/Goal <= 9.9) 
o County’s performance at beginning of SIP year 1; Q4-2009:  (11.8) 
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   7.0) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   4.5)  
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   4.3)  
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   3.4)  
o County’s most recent performance as of Q1-2014: (▲   3.6)   (CA average 12.1)  
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
The strategies of our forth focus area, increasing placement stability, were implemented to address the 
federal Child Welfare Services permanency outcome; children have permanency and stability in their 
living situations.  Strategies targeting stability included:  Family Finding/Engagement and Support 
Services to Secondary Care Providers. 
 
Increased family finding and engagement efforts were implemented to facilitate the location of relatives 
as a placement option for children. Relative placements are more stable than non-relative placements 
and therefore increase placement stability, reduce foster care re-entry rates, and reduce the isolation 
and negative consequences on youth who exit the foster care system without long term supportive 
relationships.  Efforts to increase the focus on family finding and engagement processes were utilized to 
strengthen and stabilize the youth and family connection to relative/nonrelated extended family 
member care providers.  Support services (including Triple-P®, Participatory Case Planning, and High Risk 
Team) were increased for secondary care providers (Foster Parent, Relative/nonrelated extended family 
member care providers, etc.).  These tools, strategies, and support services were provided to the 
secondary care providers to minimize placement disruptions leading to multiple foster care placements. 
 
Progress 
To measure the progress of our increasing placement stability strategies we tracked outcome measure 
C4 Permanency Composite 4.  Our baseline was 86.3, our 5% improvement goal was to be greater than 
or equal to 90.6 by the completion of our System Improvement Plan, and the National Standard/Goal 
was to be greater than or equal to 101.5.  The C4 Permanency Composite was a combination of the 
performance of:  C4.1 Placement Stability (8 Days – 12 Months in Care), C4.2 Placement Stability (12 to 
24 Months in Care), and C4.3 Placement Stability (>= 24 Months in Care).  Shasta’s performance in the 
C4 Permanency Composite although still below the National Standard/Goal has tracked better than our 
baseline for every year and had exceeded our proposed improvement goal as of the last published 
performance of the composite measurements at the end of 2013.  We have shown steady improvement 
over the duration of our System Improvement Plan in C4.2 Placement Stability (12 to 24 Months in Care) 
and C4.3 Placement Stability (>= 24 Months in Care).  We have struggled with C4.1 Placement Stability (8 
Days – 12 Months in Care) hence C4.1 became the focus of the Peer Review component of this County 
Self -Assessment. 
  

 Outcome/Systemic Factor - C4 Permanency Composite 4 – Placement Stability  (National Standard/Goal >= 101.5) 
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o County’s performance at beginning of SIP year 1; Q4-2009:  (86.3)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   89.4) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   93.0)    
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   90.2)    
o County’s most recent performance as of Q4-2013: (▲   96.7)   (CA average 101.9)    
o County’s Goal: 5% improvement of original data by June 2015 (>=90.6) 

 

 C.4.1 Placement Stability (8 Days - 12 Months in care) - (National Standard/Goal >= 86.0) 
o County’s performance at beginning of SIP year 1; Q4-2009:  (84.8)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▼   82.2) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   84.9)      
o County’s performance at beginning of SIP year 4; Q4-2012: (▼   83.2) 
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   85.6)      
o County’s most recent performance as of Q1-2014: (▼   81.1)   (CA average 86.8) 

 

 C.4.2 Placement Stability (12 to 24 Months in care) - (National Standard/Goal >= 65.4) 
o County’s performance at beginning of SIP year 1; Q4-2009: (52.9) 
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   62.0) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   60.5)   
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   58.5)   
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   63.0)   
o County’s most recent performance as of Q1-2014: (▲   63.6)   (CA average 69.5)   
 

 C.4.3 Placement Stability (>= 24 Months in Care) - (National Standard/Goal >= 41.8) 
o County’s performance at beginning of SIP year 1; Q4-2009: (20.4)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   22.6) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   28.3)   
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   26.7)   
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   33.5)   
o County’s most recent performance as of Q1-2014: (▲   37.0)   (CA average 38.4)   
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
The strategies of our fifth focus area, building more connections for youth in foster care, were 
implemented to address the federal Child Welfare Services outcome; the continuity of family 
relationships and connections is preserved for children.  Strategies included:  Family 
Finding/Engagement and Participatory Case Planning. 
 
One strategy was to expand the family finding and relative engagement processes to include more 
eligible youth in connection building.  Through family finding and engagement relatives are located and 
people are identified who are willing to be involved in youth connection building. Connections with 
relatives and family friends are important for all children, especially for children whose families are in 
crisis. Relatives and nonrelated extended family members give the family support and encouragement 
as the parents try to resolve the problems that led to the child being removed from them. Relatives and 
nonrelated extended family members also help by calling and visiting the child, inviting them to their 
home for holidays and other occasions, remembering birthdays, etc.  Family Team Meetings could be 
expanded to include a component of family community connections to develop ongoing support in a 
mentoring or service oriented role. The Probation Department also engaged in family finding procedures 
to benefit Probation youth who may not be able to return to their homes upon release.   A large 
percentage of probation placement youth age out of care while in placement.  Many of these youth are 
unable to reunify with family members for various reasons and the need for independent living skills is 
imperative. Efforts were also expended to increase youth participation in case planning including active 
participation in Transitional Independent Living Plan and National Youth in Transition Database. 
 
Progress 
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To measure the progress of building more connections for youth in foster care by increasing the 
proportion of relative placement strategies we tracked measure 4B Least Restrictive Placement (Entries 
First Placement: Relative) and 4B Least Restrictive Placement (Point in Time: Relative).  Our baseline for 
4B Least Restrictive Placement (Entries First Placement: Relative) was 4.6 and 4B Least Restrictive 
Placement (Point in Time: Relative) was 22.5.  With concerted efforts to increase relative placements we 
readily achieved our 5% improvement goals for both first placement and point in time placement 
measures.   Although improvement was achieved we are below the California average for each measure.  
First placements with relatives has been the more difficult to attain even with the addition of strategies 
to streamline the relative approval process. 
 

 4B Least Restrictive Placement (Entries First Placement: Relative) 
o County’s performance at beginning of SIP year 1; Q4-2009: (4.6)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▼   1.9) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   12.3)   
o County’s performance at beginning of SIP year 4; Q4-2012: (▲    8.3)   
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   9.5)   
o County’s most recent performance as of Q1-2014: (▲   10.9)   (CA average 27.7)   
o County’s Goal: 5% improvement of original data by June 2015 (>=4.8) 

 

 4B Least Restrictive Placement (Point in Time: Relative) 
o County’s performance at beginning of SIP year 1; Q4-2009: (22.5)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   26.3) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   29.2)   
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   34.9)   
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   31.0)   
o County’s most recent performance as of Q1-2014: (▲   29.5)   (CA average 35.4)      
o County’s Goal: 5% improvement of original data by June 2015 (>=23.6) 
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
There were five focus areas addressed in the 2010-2015 Shasta County System Improvement Plan.  Each 
focus area was individually addressed with strategies.  Some strategies were applicable to more than 
one focus area.  Having five focus areas proved to be an ambitious undertaking.  Having strategies that 
were applicable to more than one focus area was an efficient and effective use of resources.  Containing 
the overall scope and reach of our next System Improvement Plan could facilitate the fidelity of strategy 
implementation across focus areas.  For example: 
 

 Family Finding/Engagement strategies were implemented to reduce the rate of foster care 
placement, increase placement stability, and build more connections for youth in foster care.  We 
have data to support the increase in first and ongoing placements with relatives and have shown 
improvement in finding relative/nonrelated extended family member supports for participation in 
family/community safety planning to maintain children in their homes.  We have been challenged 
to continue the Family Finding/Engagement efforts throughout the life of the case and have not 
achieved the desired progress associated with building more connections for youth in foster care.  
Our Peer Review and self-assessment of Systemic Factors highlighted this deficit in our Family 
Finding/Engagement efforts.  A concentrated emphasis on finding and engaging family supports 
throughout the life of the case will be an area for improvement in our upcoming System 
Improvement Plan. 
 

 Family Team Meeting and/or High Risk Team meeting were implemented to reduce the rate of 
foster care placement, reduce the time to reunification, increase placement stability, and build 
more connections for youth in foster care.  Family Team Meetings and/or High Risk Team 
meetings have been utilized, effective, and praised during the Peer Review, Stakeholder Focus 
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Groups, and Stakeholder Survey.  Our challenge is developing and funding the staff resources 
needed to expand the availability and utilization of these tools and increasing youth participation. 

 

 The SafeCare® home visitation model strategy was implemented to prevent child maltreatment, 
reduce the rate of foster care placement, reduce the time to reunification, and increase 
placement stability.  We have successfully implemented SafeCare® in our Differential Response 
program for the prevention of maltreatment and in our voluntary and court family maintenance 
programs to reduce the rate of foster care placement.  Additional program implementation 
development and expansion is needed to provide SafeCare® to reunifying families at time of 
reunification or imminent reunification. 

 

 Although considerable progress has been achieved in the training of staff and the 
institutionalization of Safety Organized Practice as the basis for all our work, we have noted 
throughout the entirety of this County Self-Assessment that we continue to struggle with the 
consistent implementation and utilization of Safety Organized Practice including Structured 
Decision Making, Signs of Safety, plus trauma-informed practice. More strategies are needed for 
increasing family engagement through Participatory Case Planning.   

 

 Low staff utilization of the strategies to reduce the time to reunification has been challenging.  
Two particularly underutilized strategies:  the Supporting Father Involvement program and the 
Linkages collaborative project between Children’s Services and CalWORKs to integrate services for 
clients involved in both systems have received repeated efforts to engage and encourage staff 
participation.  

 

 Decreasing the number of Continued Hearings continues to be a struggle.  Staff vacancies are a 
significant contributing factor in this area. 

 

 Challenges associated with strategies to provide Support Services to Secondary Care Providers 
includes the care provider reluctance to accept and utilize services especially the available home 
based services as highlighted in our Peer Review results. 

 
 
Initial strategies and/or next steps in the C-CFSR cycle as we move toward development of our System 
Improvement Plan 
 
The over arching themes discussed throughout this County Self-Assessment lead us to the consideration 
of individual focus areas (goals) or some combination of the focus areas of our last System Improvement 
Plan (2010-2015):  prevention of child maltreatment; reducing the rate of foster care placement; 
reducing the time to reunification; increasing placement stability; and building more connections for 
youth in foster care to family and/or nonrelated persons with whom child has connection.  Additionally 
as a result of our Outcome Measures analysis, as we will need to consider the Adoption focus area.   We 
envision each focus area will be addressed with strategies and some strategies will be applicable to 
more than one focus area.  Many strategies are integral to one another.  For example, when Safety 
Organized Practice is utilized, families are much more engaged and active in their case plan.  Family 
Finding/Engagement is a part of Safety Organized Practice.  Safety Organized Practice has inspired teams 
and multi-disciplinary approaches that we have developed, e.g., the Treatment Team Meeting approach 
of our recent Sober Living Pilot program. Additionally the facilitated meetings (Family Team Meetings, 
High Risk Teams, Child and Family Teams) for families and caregivers utilize the Safety Organized 
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Practice structure. Safety Organized Practice includes utilization of Signs of Safety and Structured 
Decision Making and is integral to our placement prevention efforts. 
 
Throughout this Summary of Findings we have described numerous needed practice improvements that 
we will be researching, analyzing, prioritizing and determining those that would be most efficacious if 
worked on as a strategy under the auspices of a structured System Improvement Plan.  Some of the 
improvement areas for consideration include: 
 

 The Safety Organized Practice approach to collaborative teamwork that seeks to build and 
strengthen partnerships within a family, their informal support network of friends and family, and 
the agency and is applicable to many of our programs and practice improvements.  Our 
improvement strategy would focus on the implementation and evaluation of Safety Organized 
Practice to meet the needs identified by multiple programmatic areas.  We need to work toward 
consistent utilization.  We will consider applying Implementation Science to this practice change.  
Implementation Science is an approach to ensure systems change strategies utilize a reliable, 
supportive, and sustainable delivery system that maintains fidelity.   
 

 Family Finding/Engagement throughout the life of the case to increase safety, permanency, and 
well being outcomes.  Again, the application of Implementation Science may be a conduit for the 
attainment of full, consistent utilization.   

 

 System Resource Development/Management encompasses a suite of practice improvements 
including:  placement prevention; youth capacity development interventions/activities; out of 
home placement and supportive care resources development; continued evidence-based program 
identification/implementation; and staff training and development to improve and assure the 
quality of service provision.  Placement prevention strategies include a Clinical Rapid Response 
Team that identifies families appropriate for a non-investigative alternative response from 
Children’s Services.  Facilitated meetings are then held to work with the family and community to 
come up with a Safety Plan and interventions as an alternative to court involvement and 
placement.   Youth capacity development interventions/activities target youth aging out of high 
level of care treatment or Group Home facilities that have no family to return to or connect with 
once leaving the Child Welfare/Probation system.  Capacity development (self-sufficiency, skills to 
develop connections to community support structures, etc.) is critical to the success of this 
population.  Out of home placement and supportive care resources development includes 
developing, increasing and/or improving placement resources.  Additionally we will be exploring 
the cost/benefits of potentially moving to a new service delivery model through a multi-year 
development of a whole system around Family Finding/Engagement, recruitment of care 
providers, and Permanency Planning Resource Family Approval process, all concentrated in a 
Placement Resource Management Team.  Evidence-based program identification/implementation 
includes continued utilization of Lean six Sigma and Implementation Science.  Staff training and 
development to improve and assure the quality of service provision includes consistent practice 
standards and capacity development for Continuous Quality Improvement in response to federal 
expectations regarding quality improvement activities at the county level.  We will explore 
structural and functional capacities required to sustain Continuous Quality Improvement, as well 
as the analytic and decision making tasks essential to the process. 
 

 Additional service array gaps/needs include increased access to alcohol and drug treatment for 
clients; helping parents overcome barriers to services; low income housing and/or transportation 
resources; and technology improvements such as the use of mobile devices, Probation use of 
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CWS/CMS, and development of a data collection/analysis system for the trauma informed Child 
and Adolescent Needs and Strengths tool. 

 

Stakeholder Survey 
Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 

Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
System Improvement Plan focus areas will continue to include prevention goals with likely participation 
in strategies involving community collaboration to build protective factors such as the Strengthening 
Families Community Collaborative and the Parent Leadership Advisory Group.  
 

We will continue to explore prevention and early intervention services for families at risk; evidence-
based and best practice strategies for developing parent leaders; mentoring/Parent to Parent peer 
support so parent leaders can take on supportive roles with families in Family Team Meeting and case 
plan engagement/compliance; and providing community trainings (taught by Agencies, Parent Partners, 
and Parents) to build protective factors in the community.   
 
 

In January 2014, three Parent Leaders accompanied two Shasta County Child Abuse Prevention Coordinating 
Council (CAPCC) staff to Sacramento, California to participate in the Parent Services Project three day training for 
trainers (TOT) where all were trained in the Leaders for Change-Protective Factors curriculum.  After the Parent 
Services Project TOT training was completed, the Parent Leaders and staff all took on the role of trainers. The TOT 
training put the parent leaders in leadership roles and situations they had not previously been in before.  After 
receiving support from staff, these three Parent Leaders organized, presented and completed a three day Leaders 
for Change training for 14 parents in the local community. The Parent Leaders were able to exercise their 
leadership skills by taking lead point in directing the enrollment of those attending, the engagement of 
participation, and the flow of the training, as well as preparing for all three days of training.  
 

Child Abuse Prevention, Intervention, and Treatment/Community Based Child Abuse Prevention/ Promoting Safe 
and Stable Families (CAPIT/CBCAP/PSSF) Shasta County Annual Report FY2013-201 
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Introduction 

 

The California-Children and Family Services Review (C-CFSR) is a cyclical process which begins with the 
identification and analysis of the current system through the County Self-Assessment and Peer Review, 
development and implementation of solutions which are tested in the System Improvement Plan, and 
an ongoing evaluation and revision of those solutions for continuous improvement and to meet the 
changing needs of the system over time  through the Annual System Improvement Plan Progress Report.   
As the C-CFSR is a continuous quality improvement model, Shasta County has worked toward continuing 
development, implementation, and evaluation of strategies to improve safety, permanency, and well-
being of children.  Shasta has added an additional quality monitoring and improvement step that 
includes periodic review of and opportunity for input into the C-CFRS process by the Continuous Quality 
Improvement Committee.  This collaborative group includes decision makers within County and 
community organizations as well as individual community stakeholders 
 
The C-CFRS County Self-Assessment is completed every five years in coordination with local community 
partners. The County Self-Assessment is a comprehensive Child Welfare and Probation program 
assessment to determine the effectiveness of current practice, programs and resources across the 
continuum of child welfare and probation placement services (from prevention and protection through 
permanency and aftercare) and to identify areas for targeted system improvement.  The County Self-
Assessment guides Shasta County Child Welfare and Shasta County Probation in:  
 

 Identifying the successes and challenges in current practices, programs and resources,  
 Identifying the existence, prevalence or magnitude of a need for services, and  
 Determining where efforts and funding should be focused to maximize positive outcomes 

for children and families. 
 
The County Self-Assessment team completed the self-assessment using a variety of methods:  gathered 
and analyzed information and data; actively participated in the Peer Review; and conducted focus 
groups and administered surveys as a means to engage stakeholders and obtain feedback about the 
quality of the Child Welfare and Probation systems and provision of services to children and families in 
the community.  Results obtained utilized a combination of quantitative analysis; qualitative information 
gathered from child welfare source experts, County leadership, survey/focus group input, and literature 
reviews; and periodic review and input by the Continuous Quality Improvement Committee.   
 
The Peer Review provided Shasta County with qualitative information about programs by examining 
child welfare practices and policies that impact Placement Stability outcomes for children and families.  
The Peer Review identified themes of agency strengths and areas needing improvement for child 
welfare and probation.  During the review, staff from our peer counties interviewed Shasta County case-
carrying social workers and probation officers regarding county practice. Utilizing peers from other 
counties promoted the exchange of best practice ideas between Shasta County and the peer counties. 
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C-CFSR Planning Team & Core Representatives 

 

C-CFSR TEAM 
  
To ensure continuous quality improvement, a C-CFSR Team was identified. This team met regularly to 
ensure that all aspects of the C-CFSR County Self-Assessment and Peer Review were carried out and to 
maintain the integrity of the County Self-Assessment and Peer Review processes. This team will continue 
to meet to ensure that all aspects of the C-CFSR System Improvement Plan development and annual 
progress reporting are carried out and to maintain the integrity of the System Improvement Plan 
process.  The C-CFSR Team was led by representatives from the County’s Child Welfare Department, 
Probation Placement Agency and the CDSS. 
  

California Department of Social Services, Outcomes & Accountability Bureau Korena Hazen 

California Department of Social Services, Office of Child Abuse Prevention  Patricia Harper 

California Department of Social Services, Office of Child Abuse Prevention  Mary DeSouza 

Shasta County HHSA Children’s Branch Director Maxine Wayda 

Shasta County Chief Probation Officer Tracie Neal 

Shasta County HHSA Children’s Branch Deputy Director Jane Wilson 

Shasta County Probation Program Director Ann Stow 

Shasta County Probation Chief Fiscal Officer Erin Ceccarelli 

Shasta County HHSA Children’s Program Manager Nancy Bolen 

Shasta County HHSA Children’s Program Manager Wendy Dickens 

Shasta County HHSA Children’s Program Manager Amber Middleton 

Shasta County HHSA Children’s Clinical Division Chief Lori Steele 

Shasta County HHSA Children’s Community Development Coordinator Minnie Sagar 

Shasta County HHSA Children’s Senior Analyst Christine O’Neill 

Shasta County HHSA Children’s Analyst Eric Clark 

Shasta County HHSA Children’s Analyst Amber Condrey 

Shasta County HHSA Children’s Analyst Matt Grigsby 

Shasta County HHSA Children’s Analyst Doug Woodworth 

Shasta County HHSA Outcomes, Planning & Evaluation Stephanie Taylor 

Shasta County HHSA Outcomes, Planning & Evaluation Rebekah Oakes 

Shasta County HHSA Children’s Staff Various 

Shasta County Probation Staff Various 

 

CORE REPRESENTATIVES 

The C-CFSR core team also received input from core representative stakeholders including individuals 
who participate and contribute to quarterly outcome reviews, County Self-Assessment and System 
Improvement Plan development, System Improvement Plan Progress reports, Child Abuse Prevention, 
Intervention and Treatment/Community-Based Child Abuse Prevention/Promoting Safe and Stable 
Families (CAPIT/CBCAP/PSSF) Annual Reports and county prevention partners, including Shasta County 
Child Abuse Prevention Coordinating Council.  
 

Core Representatives:  
County Child Welfare  
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 Child Welfare Administrators  

 Child Welfare Supervisors  

 Child Welfare social workers/caseworkers  

 The CDSS Adoptions District Offices (when applicable)  
Probation  

 Chief Probation Officer (or designee)  

 Probation Placement Supervisor  

 Probation Placement Officers  
Native American Tribes  

 Tribal Chairperson (or designee)  
Service Recipients  

 Foster Youth (current and former) who are reflective of the CWS population and includes those 
served in the Extended Foster Care, After 18 program  

 Parents/Consumers who are reflective of the CWS population  

 Resource families and other caregivers who are reflective of the CWS population  
County Agency Partners  

 County Health Department  

 County Mental Health Department  

 County Office of Education  

 County Alcohol and Drug Department  
Others 

 Prevention Partners  

 Child Abuse Prevention Council  

 Children’s Trust Fund Commission or CAPC if acting as the Children’s Trust Fund Commission  

 County Board of Supervisors Designated Agency to Administer CAPIT/CBCAP/PSSF Programs  

 PSSF Collaborative  

 Members of the education community who are representative of the areas where CWS children 
and families are served  

 Juvenile Court Representatives (i.e. bench officers, attorneys, etc.)  

 Court Appointed Special Advocates (CASA)  

 Law Enforcement  

 Domestic Violence Prevention Provider  

 Family Resource Centers  

 Service Providers including those who meet the needs of specialized populations  
 

THE CSA PLANNING PROCESS 

The C-CFSR Team led by representatives from the County’s Child Welfare Department, Probation 
Placement Agency and the CDSS developed a work plan for completion of the County Self-Assessment.  
The County Self-Assessment was completed using a variety of methods:  gathered and analyzed 
information and data; actively participated in the Peer Review; and conducted focus groups and 
administered surveys as a means to engage stakeholders and obtain feedback about the quality of the 
Child Welfare and Probation systems and provision of services to children and families in the 
community.  Results obtained utilized a combination of quantitative analysis; qualitative information 
gathered from child welfare source experts, County leadership, survey/focus group input, and literature 
reviews; and periodic review and input by the Continuous Quality Improvement Committee.   
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The information and data gather and analyzed included:  

 Demographic Profile covering general county demographics, child maltreatment indicators, and 
a characterization of the Child Welfare and Probation placement population; 

 Public Agency Characteristics covering political jurisdictions, county Child Welfare and Probation 
infrastructure, financial/material Resources, Child Welfare/Probation operated services, and 
other county programs; 

 Child Welfare/Probation Placement Initiatives; 

 Board of Supervisors designated commission, board or bodies including Child Abuse Prevention 
Council (CAPC), County Children’s Trust Fund (CCTF) Commission, PSSF Collaborative; 

 Systemic Factors covering Management Information Systems; County Case Review System; 
Foster and Adoptive Parent Licensing, Recruitment and Retention; Staff, Caregiver and Service 
Provider Training; Agency Collaboration; Service Array; and Quality Assurance System; 

 Critical Incident Review Process; and 

 Outcome Data Measures 
 
The Peer Review provided Shasta County with qualitative information about programs by examining 
child welfare practices and policies that impact Placement Stability outcomes for children and families.  
The Peer Review identified themes of agency strengths and areas needing improvement for child 
welfare and probation.  During the review, staff from our peer counties interviewed Shasta County case-
carrying social workers and probation officers regarding county practice.  
 
The County Self-Assessment includes input from community-based stakeholder groups. These groups 
were asked to participate in a stakeholder survey, stakeholder focus groups, or both.   Focus group 
members were selected based on criteria set forth through the California Department of Social Services 
County Self-Assessment stakeholder outreach requirements. Six focus groups were conducted with the 
following groups deemed to have important input or relevant information regarding the provision of 
services for children and families: 
 

 Biological parents 

 HHSA Children’s Branch staff 

 Independent Living Program participants 

 Indian Child Welfare Act Workgroup 

 Parent Leadership Advisory Group 

 Relative caregivers and foster parents 
 
Audio from focus groups was recorded with the permission of the participants and the interviews were 
transcribed, with the exception of one focus group which was recorded via note-taking and memory due 
to technical difficulties. The data consisted of six sets of interview notes, each 7 to 22 pages. The 
transcripts were then reviewed to look for common themes. 
 
The County Self-Assessment survey was conducted during August and September 2014 in order to 
assess stakeholder sentiment regarding the efficacy of the Children’s Services Branch in providing 
services to the children of Shasta County and evaluate specific methods of best addressing and 
supporting the needs of foster children in Shasta County and the families surrounding them.   
The majority of surveys were administered at specific agencies with close interactions with Children’s 
Services including Child Abuse Prevention Coordinating Council (CAPCC), Court Appointed Special 
Advocates (CASA), Shasta College - Foster and Kinship Care Education (FKCE), Foster Family Agencies 
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(FFA), Shasta County HHSA, Juvenile Justice, Law Enforcement, and various Organizational Providers. 
Surveys were conducted via an online survey tool and were open for responses for 30 days. 
 

PARTICIPATION OF CORE REPRESENTATIVES 

All members of the C-CFSR core team of representative participated in County Self-Assessment 
development, implementation, and review activities on a weekly basis.  Through participation in the 
Continuous Improvement Committee, the County Self-Assessment Focus Groups, and/or the County 
Self-Assessment Stakeholder Survey, the C-CFSR core team received input from core representative 
stakeholders including individuals who participate and contribute to quarterly outcome reviews, County 
Self-Assessment and System Improvement Plan development, System Improvement Plan Progress 
reports, Child Abuse Prevention, Intervention and Treatment/Community-Based Child Abuse 
Prevention/Promoting Safe and Stable Families (CAPIT/CBCAP/PSSF) Annual Reports and county 
prevention partners, including Shasta County Child Abuse Prevention Coordinating Council. 
 

The County Self-Assessment Stakeholder Survey was administered at specific agencies with close 
interactions with Children’s Services including Child Abuse Prevention Coordinating Council (CAPCC), 
Court Appointed Special Advocates (CASA), Shasta College - Foster and Kinship Care Education (FKCE), 
Foster Family Agencies (FFA), Shasta County HHSA, Juvenile Justice, Law Enforcement, and various 
Organizational Providers.  
 

Survey Group Name Representatives 

Education 
 

Superintendent of SCOE 
Shasta College Foster and Kinship Care Education   

FFAs 
 
 

Remi Vista 
Children First 
Hillcrest Springs 
Ready for Life 
Krista Foster Homes 
Grace Homes 
Environmental Alternatives 
Youth & Family 

Child Abuse Prevention Council 
 

Board 
Staff  

County Agency staff 
 

Regional Services - CalWORKs;  
Regional Services - CalFresh (EES Everybody - All Locations); 
Regional Services - Perinatal;  
Regional Services - WIC (includes Breastfeeding Support);  
HHSA Public Health;  
HHSA Mental Health 

Contract Providers 
  
 
 
 
 

Visions of the Cross 
Family Dynamics 
Wright Education Services 
Youth Violence Prevention Council 
One Safe Place 
Northern Valley Catholic Social Services 
Remi Vista 
Victor Community Support Services 
Group Homes:   
Edgewood 
Fred Finch 
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Millhouse 
Youth for Change Catholic Charities 
Victor Treatment 
Northern California Youth and Family Services 
Good New Rescue Mission 

Juvenile Justice 
 

Juvenile Justice Coordinating Council (16 members) 
Juvenile Justice Committee (10 members) 

Law Enforcement 
 
 

Shasta County Sheriff 
Redding Police 
Anderson Police 
California Highway Patrol 

CASA Board 

 

Surveys were conducted via an online survey tool and were open for responses for 30 days. Surveys 
were sent electronically to several hundred email recipients.   A total of 142 surveys were completed.   
  

Of the 142 respondents, the majority (93; 65.5%) of responses originated from the Health & Human 
Services Agency (HHSA) while 14 (9.9%) came from the Child Abuse Prevention Coordinating Council 
(CAPCC), 10 (7.7%) from Court Appointed Special Advocates (CASA), 9 (6.3%) from Law Enforcement, 5 

(3.5%) from Organizational Providers, 4 (2.8%) from Foster Family Agencies (FFAs), 4 (2.8%) 
from Juvenile Justice and 3 (2.1%) from Shasta College - Foster and Kinship Care Education 
(FKCE).  
  
The 93 (65.5%) of responses that originated from the Health & Human Services Agency (HHSA) 
were from HHSA Regional Services – CalWORKs, HHSA Regional Services – CalFresh, HHSA 
Regional Services – Perinatal, HHSA Regional Services - WIC (includes Breastfeeding Support), 
HHSA Public Health, and HHSA Mental Health.  This survey was not administered to HHSA 
Children’s Services staff. 
 
 Below is a chart showing the stakeholder agency distribution of survey respondents.  
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For proper interpretation of the thoughts, suggestions and opinions presented in this survey, Children’s 
Services needed an understanding of what positions were most commonly represented in the agencies 
surveyed. 
 
 
 
 
 
 
  
 
 

 
 

 

 

 

 

 

 

The majority (94; 66.2%) of stakeholders represented in this survey consider themselves “Staff” in their 
respective agencies while 17 (12.0%) listed themselves as “Supervisor.” The least common response was “Board 
member” with only 1 respondent in this category. Two respondents declined to state their title. Thirteen 
individuals chose a title not listed. The most common other category was “Volunteer” with 8 (5.6%) responses in 
this category.  Other responses are indicated below (13; 9.2%) 

 I am a social worker at mental health but also a former foster parent and adoptive parent from Shasta 
County CFS. 

 Immunization Coordinator 

 Intake coordinator Residential Program  Director of Quality Improvement 

 Judge. 

 Trainers/facilitators 

 Volunteer 

 Volunteer ,Court appointed advocate 

 Volunteer advocate 

 Volunteer advocate for group home teenager. 
 

Six focus groups were conducted to obtain input from stakeholders.  The following groups of core 
representative stakeholders participated in the focus groups to share important input or relevant 
information regarding the provision of services for children and families: 
 

 Biological parents 

 HHSA Children’s Branch staff 

 Independent Living Program participants 
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 Indian Child Welfare Act Workgroup 

 Parent Leadership Advisory Group 

 Relative caregivers and foster parents 
 

STAKEHOLDER FEEDBACK 

Summary Stakeholder Survey Results 
Conducted during August and September 2014 in order to: 

 Assess stakeholder sentiment regarding the efficacy of Children’s Services in providing services  

 Evaluate methods of best addressing/supporting the needs of foster children in Shasta County 
and the families surrounding them.    

 

Surveys were administered at agencies with close interactions with Children’s Services including: 

 Child Abuse Prevention Coordinating Council (CAPCC),  

 Court Appointed Special Advocates (CASA),  

 Shasta College - Foster and Kinship Care Education (FKCE),  

 Foster Family Agencies (FFA),  

 Shasta County HHSA,  

 Juvenile Justice,  

 Law Enforcement, and  

 various Organizational Providers.  
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 The most commonly chosen practice of Children’s Services that was seen as a strength by these 

stakeholders was “Referral to services for parents.”   

 The qualities most often chosen as strengths were “Teamwork” and “Knowledgeable”   

 The most commonly chosen prevention activity that Children’s Services could partake in to 

prevent child abuse and neglect was to “Provide early intervention services to children and 

families at risk of child abuse/neglect.”    

 The component most commonly viewed as important for ensuring a child’s placement stability 

was the “Assessments of child's needs.”   

 The most commonly rated way to meet the educational needs of children in the foster care 

system was to “Increase consistent caregiver involvement in child’s education.”   

 The most commonly recognized challenge area for Shasta County parents was “Drugs and/or 

alcohol problems.”   

 The most commonly viewed way to help parents get help when they are experiencing stress and 

anger was “Treatment programs for alcohol abuse, drug addiction and behavioral health 

problems.”   

 The most commonly chosen way to help parents reunite with their children more quickly was 

“Support to help parents follow their case plan/manage their daily lives.”   

 After a family has been reunited, the most commonly viewed type of support parents need so 

their children are not removed again was “Regular follow-up by a case manager for support, 

mentoring, and connection to service programs.”   

Summary Stakeholder Focus Groups Results 
Conducted during August and September 2014 in order to: 

 Assess stakeholder sentiment regarding the efficacy of Children’s Services in providing services  

 Evaluate methods of best addressing/supporting the needs of foster children in Shasta County 
and the families surrounding them.    

 
Six focus groups were conducted with the following groups deemed to have important input or relevant 
information regarding the provision of services for children and families: 

 Biological parents 

 HHSA Children’s Branch staff 

 Independent Living Program participants 

 Indian Child Welfare Act Workgroup 

 Parent Leadership Advisory Group 

 Relative caregivers and foster parents 
 
Discussion Areas: 

 Quality of Services Provided - Focus group participants who were clients of the child welfare 
system were asked what services they received that were helpful to them. All focus group 
participants, including those who are county staff or service providers were asked what they see 
as strengths of some of the services that are provided to child welfare clients. 

 Barriers to Receiving Services - Focus group participants were asked about what barriers to 
receiving services exist for Shasta County children and families in the Child Welfare system. 

 Gaps in Services Provided - Parents, foster parents, relative caregivers, and youth clients were 
asked what services they wish they had received that might have been helpful to them. 
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 Child Placement Issues - Participants were asked several questions about how to increase 
placement stability, improve timely reunification rates, and prevent reentry into the system. 

 Staff Issues - Participants were asked what training might be needed in order to improve the 
experience of families as they navigate the child welfare system.  Also, other issues came up in 
discussion related to difficulty working with Children’s Services staff. 

 
Feedback 

 Difference in perceptions of communication between staff and clients 
o Biological parents, relative caregivers, and foster parents felt there is a lack of 

communication between social worker and family. This lack of communication includes 
failing to return phone calls in a timely way, failing to connect families with the right 
resources, and not informing foster parents of issues that they should be aware of 
regarding the child’s history.  

o Children’s Services staff felt that there is good communication, that social workers care 
about their clients, and that families are connected with the right resources.  

 Many of the services that are needed are available to clients but they are difficult to access 
o Barriers included transportation issues, long waiting lists, not being informed about 

resources by social workers, lack of flexible hours, need for childcare for other children 
while taking one child for a visit, and providers refusing to accept Medi-Cal.  

 Collaboration between Probation and Children’s Services 
o Independent Living Program youth and parents both felt the probation officers were 

helpful to the youth and cared about them, although some youth said they would like to 
have more frequent, regular meetings with their probation officers and that it would be 
helpful to have some life skills training through the Independent Living Program. 

o Participants in the ICWA workgroup and Children’s Services staff both felt that the 
collaboration and communication between Children’s Branch and Probation was in need 
of improvement. In the ICWA workgroup, frustration was noted about the lack of 
consistent notification from Probation to alert them when a child is being sent to 
Juvenile Hall.  

 Child placement stability and timely reunification: 
o Hurried placement of children in homes that may not be a good match for them based 

on the family’s training to handle behavioral problems, trauma, or preference for 
permanent placements 

o More honest communication between social worker and foster family about the child’s 
history and needs would avoid many placement changes 

o More patience and understanding for the child on the part of the foster family would 
help to decrease placement changes  

o More open and honest communication between social workers and families would help 
to overcome many issues, including mistrust of the system, that lead to placement 
changes  

o Fewer changes in social workers would be helpful to both parents and children   
o Barriers existed that prevented clients in accessing services needed to help them follow 

their case plan and this resulted in delays in reunification 
 
Strengths 

 Numerous service providers exist throughout the community that collaborate with HHSA 
Children’s Services to provide resources to clients of the child welfare system.  

 Independent Living Program youth felt that their interactions with their probation officers and 
CASA staff were helpful to them in coping with their situation. 
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 Parents felt that many resources including parenting classes, substance abuse treatment, the 
Parent Partner program, and benefits from the Regional Services Branch were helpful to them in 
addressing some of the challenges they needed to overcome to be reunified with their child.  

 Family Team Meetings were identified across multiple focus groups as an effective tool in 
providing a support system and providing solutions for families in the child welfare system. 

 Participants felt that the collaboration between the ICWA workgroup and Children’s Branch was 
effective in facilitating case planning. 

 Participants felt that the ICWA workgroup members demonstrated cultural sensitivity and 
awareness. 

 
Areas for Improvement 

 Numerous barriers exist that prevent clients from accessing services that are available to them. 

 Clients feel that social workers do not communicate effectively. 

 Clients feel that social workers could use more training on policies and procedures and more 
time to learn about their case. 

 Participants felt that the collaboration between the ICWA workgroup and Probation was not 
effective. 

 ICWA workgroup participants felt that more cultural awareness and sensitivity was needed 
among social workers, foster families, and service providers. 

 Clients feel overwhelmed by multiple changes in placement and multiple social workers. 
 
HHSA Outcomes, Planning, & Evaluation (OPE) Recommendations 

 Children’s Services staff should work to address communication issues between social workers 
and families. Communication issues that should be addressed include returning phone calls, 
informing biological parents and foster families of helpful resources, and notifying foster parents 
of important information related to the foster child and their biological family. 

 Children’s Services should consider identifying mentors to train new social workers in policies 
and to provide a sounding board for ongoing cases that the new social workers can discuss with 
more experienced social workers. 

 Children’s Services should consider providing more training opportunities that inform social 
workers about the resources that are available to their clients. 

 Children’s Services should consider creating a workgroup with the goal of decreasing barriers to 
accessing services. 

 The Health and Human Services Agency should work towards providing more co-location of 
services needed by biological parents, caregivers, and children who are clients of Children’s 
Branch in Anderson, Shasta Lake, and Burney. 

 A Juvenile Probation staff member should be recruited to participate in the ICWA workgroup. 
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Demographic Profile 

 

GENERAL COUNTY DEMOGRAPHICS 
  

1. Population stratified by age, ethnicity and language spoken  
General Population 
According to the California Department of Finance, Population Projections from January of 2013, both 
the California and Shasta County populations are projected to increase at a relatively stable rate over 
the next 10 years. The population of Shasta County in the year 2014 is projected to be 180,254.  This is a 
1.6% increase from the projected 2010 population of 177,472, while California’s population during the 
same time period has a projected increase of 3.1%.  Shasta County’s child population (0 to 17 years of 
age) is expected to decline 2.7% from 2010 to 2014, while the proportion of the population 0 to 17 years 
of age is expected to decline from 22.3% in 2010 to 21.4% in 2014.  California’s child population (0 to 17 
years of age) is also expected to decline, but at a rate of 1.2% during the same time period.  The 
children’s proportion of the whole Californian population is expected to decline from 24.8% in 2010 to 
23.8% in 2014. 

Age 
According to the State Department of Finance projections for Shasta County and California in 2014, the 
percentage of the population that make up the Under 5 Years age group is about the same for both 
California and Shasta County.  However, generally speaking, Shasta County’s population is older than 
that of California.  The 5-24 and 25-44 age groups are smaller in Shasta County when compared to 
California and the largest percent of the Shasta County population is found in the 45-64 year age group 
(28.3%) compared to the 25.3% that fall in California’s 45-64 year age group.  California’s greatest age 
group is the 5-24 year group at 27.7% of the population, followed closely by the 25-44 year group with 
27.6% of the population.  Only 12.7% of the population of California is over 65 years of age, whereas 
19.0% of Shasta County’s population falls into this age group. 
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Race/Ethnicity 
Shasta County is mostly White, with approximately 80% of the population identifying themselves with 
this race category.  The Hispanic population in Shasta County makes up the next largest racial/ethnic 
group with 10% of the population.  In California, 39% of the population is White and 39% is Hispanic. The 
state also has larger Asian and Black populations, but the proportion of American Indians is smaller 
when compared to the proportion residing in Shasta County. 
 

 

 
Language Spoken 
According to the American Community Survey (ACS) 5-year estimates, the primary language spoken in 
Shasta County residents ages 5 and up in their own homes is English only (91.8%) while only 8.2% speak 
another language at home (5.2% of respondents to the survey indicated they spoke Spanish at home).  
Shasta County is significantly different from the languages spoken in homes across California as only 
56.5% of individuals over the age of 5 throughout California speak English only and 43.5% speak a 
language other than English.  Of the 43.5% who speak another language, 28.6% speak Spanish. 
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2. Median income  
The median income of households in Shasta County, California was $44,396, 27.7% less than the median 
income of households throughout California ($61,400). Fifteen percent (15.4%) of households in Shasta 
County had income below $15,000 a year  compared to 10.7% in California while  5.9% had income over 
$150,000 or more compared to 13.8% in California.  Full-Time Year-Round Female workers in Shasta 
County made $0.82 per Male earner doller while Full-Time Year-Round Female workers in California 
made $0.84 per Male earned doller. 

 

3. Unemployment data  
The recent economic downturn has negatively affected both Shasta County and California.  After 
peaking in 2010 at 17.7% and 13.0% in Shasta County and California, respectively the unemployment 
rate seems to be headed back down.  The 2013 unemployment rate of 10.2% in Shasta County and 8.8% 
in California experienced a difference of 7.5% and 4.2% since the peak in 2010.  
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4. Homelessness data 

The City of Redding and Shasta County Homeless continuum of Care Council (COC) conducted a yearlong 
survey gathering information on clients from 13 organizations and agencies through the year.  Survey 
questions are answered by each household that is currently homeless or imminently at-risk of becoming 
homeless and are returned to People of Progress who coordinates the project and generates reports. A 
point-in-time survey was initiated in 2007 and replaced the Year-long survey in 2013. 
 
The 2012 Year-long survey counted 2,366 homeless individuals representing 1,648 homeless households 
and 1,161 individuals imminently at-risk of becoming homeless representing 590 at-risk households. 
 

 

The percent of homeless households with women as head of household or with children has been 
declining since 2007.  The rate of households with women has declined 17.3% since 2007 while the rate 
of homeless households with children has declined 51.9%. 
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The survey also looks at individuals imminently at-risk of becoming homeless.  The rates have fluctuated 
since the questions were first asked in 2010 and overall are on a decline with 14.0% fewer women and 
19.4% fewer children at imminent risk of becoming homeless. 
 

 

 
The 2013 One Day Point-in-Time Survey surveyed 673 individuals, representing 407 households, 
containing 195 children. 110 households were unsheltered staying on the streets, in a vehicle or 
camping and 28 children were in the families camping, in cars or on the street.  The remaining 
individuals surveyed were in shelters, housed in a transitional program or other facility or temporarily in 
a motel.  
 
Chronic homelessness is defined as an unaccompanied homeless individual with a disabling condition 
who has either been homeless continuously for a year or more or has had at least 4 episodes of 
homelessness in the past 3 years. 
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The surveys conducted by People of Progress and the Continuum of Care Council (COC) indicate the top 
reasons for becoming homeless as:  

1. job loss,  
2. loss of other income,  
3. relocation,  
4. roommate issues, 
5. substance abuse,  
6. release from jail or prison, 
7. medical or health problems, and 
8. eviction. 

 

5. List of the federally recognized active tribes in the county.  

Federally Recognized Tribes 

There are currently 2 tribes with mailing addresses located in Shasta County.  These include the Pit River 
Tribe and the Redding Rancheria.  Other federally recognized tribes in Northern California include: 

 Alturas Rancheria 
 Big Lagoon Rancheria 
 Blue Lake Rancheria 
 Cedarville Rancheria 
 Elk Valley Rancheria 
 Fort Bidwell Reservation 
 Hoopa Valley Tribal Council 
 Karuk Tribe 
 Quartz Valley Reservation 
 Resighini Rancheria 
 Bear River Band of the Rohnerville Rancheria 
 Smith River Rancheria 
 Susanville Indian Rancheria 
 Trinidad Rancheria 
 Wiyot Tribe 
 Yurok Tribe  
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CHILD MALTREATMENT INDICATORS 
  

1. Number and proportion of newborns with low-birth weight  

Shasta County had 128 low birth weight births in 2011 which accounted for 6.3% of all Shasta County 
resident births.  With the exception of 2005, Shasta County has had a lower percent of low birth weight 
births than the state in all years between 2000 and 2011. 

 

2. Number and proportion of children born to teen parents 

Children born to Teen Parents 
In 2012, there were 150 births to teens aged 15 to 19 years in Shasta County.  The fertility rate for this 
age group has been experiencing a fairly constant downward from 1990 to 2012, decreasing from 
around 68 births per 1,000 females age 15 to 19 years to a rate of 30 births per 1,000.  California’s 
fertility rate has tracked along the same trend decreasing from 69 births per 1,000 females age 15 to 19 
years in 1990 to just under 26 births per 1,000 females in 2012. 
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Shasta County and California both show relatively low rates of Teen Mothers, and Shasta County 
specifically has been experiencing a downward trend by decreasing 31.0% from a rate of 43.9 in 2001-03 
to 30.3 in 2010-12. Similarly, California has experienced a 31.6% decrease in the percent of all live births 
to teen mothers from a rate of 41.4 in 2001-03 to a rate of 28.3 in 2010-12.  
 
It is interesting to see the disparity in teen birth rate between Shasta County Whites and California 
Whites where the Shasta County Whites rate has been consistently more than twice as great as the 
California Whites since 2001-03. 
 

 

3. Family structure, i.e., number and proportion of single parent homes, grandparent homes partial 

All Families 
According to the 5-year estimates from the ACS, there are an average of 12,466,331 households in 
California with 68.6% considered families and 33.2% having children under the age of 18.  Similarly, in 
Shasta County, there are an average of 68,880 households with 66.5% considered families and 26.2% of 
households living with their own children (under 18). 
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Shasta County and California have similar family household types overall with nearly three-quarters 
(74.3%) of all families in Shasta County considered a married-couple, a slightly greater percentage than 
the 71.9% in California. 

 

 
But narrowing down to households living with their own children under the age of 18 shows a slightly 
different picture.  70.0% of all California families living with their own children under 18 are married 
couples, while only 63.7% are married couples in Shasta County. Only 21.8% of these family types in 
California are headed by a female householder only while this type accounts for 25.6% of all families 
living with their own children under 18 in Shasta County. 
 

 

In Shasta County, there are approximately 3,756 grandparents living with their own grandchildren 
(under 18). Fifty-two (52.5%) percent are responsible for these grandchildren.  Whereas 1,080,232 
grandparents live with their grandchildren (under 18) throughout California, but only 28.1% are 
responsible for their grandchildren.   
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In Shasta County, 50.3% of grandparents responsible for their grandchildren have had this responsibility 
for more than 5 years; this rate is greater than the 38.1% of all California grandparents. An inverse trend 
is noticed in the responsibility of less than 1 year where 20.9% of California grandparents and 11.3% of 
Shasta County grandparents have been responsible for their own grandchildren for less than 1 year. 

 

4. Housing costs and availability 

Average Housing Costs 
The median monthly housing costs for mortgaged owners was $1,620 – 30.1% less than California 
($2,338), non-mortgaged owners $417 – 12.2% less than California ($475), and renters $916 – 24.2% less 
than California ($1,209).  
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Housing burden 

According to HUD, housing is considered affordable if a household spends no more than 30% of its 
income on housing.  In 2008-2012, 48.6% of owners with mortgages, 15.3% of owners without 
mortgages, and 60.9% of renters in Shasta County, were under a housing burden and spent 30% or more 
of household income on housing. 
 
The percent of occupants with housing burden are similar between Shasta County and California, but 
Shasta County renters, specifically, face a greater housing burden than California renters (Shasta: 60.9% 
to CA: 56.5%). 
 

 

 
Across 2009-2012, the median rent paid in Shasta County was $916 per month and the median 
mortgage paid was $1,620 per month. According to the California Association of Realtors, the median 
sales price of existing single-family homes in April 2014 was $202,270. 

 

Based on the following table, extremely low, very-low and low-income households regardless of 
household size cannot afford the median sales price in any area of the County.  Moderate-income 
families with 3 or more persons would be able to afford the median sales price for housing.  The 
majority of Shasta County renters face a housing burden, but with the median sales price out of reach, 
few renters are able to purchase a home. 
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Housing unit types 
Mobile homes make up 11.3% of the housing units of Shasta County and only 3.8% of the units in 
California. However, 72.6% of the housing units of Shasta County are considered single-unit Structures.  
Only 65.2% of California units fall into this category. 
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5. 2-1-1 calls: monthly averages by assistance requests (as applicable)  

In FY2013-14, the Shasta County 2-1-1 line received an average of 173 calls per month. Each call waited 
an average of one minute, 13 seconds before being answered and took approximately five and half 
minutes to cover.  Female (69.3%) were more likely than males (29.6%) to use the 2-1-1 service and 
1.1% of callers chose not to identify a gender.  Of all requests for assistance, the majority of requests 
were regarding housing and utilities with 33.9%, or an average of 71 requests per month. The second 
most common request was for food and meals with 15.7% of all requests, or an average of 33 requests 
per month. 

 

6. Substance abuse data 

Drug and Alcohol Abuse 
Data specific to the number of drug and alcohol abusers can be difficult to locate.  Using outcomes that 
have resulted from drugs and alcohol can help depict the problem within a community.  In Shasta 
County, the rate of arrests for felony drug-related offenses was 489 arrests per 100,000 population age 
10 to 69 years in 2012, the most current data available.  The rate for California during the same year was 
407 arrests per 100,000 population age 10 to 69 years. 
 
There is a larger rate difference in arrests for misdemeanor DUI offenses.  Shasta County had 784 arrests 
per 100,000 population age 10 to 69 years in 2012 while California only had 573 arrests per 100,000 
population age 10 to 69 years.  Both rates have a declining trend over the last 5 years. 
 
From 2000 to 2011, the rate of unintentional Drug & Alcohol poisoning hospitalizations in Shasta County 
has fluctuated between a high of 110 and a low of 54 per 100,000 population.  Since the highest rate in 
2008 of 110, the rate of hospitalizations has dropped 17% to a rate of 90 in 2011. During the same time 
period, the state of California has shown a very slow increase, continuing from 2000 rising from 25 to 34 
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per 100,000 population.  Even so, California’s rate has been less than half the rate of Shasta County in 
every year between 2000 and 2011. 
 
The drug-induced death rate has been rising in both Shasta County and in the state of California.  The 3-
year average from 1999-01 showed Shasta County had a drug-induced death rate of 16.4 deaths per 
100,000 population and California had a rate of 8.6 deaths per 100,000 population.  By 2010-12, Shasta 
County’s rate grew to almost triple California’s rate, 28.4 and 10.8 respectively. 
 

 

 

Perinatal substance Abuse data 
From 2001-2011, 110 to 173 unique pregnant clients of the ages 15-44 years were discharged from the 
hospitals in Shasta County with a Substance Abuse diagnosis code. This count remained steady, even 
decreasing from 2001-2009, but has increased in 2010 & 2011. 

 

Most of these clients fell in the 20-24 or 25-29 age groups, consistent with the expected age ranges of 
pregnant women. 
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Although Shasta County’s population is predominantly comprised of the White race/ethnicity group, 
white pregnant clients admitted with a substance abuse had a very low incidence rate when compared 
to the other race/ethnicity categories. The greatest stable rate was seen in the Native 
American/Eskimo/Aleut category where 1,262.1 clients per 100,000 population were admitted with a 
substance abuse diagnosis code.  This is more than twice the 519.2 rate for whites. 

 

 

Most of the clients with a substance abuse diagnosis code entered the hospital on the basis of an ICD-9 
Code in the 648 category “Other current conditions complicating pregnancy childbirth or the 
puerperium” (22.2% of all primary diagnoses).   
 
This category includes codes like 648.4 “Mental disorders complicating pregnancy childbirth or the 
puerperium” (accounting for 13.9% of all primary diagnoses) and 654.2 “Previous cesarean delivery 
complicating pregnancy childbirth or the puerperium” (4.5% of all primary diagnoses). 
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Of the substance abuse diagnosis codes, the most common abuse (56.8%) was regarding 
“Nondependent cannabis abuse.” The second most common was “Nondependent amphetamine or 
related acting sympathomimetic abuse,” accounting for 21.5% of the substance abuse diagnosis codes. 

 

Perinatal Treatment Program Counts & Rates 
Admissions into the perinatal program had fluctuated around 11 admissions per month, but at the 
beginning of FY2011-12, admissions dropped to an average of 9 per month or 110 admissions per year. 
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The majority of referrals to the perinatal program come from Child Protective Services with the second 
most common source being the individual.  

 

From FY2010-11 to present, about one-third of all intakes into the Perinatal program each year were 
reopens.  

 

Women leave the program for many reasons, but the percent of discharges with a Completed 
Treatment code has fluctuated greatly over the years, but has been below 12% for the last two fiscal 
years. The highest rate of discharges with Completed Treatment occurred during FY2006-07 and FY2007-
08 with an average of 29% and 25% of discharges completed, respectively. 
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Traditionally, parental status does not affect the completion of treatment, either positively or negatively 
as can be seen by the following chart of parents vs. non-parents completing treatment throughout all of 
the Shasta County Alcohol & Drug Program providers to Medi-Cal recipients. 

 

7. Child fatalities and near fatalities 

Over the past 5 years, six fatalities and five near fatalities required reporting from Shasta County to the 
state.  Male children were at greater risk than female children with 60% of Near Fatalities and 66.7% of 
Fatalities being of male gender (Female: 40% Near Fatalities; 33.3% Fatalities).   
 
The ages of the children who died ranged from 2 weeks to 11 years old, while the ages of the children 
who nearly died ranged from 3 to 8 years. 
 
Most of the Near Fatalities were due to neglect (60.0%, 3 incidents), the remaining 40% (2) were due to 
Physical Abuse.  Of the Fatalities, 50.0% (3) were due to Physical Abuse while 33.3% (2) were due to 
Neglect and 16.7% (1) due to Substance Abuse.  
 

 

 
The age-adjusted mortality rates for Shasta County Children are relatively the same for children ages 1-4 
and 5-14. However, the mortality rate for infants (less than 1 year) in Shasta County has been 37% 
greater on average than California for the last two years. In 2010-2012, the Shasta County rate was 
about 9 deaths per 100,000 infants, compared to about 6 deaths per 100,000 infants in California. 
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8. Children with disabilities (as applicable) 

In Shasta County, California, among the civilian non-institutionalized population in 2008-2012, 17.7% 
reported a disability compared to 10.0% throughout California. The likelihood of having a disability 
varied by age - from 4.4% of people under 18 years old, to 16.2% of people 18 to 64 years old, and to 
41.1% of those 65 and over. Generally speaking, the percent of each population and age group that is 
disabled is greater in Shasta County when compared to California. It is particularly noticeable in the 18 
to 64 year category where the rate for Shasta County (16.2%) is more than double that of California 
(8.0%). 
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In the 2012-2013 school year, 2,869 students were enrolled in Special Education classes in Shasta 
County, a rate of 106 per 1,000 students. This rate is lower than the 2002-2003 Special Education 
enrollment rate of 109, showing a 2.8% decline during this time period.  In contrast, California’s Special 
Education Enrollment rate for the 2012-2013 school year of 112 showed a 3.2% increase over the rate of 
108 in 2002-2003. 
 

 

9. Rates of law enforcement calls for domestic violence (as applicable)  

Domestic Violence 

The rate of domestic violence calls for assistance in Shasta County has been unsteady from 2002 to 2012 
but has remained well above the state rate in every year.  The rate per 1,000 population in Shasta 
County in 2012 was 6.  California’s rate of domestic violence calls for assistance has been declining from 

2002 to 2012 with a 2012 rate of 4 calls per 1,000 population. 
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10. Rates of emergency room visits for child victims of avoidable injuries (as applicable)  

Rates of Emergency Room visits for child victims are classified by Self-Infliction, Unintentional injury and 
Assault/Homicide.  The latter classification is broken down by the following chart.  The most common 
avoidable injury for children ages 0-19 in Shasta County is Fight, Unarmed (61.2%), this is similar to the 
most common avoidable injury in California, but California’s rate is lower (51.1%). 
 
Of all Assault/Homicide related injuries, Abuse and Neglect accounted for only 3.7% of all injuries of this 
intentionality in Shasta County and 5.3% in California.  

 

 
Very few children (ages 0-19) are seen in the Emergency Room due to Abuse or Neglect in Shasta 
County. Only an average of 5 kids were seen each year from 2006-2012 with an ICD code in this 
category. In the past, female children were more commonly seen in the ER, but that is no longer a trend. 

 

In 2009 Shasta County had 10 Child ER Visits, comparatively, in 2012, Shasta County had only 5. With 
such small counts, great caution should be observed before making any conclusions regarding this data. 
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In Shasta County, the most ER visits due to Abuse or Neglect occurred in 2009 with 4 visits of 10-14 year 
olds specifically and a combined total of 10 ER visits that year (no ER Visits in the Abuse or Neglect 
category were observed in 2008). 

 

Comparatively speaking, California has an obvious ratio between ages with 15-19 year-old children 
brought into the ER more often for Abuse or Neglect than any other age group. 

 

Childhood Abuse/Neglect ER visits when standardized by the child population of Shasta County, 
separated by gender and averaged over a three-year rolling period can provide clarity to the Child 
Abuse/Neglect issue in Shasta County. 
 
Since 2006-08, Shasta County’s male rate has nearly tripled and is more than twice that of California. In 
Shasta County and California, the rates for Female abuse have fluctuated, but are declining in Shasta and 
increasing in California. 

  

2006 2007 2008 2009 2010 2011 2012

< 1 0.0% 0.0% 0% 10.0% 0.0% 0.0% 0.0%

1-4 0.0% 25.0% 0% 20.0% 0.0% 0.0% 20.0%

5-9 40.0% 25.0% 0% 20.0% 25.0% 0.0% 20.0%

10-14 0.0% 25.0% 0% 40.0% 25.0% 33.3% 20.0%

15-19 60.0% 25.0% 0% 10.0% 50.0% 66.7% 40.0%

Total 5 8 0 10 4 3 5

Shasta County Visits to the ER due to Abuse or Neglect

by Age Group, Children Age 0-19

Source: EpiCenter CDPH 2006-2012

2006 2007 2008 2009 2010 2011 2012

< 1 4.9% 3.8% 3.8% 4.5% 4.0% 4.0% 3.6%

1-4 15.1% 15.7% 14.1% 13.7% 14.6% 12.5% 16.4%

5-9 15.2% 14.9% 13.8% 12.3% 13.5% 14.7% 15.5%

10-14 19.5% 19.2% 17.4% 18.0% 18.6% 19.1% 20.2%

15-19 45.3% 46.4% 50.8% 51.5% 49.3% 49.7% 44.4%

Total 1,092 1,104 1,027 1,177 1,137 1,155 1,190

California Visits to the ER due to Abuse or Neglect

by Age Group, Children Age 0-19

Source: EpiCenter CDPH 2006-2012
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Other Demographic Indicators 

1. Additional educational demographic data 

Education & School Data 
Shasta County’s school enrollment in the 2012-2013 school year was 27,176.  This is a 10.1% decline in 
enrollment from 30,234 in 2002-2003, while California experienced a minimal decline of 0.3% in school 
enrollment over the same time period.   
 

 

 
However, since the proportion of the children’s population in both Shasta County and California has 
experienced decline, the actual enrollment per enrollment-age-eligible child has increased 5.8% in 
Shasta County from 827 to a rate of 875 per 1,000 children and 4.3% in California from a rate of 825 to 
860 per 1,000 children since 2002-2003. 
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The California Department of Education reports that there were 248 high school dropouts in Shasta 
County in the 2011-2012 school year.  The high school dropout rate1 in Shasta County was less than 
California’s, 10.8% and 16.0% respectively in the 2011-2012 school year. 
 

 

 
The number of students enrolled in a subsidized school lunch program has been steadily increasing in 
Shasta County from 13,407 in 2001-2002 to 14,898 in 2011-2012, a 24.9% rate increase of 439 and 548 
per 1,000 students, respectively. Similarly, the subsidized school lunch programs in California 
experienced a steady, though smaller, rate increase of 17.9% from 473 to 558 per 1,000 students during 
the same time period. 
 

 

Shasta County had 760 students enrolled in an English Learners program during the 2012-2013 school 
year.  The enrollment in this program has remained fairly constant over the last 8 years with a rate of 28 
per 1,000 students in 2012-2013.  Although California has a much greater rate of students enrolled in 

                                                           
1 Adjusted Grade 9-12 4-Year Derived Dropout Rate.  The 4-year derived dropout rate is an estimate of 
the percent of students who would drop out in a four year period based on data collected for a single 
year. 
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the program, 216 per 1,000 students in 2012-2013, California’s enrollment rate has dropped 15.6% since 
the 2002-2003 rate of 256. 
 

 

Immunizations 
Shasta County’s child immunization rate for Kindergarteners was 81.3% in 2012.  This is approximately a 
7% drop from 2002 when the rate was just under 88.4%.  The state of California child immunization rate 
for Kindergarteners was 90.3% and has remained consistently between 90% and 93% since 2002. 
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For children in child care between the ages of 2 years and 4 years 11 months, the Shasta County 
immunization rate increased 0.9% from 85.7% in 2011 to 86.5% in 2012. This was the first 
stabilization/increase in the immunization rate since the 2005 drop, when only 79.6% of children in 
Shasta County were receiving the proper immunizations.  While higher, California’s rate was 89.2% in 
2012 the result of a slow, but steady decline starting in 2005.  This rate also appears to be stabilizing. 
 

2. Additional birth data 

Prenatal Care 
Late or no prenatal care can contribute to many labor and delivery issues which can greatly affect the 
health of both mother and child.  In 2001, Shasta County had a lower rate of live births with late or no 
prenatal care than California, but this has since changed.  California has remained relatively steady 
around 3% from 2001-2010. However, the percent of births with late or no prenatal care in Shasta 
County has more than doubled from 2.2% in 2001 to 5.2% in 2010. 
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3. Poverty 

Families in Poverty 
According to the 2009-2011 U.S. Census Bureau American Community Survey (ACS), 5,650 families were 
below the poverty level in Shasta County.  This is approximately 12.4% of all families in Shasta County 
which is a decrease from the 2007-2009 ACS estimate of 13.4%.  California had approximately 10.0% of 
its families below the poverty level in the 2007-2009 ACS and increased to 11.6% in the 2009-2011 ACS. 
 
The graph below displays the poverty data broken down further by family structure and age groupings. 
 

 

 

 

CalWORKs 
As of July 2013, there were 2,998 Shasta County families receiving public assistance from the CalWORKs 
program.  The number of families on CalWORKs fluctuates from month to month in Shasta County, but 
appears to be slightly decreasing in the last 18 to 21 months. In 2012, the most current year available 
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from the census, about 6.9% of Shasta County families and 6.6% of California families were enrolled in 
CalWORKs.  
 
4. Access to medical care 

Health Insurance 
In 2011, the U.S. Census Bureau estimated that 18.1% of Shasta County residents less than 65 years of 
age were without health insurance.  It was also estimated that 7.7% of children age 0 to 18 years in 
Shasta County were without health insurance.  The percent of the population in California without 
health insurance who are under 65 years of age is estimated at 20.2% and 8.6% for children 0 to 18 
years of age, both of which are higher than Shasta County. 
 
Demographics Summary 
Shasta County’s population has grown 4.1% from 2003 to 2013.  This population growth occurred in the 
adult population resulting in a decline in the proportion of children age 0 to 18 within Shasta County.  
Even so, the enrollment rate of age-eligible children in Shasta County has increased 5.8% during this 
time, whereas California’s enrollment rate has increased at a slightly slower rate of 4.3%. Shasta 
County’s subsidized school lunch program is following the same enrollment rate trends, increasing by 
24.9% over the past 10 years (2001-2002 to 2011-2012). Shasta County’s Special Education Program 
enrollment rate has experienced a slight decline of 2.8% over the past 10 years (2002-2003 to 2012-
2013).  Conversely, California’s Special Education Program enrollment rate has increased 3.2% in the 
same time period.   
 
In the last few years, Shasta County’s population experiencing economic hardships has finally begun 
decreasing from the highs in 2010.  The proportion of families below the poverty level in Shasta County 
has decreased from a 2007-2009 American Community Survey (ACS) estimate of 13.4% to an estimate of 
12.4% in the 2009-2011 ACS.  Shasta County’s unemployment rate of 16.0% in 2010 has since declined 
2.6% to an unemployment rate of 13.4% in 2012, consistently higher than the CA unemployment rate. 
 

CHILD WELFARE AND PROBATION POPULATION 
  

Referral Rate (Child Welfare only) 
Allegation Rates for a given year are computed by dividing the unduplicated count of children with a 
child maltreatment allegation by the child population and then multiplying by 1,000. 
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Substantiation Rates (Child Welfare only) 
Substantiation Rates for a given year are computed by dividing the unduplicated count of children with 
child maltreatment substantiation by the child population and then multiplying by 1,000. 

 
Entry Rate (Child Welfare only) 
Entry Rates for a given year are computed by dividing the unduplicated count of children entering foster 
care by the child population and then multiplying by 1,000. 

  
 
Shasta County has consistently had higher referral rates in every age group when compared to California 
over the past five years.  Comparison with the 2010 CSA shows a continued long term trend of Shasta 
County exhibiting proportionally high referral rates.  Shasta County experienced a significant increase in 
referral rates for children under 1 from 2008 through 2011.  Since 2012 it appears that referral rates for 
that age group have begun to decrease marginally, however Shasta County still maintains 
proportionately high referral rates.  High referral rates generally exhibit indicators that are not primarily 
influenced by practices within Child Welfare.  Although referral protocol and awareness can be a 
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responsibility of the Child Welfare agency, county wide demographic characteristics (such as substance 
abuse, poverty rates, income, unemployment, etc.) are more likely to be attributed as drivers of 
increased referral rates.   
 
Substantiation rates by age for Shasta County reflect the proportions represented by allegations.  This 
infers that not only does Shasta County receive a proportionality high number of referrals, but that 
those high referral numbers are not a product of over awareness of child protection agencies or 
hypersensitivity to potential child abuse.  Instead, high allegations within Shasta County are verified by 
substantiations to be a justifiable disproportion (relative to state averages) of child abuse occurring 
within Shasta County.  Review and comparison of the 2010 County Self-Assessment shows relatively 
high substantiation rates to be a long term trend.  Referral rates have remained above the state average 
for approximately 15 years.   
 
Shasta County entry rates into foster care correspond with the trends represented in allegation and 
substantiation rates.  Shasta County has consistently experienced higher entry rates than the state for 
the past five years.  
 
Allegations, Substantiations, Entries – by age 

Age 
Group 

Total Child 
Population 

Children 
with 
Allegations 

Incidence 
per 1,000 
Children 

Children with 
Substantiations 

Incidence 
per 1,000 
Children 

% of 
Allegations 

Children 
with 
Entries 

Incidence 
per 1,000 
Children 

% of 
Substantiations 

Under 
1  

2,136  326  152.6  138  64.6  42.3  88  41.2  63.8  

1-2  4,214  390  92.5  72  17.1  18.5  27  6.4  37.5  

3-5  6,166  650  105.4  135  21.9  20.8  57  9.2  42.2  

6-10  10,603  938  88.5  155  14.6  16.5  68  6.4  43.9  

11-15  11,074  738  66.6  94  8.5  12.7  30  2.7  31.9  

16-17  4,552  249  54.7  34  7.5  13.7  12  2.6  35.3  

Total  38,745  3,291  84.9  628  16.2  19.1  282  7.3  44.9  
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Shasta County’s child population has been decreasing.  From 2008 to 2012 Shasta’s child population 
decreased by 6.1% as compared to the California average decrease in child population of 
3.7%.  Although child population has been decreasing Shasta’s Allegation rate increased 21% from 2008 
to 2012 as compared to the California average increase of 4.1%.  For 2012 Shasta’s Allegation rate at 
92.1 was 1.7 times greater than the California average of 53.1.  Shasta’s Substantiation rate for 2012 at 
19 was 2 times higher than the California average of 9.3 and Shasta’s Entry rate at 9 was 2.6 times  
greater than the California average of 3.4.  Shasta’s Allegation, Substantiation, and Entry rates have 
consistently tracked significantly higher than the California average.  After a peak Allegation rate of 92.1 
in 2012 we decreased to 85.0 for 2013.  Coincidently the Substantiation rate for 2013 at 16.3 was the 
lowest since the 2002 value of 14.9 and similarly the 2013 Entry rate at 7.3 was the lowest since 2004. 
 

 
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) 

Between 2012 and 2013 we experienced a 9.5% decrease in Referral rates, a 14.5% decrease in 
Substantiation rates, and a 23.3% decrease in Entry rates.  This proportionately higher decrease in Entry 
rates relative to Substantiation rates indicates additional factors producing an additive effect in the 
data.   Other factors during the time period included our work to implement practice changes such as 
utilizing Safety Organized Practice in early Family Team Meeting to engage the family and their support 
network of friends and family in the development of a community plan to safely maintain the children in 
their homes.  Although we are making progress, Shasta Entry rates are still more than 2 times higher 
than the California average.   
 
The recent lowered incidence of child abuse and neglect may be attributable to Shasta County 
community participation in an expanded prevention initiative called the Strengthening Families 
Community Collaborative focused on the prevention of adverse childhood experiences. This evidence 
informed community based prevention activity is working to increase community awareness of and 
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engagement in preventing adverse childhood experiences and increasing protective factors among 
Shasta County families.  
 
Shasta County has a high number of adverse childhood experiences for many reasons including poverty, 
drug use, lack of employment opportunities and access to health care. Strengthening Families, as a 
framework for building community based activities, focuses on building five protective factors that help 
parents to have the resources they need to parent effectively even when under stress. Research has 
shown that these protective factors are linked to a lower incidence of child abuse and neglect. 

 
STAKEHOLDER SURVEY 

Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 
Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 

 

In Care Rate (Child Welfare only) 
In Care Rates for a given year are computed by dividing the Point In Time count of children in child 
welfare supervised foster care by the child population and then multiplying by 1,000. 
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Although the above discussed initiatives and practice expansion/enhancements are moving our Referral, 
Substantiation, and Entry rates in a beneficial direction especially in the recent one to two year terms, 
the increase we note in our In Care rate is disconcerting at a 5-year percent change of +6.8% and a 1-
year (2012-2013) percent change of +14.9%.   
 

 
 

 
While our Entries were on average level, our Exits began a steady downward trend since late 2008 
creating an In Care increase.   
 
 

 
 
 
Despite the recent decreasing trends of our Referral rates, Substantiation rates, and Entry rates, Shasta’s 
In Care rate has risen in the last few years and is now more than 2.6 times the California average.  The 
increase during this time period of our In Care rates may be partially attributable to a successful practice 
shift of increasing relative placements overall.  Increasing relative placements, although beneficial and 
preferential did not always coincide with concurrent planning to ensure the relative placements could 
transition into adoptive placement.  This led to a backlogging of Permanent Placement cases that were 
not moving efficiently through to permanency.   Some of these Permanent Placement cases were long 
time stable relative placements that desired to move to adoption however could not meet the adoption 
requirements.   For these, alternatives such as guardianship are now being promoted. 
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Child Welfare and Probation Placement Population 
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Jul 2014 

 
Children with one or more Allegations - Shasta – Child Welfare by age 

 

Age 
Group 

Interval 

APR2007-
MAR2008 

APR2008-
MAR2009 

APR2009-
MAR2010 

APR2010-
MAR2011 

APR2011-
MAR2012 

APR2012-
MAR2013 

APR2013-
MAR2014 

n n n n n n n 

Under 
1 

290  276  313  323  346  344  322  

1-2 391  416  426  443  456  442  407  

3-5 570  574  640  657  672  720  639  

6-10 841  794  909  928  920  907  926  

11-15 761  775  840  772  837  751  769  

16-17 236  301  306  271  270  257  258  

Total 3,089  3,136  3,434  3,394  3,501  3,421  3,321  
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Children with one or more Allegations - Shasta – Child Welfare by ethnicity 
 

Ethnic 
Group 

Interval 

APR2007-
MAR2008 

APR2008-
MAR2009 

APR2009-
MAR2010 

APR2010-
MAR2011 

APR2011-
MAR2012 

APR2012-
MAR2013 

APR2013-
MAR2014 

n n n n n n n 

Black 107  88  133  96  91  109  104  

White 2,436  2,436  2,635  2,420  2,404  2,304  1,933  

Latino 296  270  351  329  302  269  232  

Asian/PI 39  62  59  50  45  51  46  

Nat 
Amer 

133  145  155  149  160  155  134  

Missing 78  135  101  350  499  533  872  

Total 3,089  3,136  3,434  3,394  3,501  3,421  3,321  
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Children with Substantiations - Shasta – Child Welfare - by age 

 

Age 
Group 

Interval 

JAN2008-
DEC2008 

JAN2009-
DEC2009 

JAN2010-
DEC2010 

JAN2011-
DEC2011 

JAN2012-
DEC2012 

JAN2013-
DEC2013 

n n n n n n 

Under 1 111  122  126  124  115  138  

1-2 151  126  143  148  107  72  

3-5 153  139  130  177  160  135  

6-10 208  209  198  206  185  155  

11-15 171  182  118  156  146  94  

16-17 46  67  42  47  29  34  

Total 840  845  757  858  742  628  
 

 
 

 

 

 
 
 
 



 

 
102 

C
a

li
fo

rn
ia

 -
 C

h
il
d

 a
n

d
 F

a
m

il
y 

S
e

rv
ic

e
s
 R

e
v
ie

w
  

 

 

Children with Substantiations - Shasta – Child Welfare - by ethnicity 

Ethnic 
Group 

Interval 

JAN2008-
DEC2008 

JAN2009-
DEC2009 

JAN2010-
DEC2010 

JAN2011-
DEC2011 

JAN2012-
DEC2012 

JAN2013-
DEC2013 

n n n n n n 

Black 39  39  29  26  20  15  

White 651  629  547  616  539  410  

Latino 94  100  96  98  87  68  

Asian/P.I. 13  17  13  7  11  12  

Nat Amer 32  35  39  48  39  43  

Multi-Race 0  0  0  0  0  0  

Missing 11  25  33  63  46  80  

Total 840  845  757  858  742  628  
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Number of Children with Allegations by type - Shasta – Child Welfare: 

 

Allegation Type 

Interval 

APR2007-
MAR2008 

APR2008-
MAR2009 

APR2009-
MAR2010 

APR2010-
MAR2011 

APR2011-
MAR2012 

APR2012-
MAR2013 

APR2013-
MAR2014 

n n n n n n n 

Sexual Abuse 277 297 342 256 262 254 268 

Physical Abuse 228 378 353 313 291 318 404 

Severe Neglect 118 100 47 21 26 68 44 

General Neglect 730 1,751 1,967 2,214 2,337 2,289 2,068 

Exploitation . 2 3 3 2 5 . 

Emotional Abuse 151 433 543 463 440 398 480 

Caretaker 
Absence/Incapacity 

109 95 68 53 66 52 27 

At Risk, Sibling 
Abused 

26 49 90 71 77 37 30 

Substantial Risk 1,450 31 21 . . . . 

Missing . . . . . . . 

Total 3,089 3,136 3,434 3,394 3,501 3,421 3,321 
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The following graph and chart contain graphical representation of these items (within the Child Welfare 
population): 
 

 Substance Abuse, as applicable – Number of Cases that include an intervention reason of 
“Parental Drug use” or “Parental Alcohol use”. 

 Domestic Violence, as applicable – Number of cases that include an intervention reason of 
“Emotional abuse” (a case intervention reason of “emotional abuse” is the primary indicator of 
domestic violence in CWS for Shasta county, as reported by Intake Supervisor Cindy Lane). 

 Mental Health, as applicable – Number of cases that include an intervention reason of “Parental 
Mental Health Issue”. 
 

NOTE:  Increases in of each component in the past five years may be largely attributed to the 
“intervention reason” field being utilized more over time.  Intake supervisors indicated that it is highly 
likely that social workers were not utilizing the fields five years ago as frequently as they may have done 
in the last year.  Also, cases could contain multiple intervention reasons, and the quantities represented 
in this graph and chart should not be used to represent total caseloads for Shasta County child welfare. 
 

Case Intervention 
Reason 

Point in Time 

1-Apr-08 1-Apr-09 1-Apr-10 1-Apr-11 1-Apr-12 1-Apr-13 1-Apr-14 

n n n n n n n 

Substance Abuse     44 206 294 353 386 

Domestic Violence 19 55 66 86 90 91 127 

Parent Mental Health 
Issues 

    23 101 167 205 232 

Total 19 55 133 393 551 649 745 
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Number of children with first entries - Shasta – Child Welfare by age 

 

Age 
Group 

Interval 

APR2007-
MAR2008 

APR2008-
MAR2009 

APR2009-
MAR2010 

APR2010-
MAR2011 

APR2011-
MAR2012 

APR2012-
MAR2013 

APR2013-
MAR2014 

n n n n n n n 

<1 mo 39  24  34  42  40  54  56  

1-11 
mo 

26  36  32  26  31  27  30  

1-2 yr 39  75  30  46  48  42  31  

3-5 yr 52  50  56  43  63  59  45  

6-10 
yr 

52  65  43  68  51  61  40  

11-15 
yr 

56  70  45  29  37  32  20  

16-17 
yr 

12  20  17  12  9  12  5  

18-20 
yr 

.  .  .  .  .  .  .  

Total 276  340  257  266  279  287  227  
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Number of children with first entries - Shasta – Child Welfare - by ethnicity 
 

Ethnic 
Group 

Interval 

APR2007-
MAR2008 

APR2008-
MAR2009 

APR2009-
MAR2010 

APR2010-
MAR2011 

APR2011-
MAR2012 

APR2012-
MAR2013 

APR2013-
MAR2014 

n n n n n n n 

Black 14  16  17  8  12  8  7  

White 193  256  188  195  209  205  158  

Latino 44  49  35  47  36  56  48  

Asian/P.I. 10  8  8  3  2  3  .  

Nat Amer 15  11  9  11  20  14  14  

Missing .  .  .  2  .  1  .  

Total 276  340  257  266  279  287  227  
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Number of children with subsequent entries - Shasta – Child Welfare by age 

 

Age 
Group 

Interval 

JAN2008-
DEC2008 

JAN2009-
DEC2009 

JAN2010-
DEC2010 

JAN2011-
DEC2011 

JAN2012-
DEC2012 

JAN2013-
DEC2013 

n n n n n n 

Under 1 0  2  0  0  0  1  

1-2 7  5  8  7  4  3  

3-5 18  8  14  13  8  6  

6-10 26  13  12  12  14  19  

11-15 18  19  14  14  15  13  

16-17 3  6  3  4  8  4  

Total 72  53  51  50  49  46  
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Number of children with subsequent entries - Shasta – Child Welfare by ethnicity 
 

Ethnic 
Group 

Interval 

JAN2008-
DEC2008 

JAN2009-
DEC2009 

JAN2010-
DEC2010 

JAN2011-
DEC2011 

JAN2012-
DEC2012 

JAN2013-
DEC2013 

n n n n n n 

Black 4  4  4  8  2  0  

White 49  30  33  27  33  39  

Latino 10  16  7  9  9  2  

Asian/P.I. 0  1  0  1  0  0  

Nat Amer 9  2  7  5  5  5  

Multi-Race 0  0  0  0  0  0  

Missing .  .  .  .  .  .  

Total 72  53  51  50  49  46  
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Number of children with subsequent entries – Shasta -  Probation by age 

Age 
Group 

Interval 

APR2007-
MAR2008 

APR2008-
MAR2009 

APR2009-
MAR2010 

APR2010-
MAR2011 

APR2011-
MAR2012 

APR2012-
MAR2013 

APR2013-
MAR2014 

n n n n n n n 

<1 mo .  .  .  .  .  .  .  

1-11 
mo 

.  .  .  .  .  .  .  

1-2 yr .  .  .  .  .  .  .  

3-5 yr .  .  .  .  .  .  .  

6-10 yr .  .  .  .  .  .  .  

11-15 
yr 

1  4  2  3  4  4  3  

16-17 
yr 

3  4  2  5  6  6  3  

18-20 
yr 

.  .  .  .  .  1  2  

Total 4  8  4  8  10  11  8  
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Number of children with subsequent entries – Shasta - Probation by ethnicity 
 

Ethnic 
Group 

Interval 

APR2007-
MAR2008 

APR2008-
MAR2009 

APR2009-
MAR2010 

APR2010-
MAR2011 

APR2011-
MAR2012 

APR2012-
MAR2013 

APR2013-
MAR2014 

n n n n n n n 

Black 1  .  .  .  1  1  .  

White 2  5  4  6  7  9  7  

Latino 1  3  .  1  2  1  .  

Asian/P.I. .  .  .  .  .  .  .  

Nat Amer .  .  .  1  .  .  1  

Missing .  .  .  .  .  .  .  

Total 4  8  4  8  10  11  8  
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Number of Children in Care - Shasta – Child Welfare by age 

 

Age 
Group 

Point In Time 

Apr 1, 
2008 

Apr 1, 
2009 

Apr 1, 
2010 

Apr 1, 
2011 

Apr 1, 
2012 

Apr 1, 
2013 

Apr 1, 
2014 

n n n n n n n 

Under 1 38  36  44  47  44  57  57  

1-2 94  110  81  76  96  98  108  

3-5 96  114  116  96  115  120  120  

6-10 138  146  115  123  128  163  167  

11-15 166  150  117  106  92  103  110  

16-17 77  76  60  44  47  45  38  

18-20 16  13  15  11  15  29  38  

Missing .  .  .  .  .  .  .  

Total 625  645  548  503  537  615  638  
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Number of Children in Care - Shasta – Child Welfare by Ethnicity 
 

Ethnic 
Group 

Point In Time 

Apr 1, 
2008 

Apr 1, 
2009 

Apr 1, 
2010 

Apr 1, 
2011 

Apr 1, 
2012 

Apr 1, 
2013 

Apr 1, 
2014 

n n n n n n n 

Black 25  35  32  17  19  23  24  

White 461  460  384  353  365  425  438  

Latino 102  105  99  101  111  125  126  

Asian/P.I. 8  10  3  2  3  5  3  

Nat Amer 29  35  30  30  39  37  47  

Missing .  .  .  .  .  .  .  

Total 625  645  548  503  537  615  638  
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Number of Children in Care - Shasta Probation by age 

Age Group 

Point In Time 

Apr 1, 2008 Apr 1, 2009 Apr 1, 2010 Apr 1, 2011 Apr 1, 2012 Apr 1, 2013 Apr 1, 2014 

n n n n n n n 

Under 1 .  .  .  .  .  .  .  

1-2 .  .  .  .  .  .  .  

3-5 .  .  .  .  .  .  .  

6-10 .  .  .  .  .  .  .  

11-15 7  9  8  10  12  5  4  

16-17 19  14  11  21  20  22  15  

18-20 1  3  1  7  9  17  24  

Missing .  .  .  .  .  .  .  

Total 27  26  20  38  41  44  43  
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Number of Children in Care - Shasta Probation Ethnicity 
 

Ethnic Group 

Point In Time 

Apr 1, 2008 Apr 1, 2009 Apr 1, 2010 Apr 1, 2011 Apr 1, 2012 Apr 1, 2013 Apr 1, 2014 

n n n n n n n 

Black 3  2  1  4  4  6  6  

White 21  19  16  28  32  34  34  

Latino 3  4  2  3  3  2  1  

Asian/P.I. .  .  .  .  .  .  .  

Nat Amer .  1  1  3  2  2  2  

Missing .  .  .  .  .  .  .  

Total 27  26  20  38  41  44  43  
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Children in Care with open cases by services component - Shasta – Child Welfare 

Case Service Component Child 
Welfare 

Point In Time 

1-Apr-
08 

1-Apr-
09 

1-Apr-
10 

1-Apr-
11 

1-Apr-
12 

1-Apr-
13 

1-Apr-
14 

n n n n n n n 

Emergency Response   1 1         

Family Maintenance 198 195 189 195 176 143 109 

Family Reunification 101 132 76 61 61 59 182 

Permanent Placement 443 417 398 388 419 498 440 

Supportive Transition 20 25 40 45 51 51 43 

Total 762 770 704 689 707 751 774 

 

 
 
Children in Care with open cases by services component - Shasta – Probation 

Case Service Component 
Probation 

Point In Time 

1-Apr-
08 

1-Apr-
09 

1-Apr-
10 

1-Apr-
11 

1-Apr-
12 

1-Apr-
13 

1-Apr-
14 

n n n n n n n 

Family Reunification   1 5 17 25 24 19 

Permanent Placement 2 2 3 4 4 3 3 

Supportive Transition 1 2 4 9 11 17 17 

Total 3 5 12 30 40 44 39 
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Number of children in care with tribal affiliations/number of ICWA eligible children - Shasta County – 
Child Welfare 

Placement Status 

Point in Time 

1-Apr-
08 

1-Apr-
09 

1-Apr-
10 

1-Apr-
11 

1-Apr-
12 

1-Apr-
13 

1-Apr-
14 

n n n n n n n 

Relatives 13 12 14 15 11 19 21 

Non Relatives, Indian SCPs 3 4 4 5 7 5 5 

Non Relatives, Non Indian 
SCPs 

31 32 44 20 41 44 46 

Non Relatives, SCP Ethnic 
Missing 

1 . . 2 3 . 2 

Group Homes 1 2 3 1 . 2 2 

Other . . . . . . . 

Missing . . . . . 1 . 

Total 49 50 65 43 62 71 76 
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Number of children in care with tribal affiliations/number of ICWA eligible children - Shasta County - 
Probation 

Placement Status 

Point in Time 

1-Apr-
08 

1-Apr-
09 

1-Apr-
10 

1-Apr-
11 

1-Apr-
12 

1-Apr-
13 

1-Apr-
14 

n n n n n n n 

Relatives . . . . . . . 

Non Relatives, Indian SCPs . . . . . . . 

Non Relatives, Non Indian 
SCPs 

. . . . 1 . . 

Non Relatives, SCP Ethnic 
Missing 

. . 1 . . . . 

Group Homes . 2 . 2 2 1 . 

Other . . . . . . . 

Missing . . . . . 1 2 

Total . 2 1 2 3 2 2 
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Public Agency Characteristics 

 

POLITICAL JURISDICTIONS  
 

Board of Supervisors  
Children’s Services is part of the Shasta County Health and Human Services Agency (HHSA).  Creation of 
the HHSA in 2006 combined the former Departments of Social Service, Mental Health, and Public Health 
into one super agency.  The Agency’ infrastructure includes four service delivery branches, Adult 
Services, Children’s Services, Regional Services and Public Health, and a business operations branch 
called Business and Support Services.  Children’s Services provides child welfare services for Shasta 
County children, including child protective services, on-going services under the supervision of the 
Juvenile Court, foster care licensing and adoption services, as well as children’s mental health and drug 
and alcohol services.  The Children’s Branch Director, Maxine Wayda, reports to the HHSA Director, 
Donnell Ewert, who is also the Director of Social Services and Mental Health.  Mr. Ewert reports to the 
Shasta County Executive Officer, Larry Lees.  Mr. Lees, Mr. Ewert and Ms. Wayda report to the Shasta 
County Board of Supervisors.  The Board is the oversight body for all county operations including 
approval of contracts, all matters related to personnel, appropriation of office space, approval of annual 
budgets, and operation of county business and support services, such as County Counsel, fire services, 
public works, Sheriff’s Office, etc. 
 
Shasta County HHSA was conceived to simplify and streamline the provision of a variety of services for 
residents of our county.  The HHSA Mission is to partner with communities to protect and improve 
health and well-being.  One of our values is collaboration.  In keeping with our mission, vision and 
values, Children’s Services promotes collaboration through development of collocated, integrated 
services for children and their families.  Children’s mental health clinicians and public health nurses have 
been assigned to provide support services to for many years and are now integrated into the Children’s 
Management structure.  Additionally Probation Officers providing pre-placement services are integrated 
and collocated with children’s mental health staff for the provision of wraparound services for high risk 
Juvenile Court in a program called WINGS.  Probation Officers who supervise Wards of the Court in out 
of home placement, and County Office of Education staff who support educational services for 
Dependents and Wards in out of home care are collocated with Children’s Social Workers who supervise 
children in foster care placements.  
 
Through memorandums of understanding and contracts, Children’s Services has relationships with many 
community based agencies and individuals to provide services for children and their families.  Children’s 
staff includes Alcohol and Drug Counselors and a Mental Health Clinician that provide assessment and 
some limited direct services to parents of children in child welfare services.  A contracted domestic 
violence specialist is collocated part-time in a children’s building.  Differential Response services are 
closely coordinated with a non-profit contracted provider.  All Differential Response referrals are 
initiated through a warm handoff between a Children’s Social Worker and a contracted Parent Partner.  
Shasta County’s implementation of SafeCare, an evidence-informed home visiting program is jointly 
managed and supervised by Children’s Services and the Shasta County Child Abuse Prevention 
Coordinating Council.  Recently, Children’s initiated a contract with a drug and alcohol provider for the 
provision of sober housing.  All participants in this program voluntarily agree to participate in this service 
and a multidisciplinary treatment team meeting process that coordinates the service.  The treatment 



 

 119 

C
a

li
fo

rn
ia

 -
 C

h
il
d

 a
n

d
 F

a
m

il
y 

S
e

rv
ic

e
s
 R

e
v
ie

w
 

team includes the contracted provider, Shasta County Children’s Services Staff and Peri-Natal Drug and 
Alcohol Services staff, and other treatment providers on a case by case basis. 
 
Since 2008 HHSA has been working with community partners toward the development of a community 
collaborative focused on the prevention of child abuse.  The current iteration of the collaborative is 
called the Strengthening Families Community Collaborative for the Prevention of Adverse Childhood 
Experiences, that is supported by HHSA Children’s and Public Health leadership and staff, and also has 
participation from First 5 Shasta, Shasta County Office of Education and Probation, Shasta County Youth 
Violence Prevention Council, Northern Valley Catholic Social Services, Head Start, One Safe Place and 
Shasta County Child Abuse Prevention Coordinating Council.  The collaborative has adopted a goal of 
promoting the Strengthening Families protective factors through program level and community level 
education, program development activities and shared data collection strategies. 
  
Multiple agencies working in collaboration has resulted in better communication, better cross training of 
staff, and improved capacity to address the issues of children and families in the community.  
Collocation also allows for better communication and problem solving at the staff level. 
 
Federally recognized tribes (within the county and other tribes served by the county) 
There are federally recognized tribes in Shasta County that Children’s Services works closely with to 
improve access to services for Native American families, improve child welfare work, and improve 
efforts toward increased ICWA compliance. 
 
The Redding Rancheria represents members of the Pit River (federal), Yana (federal), and Wintu (non-
federal) tribes, and the entire local Indian community. The Redding Rancheria provides a large array of 
services that are part of the continuum of care that local Indian families can access. In addition, the Pit 
River Tribe also has tribal offices in Burney, CA that are available for Indian families. Both entities have a 
positive impact on the overall continuum of care for the child welfare system in Shasta County. 
 
Shasta County Children’s Services collaborates with local tribal partners to share resources and expand 
opportunities of ICWA children and families (known as the Shasta County ICWA work group). This ICWA 
work group meets quarterly with periodic shared trainings between meetings. This partnership has been 
positive and members have jointly provided feedback that it has had a positive impact on relationship 
building and interaction on behalf of the children and families we serve. There are no tribal partners 
collocated with Children’s Services.   
 
The following is a list of services available through the local tribes as well as other tribal partners that 
are entities of private organizations such as the Inter-Tribal Council and the Indian Life Center: 

 medical and dental care 

 mental health and behavioral health counseling 

 substance abuse prevention and counseling programs 

 rent assistance 

 food, clothing and shelter assistance 

 culturally appropriate services and activities for children and families 
The array of services provided by the local tribes helps to provide support and reduce stress for families 
and has a highly positive impact on the continuum of care available in Shasta County. 
 
School districts/Local education agencies  
Shasta County Office of Education (SCOE) has three staff collocated at Children’s Services.  SCOE staff 
track school records of all children in out of home care, and assist CWS staff with arranging access to 
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appropriate education services including Individual Education Plans (IEP), and related special education 
services. By maintaining close track of student academic records, SCOE has helped Shasta County foster 
youth achieve a high school graduation rate in line with the general population of the county and the 
state, and above the state average for foster youth. 
 
Law enforcement agencies 
 Shasta County has four primary law enforcement agencies serving its residents. They include the Shasta 
County Sheriff’s Office, the Cities of Redding and Anderson Police Departments and the California 
Highway Patrol.  
 
Children’s Services has worked diligently with these agencies to promote cooperation and an 
understanding of the issues of children and their parents in relation to domestic violence, child abuse 
and neglect. The agency has an ongoing relationship with law enforcement through the Drug 
Endangered Children Program (DEC) and provides a Social Worker as part of the team when officers are 
making drug related arrests where children are present or known to live in the home.  Children’s 
Services is invited to attend joint law enforcement meetings to bring forward any issues to share for the 
purpose of communication and coordination. Children’s Services Program Managers have attended 
these meeting as needed. There are no law enforcement agency members collocated with Children’s 
Services. 
 
Public Health 
There are 6 Public Health Nurses (PHN), 1 PHN Supervisor and 2 Medical Service Clerks who are part of 
Children’s Services staff. PHNs within Children’s Services ensure that each child in out-of-home care 
receives timely medical and dental care. They also ensure that parents, foster parents, and team 
members understand and follow up on treatment needs.  PHNs attend case staffing to gather 
information about children when they enter the CWS system.  PHNs interview and consult with parents 
and foster parents to gather family health history and provide guidance on health issues for children and 
youth in out of home placement. 
 
One PHN is attached to the Options Program. The Options PHN conducts a mental health screening for 
every child coming into the CWS system. Based on results of the mental health screening, some children 
will receive a mental health assessment.  Children that are age 0-5 receive the Ages and Stages 
Questionnaire (ASQ) from a Public Health Nurse every 6 months or 1 year based on the child’s age.  For 
children that are 5-18 or are non minor dependents, a public health nurse completes a mental health 
screening upon entry into the CWS system and the social workers screen at 90 days from entry if no 
mental health needs were noticed upon entry.  Every child that is not open to mental health services 
receives a mental health screening annually.   
 
One area identified as needing improvement in the early childhood screening is the lack of mental 
health services available for children under age 3 who have been screened and found to have behavioral 
issues. When children under age 3 are found to have behavioral issues, Children’s Services makes a 
referral to “Bridges to Success” where the care giver and early education providers can receive mental 
health consultation and training in “Triple P” to provide more behavioral support for the children. 
 

COUNTY CHILD WELFARE AND PROBATION INFRASTRUCTURE  
County Child Welfare and Probation Infrastructure  
Shasta County has adopted a shared responsibility approach for the care and supervision of the children 
and parents who come to the attention of the Child Welfare Services. Through Memorandums of 
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Understanding (MOUs) with County agencies (e.g. HHSA and Probation), and contracts with community-
based organizations, Children’s Services Branch is an integrated component of the Shasta County HHSA.  
 
Multiple agencies working under the same roof has resulted in better communication, better cross 
training of staff, and improved performance in addressing the issues of children and families in the 
community. Collocation of staff has had the positive effect of showing the County’s concern for its 
children and families through improved service delivery. 
 
Methods for assigning cases  
For Child Welfare cases, the ongoing supervisors go to the Intake staffing and bring staffing notes to a 
weekly meeting.  They present the notes and then a discussion about good fit and availability of case 
load occurs to make the assignment for ongoing child welfare cases.  Due to the current high volumes of 
cases, Program Managers are also involved in the discussion about good fit and caseload availability.  
For Adoption cases, the cases are presented by the social worker at a monthly meeting held by the 
Court officers and then an assignment is made based on child needs, good fit with the SW, and 
availability of case load.  
 
Juvenile Probation cases are assigned per risk level, geographic area, and specialized need.  The 
probation department has caseloads for low and moderate risk minors (a “bank” caseload in which 
minimal services and supervision are provided in accordance with evidence based practices); high risk 
minors living in Redding, Anderson, the intermountain area, and Shasta Lake; and specialized caseloads 
for gang members; minors with mental health diagnoses; minors in juvenile drug court; and minors who 
have sexually abused others.   
 
Organization 
 

Shasta County Health and Human Services Agency Children’s Services Staffing 

Children’s Services Staff Collocated HHSA Staff 

Director 1 Eligibility Worker Supervisor 1 

Deputy Director  1 Eligibility Worker 4 

Executive/Admin Secretary 2 Clinical Division Chief 2 

Child Welfare Services Staff Clinical Coordinators 2 

Program Manager 3 Clinicians 8 

Social Work Supervisor  12 Drug & Alcohol SW 2 

Senior SW/SW/Assistant SW 70 / 11 Vacant Public Health Supervisor 1 

   Senior Social Worker = 39  PHN / MH RN 7 

   Social Worker = 10  Typist Clerk 2 

   Assistant Social Worker = 10  PEI Community Dev Coord 1 

Social Service Aide  12 / 1 Vacant PEI/MH Analyst 1 

Support Staff (Analyst)  5.5 / 1 Vacant Collocated County/CBO Staff 

Clerical Supervisor 2 Probation 4 

Clerical Staff (Office Assistant) 9 / 1 Vacant Office of Education 3 

Clerical Staff (Legal Clerk) 7 / 1 Vacant One Safe Place – DV Staff 1 

Foster Parent Liaison  1 Other Dedicated County Staff 

     County Counsel 2.5 

 
The filled Program Manager positions have an average county employment of 12.7 yrs, Social Work 
Supervisors average 11.4 yrs, Senior Social Workers average 10.4 yrs, Social Workers average 4.0 yrs, 
Assistant Social Worker average County 2.3 yrs, and  Social Service Aides average 6.1 yrs. 
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Children’s Services Social Worker units are specialized in the following areas: 

 Intake (Phone Screeners, Investigations) 

 Ongoing (FM, FR, PP) 

 Group Homes, (or higher risk youth) 

 Extended Foster Care 

 Court Officers 

 Family Team Meetings (FTM, HRT) 

 Foster Care Licensing 

 Adoptions 

 Wraparound 
Family Workers (Social Work Aides) are trained in “Triple P” and “Safe Care” and serve as Parenting 
Instructors during approximately 700 hours family visitations per month. 
 
The Juvenile Probation Division is structured as follows: 

 Diversion-partnership with Youth Violence Prevention and Peer court 

 Intake-assessments and court reports 

 Parent Project Program-Facilitated by a Probation Officer, a Probation Assistant  and Parent 
Partner 

 Oasis Community School- An on campus Probation Officer is assigned 

 Field supervision-includes informal W&I Code 654.2, 790, and 602 wards 

 Specialized caseloads; sex offenders; gangs/high violence; WINGS, our wraparound program for 
minors with mental health diagnosis, a collaboration with treatment providers from Mental 
Health, a Parent Partner and Skill Builder;  

Children's Services Branch Director

Children's Services Branch Deputy Director

CWS Manager 
Intake                    

FC Eligibility 

SW Supervisor            
Intake Unit #1

SW Supervisor            
Intake Unit #2

SW Supervisor       
Intake Unit #3

SW Supervisor       
Intake Unit #4 

EW Supervisor             
FC Eligibility

CWS Manager 
Ongoing, Court, 
Clerical Support

SW Supervisor        
Ongoing Unit #1

SW Supervisor        
Ongoing Unit  #2

SW Supervisor      
Family Workers & 

Facilitation

SW Supervisor        
Court Officers

OA Supervisor     
Clerical Support

CWS Manager Ongoing, 
Adoptions, AB-12, FC  

Licensing

SW Supervisor        
Ongoing Unit  #3

SW Supervisor                 
AB-12 Unit

SW Supervisor     
Adoptions

SW Supervisor      
Foster Care Licensing

Clinical Division Chief 
CWS Mental Health      
CWS Public Health

Clinical Coordinator 
MH/AOD Unit        
Child Welfare

Supervising PH Nurse 
PHN Unit                  

Child Welfare 

Clinical Division Chief 
Children's MH 

Breslauer

Clinical Program 
Coordinator 

Wraparound Unit
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 Drug court, a collaboration with Shasta County Alcohol and Drug and the court 

 Minors committed to a camp 

 Placement  
 
The types of degrees held by child welfare workers, probation placement officers, and other 
professionals responsible for the management of cases and child welfare staff include 27% BSW, 34% 
MSW, and 39% Other (e.g., Masters in Psychology, Counseling and others) for child welfare workers and 
100% MSW for child welfare supervisors, 100% BS for probation placement officers and BA for probation 
supervisor, and MSW/MPA for Deputy Branch Director and MSW/LCSW for the Branch Director.  The 
average years of child welfare/probation placement experience or other related experience working 
with children and families for CWS staff is 8.1 years with Shasta County and Probation Officers: 3.5 
years.  Staff race/ethnicity for CWS is 88.73% White, 5.63% Hispanic, and 1.41% each Native American, 
Asian, Black, and Pacific Islander.  Staff race/ethnicity for Probation is 66.7% White and 33.3 % Black. 
 

Case Service Component Child Welfare 

Point In Time 

2009 2010 2011 2012 2013 2014 

n n n n n n 

Emergency Response 1 1         

Family Maintenance 195 189 195 176 143 109 

Family Reunification 132 76 61 61 59 182 

Permanent Placement 417 398 388 419 498 440 

Supportive Transition 25 40 45 51 51 43 

Total 770 704 689 707 751 774 

 

Case Service Component Probation 

Point In Time 

2009 2010 2011 2012 2013 2014 

n n n ` n n 

Family Reunification 1 5 17 25 24 19 

Permanent Placement 2 3 4 4 3 3 

Supportive Transition 2 4 9 11 17 17 

Total 5 12 30 40 44 39 

 
Impact of staff turnover 
Turnover disrupts case assignments, which is very disruptive to children and families, court proceedings 
and the County Child Welfare process.  Staff turnover creates barriers to providing optimum levels of 
service to families.   
 
Due to staff turnover, Children’s Services has initiated increased hiring of assistant social workers to 
train under and assist with case worker duties. Cases are handled by experienced social workers who 
have very high case load levels. High case loads mean social workers have less time to dedicate to each 
case and less time for contact with families.  Less contact with families results in reduced family 
engagement in case plan services.  Children’s Services staff turnover and high case loads has a negative 
impact on social worker relationships with care givers, placement stability and time to permanency. 

 
The Shasta County Probation Department has worked hard to maintain low staff turnover. One of the 
two probation officers assigned to the unit currently has been with the unit for over five (5) years. The 
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probation assistant has been in the same position for over five (5) years, the division director and 
supervising probation officer have had many years experience as the placement probation officer. 
 

FY2013-2014 CWS Probation 

Retirements 11 1 

Dismissals  1 0 

Lateral or promotional moves  17 1 

Voluntary resignation     7 1 

Supervisor- to-Worker Ratios  1 Supervisor to 7 Workers 1 Supervisor to 13 Workers 
 

Children’s Services staff turnover has resulted in high case loads for social workers.  Social workers are 
faced with decisions about the use of their time.  They must prioritize case requirements.  When social 
workers are faced with children and families in crisis data entry falls low on the priority list. Staff 
turnover has resulted in a loss of experienced workers which is directly related to decreased date entry 
rates.  New staff members are always trying to learn the CWS/CMS system. 

 
The Juvenile Probation Division has coordinated with UC Davis to train the supervising probation officer, 
the newly assigned probation officer and the clerical supervisor in the CMS/CSW system this will occur in 
September 2014. This training of more staff will ensure that data is entered in a timely manner.  
 
Bargaining unit issues 
Shasta County Health and Human Services Agency (relative to Children’s Services) has four bargaining 
units and is sensitive to the rights of all its employees and their respective bargaining unit. When an 
issue comes up that could impact one or more of these units, appropriate action is taken to consult with 
them as a part of the process.  
 
Shasta County Probation has one bargaining unit that is comprised of adult and juvenile probation 
officers, as well as Juvenile Detention officers.  Probation has a representative from each division for the 
purposes of bargaining.  The bargaining unit keeps the members of the association apprised of the 
progress and issues that arise.   
 
Staff is recruitment and selection  
The County and HHSA hiring process has changed from the California Merit System to an in-county 
system. Employees are recruited following hiring guidelines published by Shasta County. When a 
vacancy arises, Children’s Services must request permission to advertise for new applicants. Children’s 
Services works directly with the HHSA Personnel unit to advertise, screen, interview and hire new 
employees. It has been our experience that this process can be slow and limits Children’s Services ability 
to fill vacancies in a timely manner.  The HHSA is working to improve the process. 

 
Salaries  

Class Title Salary Range (monthly) 

Social Service Aide: $2,368 - $3,022 

Assistant Social Worker: $2,809 - $3,586 

Social Worker: $3,252 - $4,151 

Senior Social Worker: $3,674 - $4,689 

Social Work Supervisor (1&2): $3,498 - $5,427 

Program Manager (1&2): $4,806 - $6,863 

MH Clinician (1&2):  $4,465 - $6,284 

Clinical Program Coordinator: $5,783 - $7,381 

Clinical Division Chief: $6,409 - $8,181 

Deputy Probation Officer (1-3): $2,993 - $4,532 
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Position Types  
All Children’s Services social workers are trained to use Structured Decision Making (SDM) in dealing 
with all aspect of their cases.  Intake Social Workers are trained to work Investigations and Emergency 
Response cases.  Ongoing Social Workers are trained to work Family Maintenance, Family Reunification 
and Permanent Placement cases.   Children’s Services has Social Workers trained in “Triple P”, “Safe 
Care”, and the facilitation of Family Team Meetings (FTM) and High Risk Teams (HRT).  Children’s 
Services also has Social Worker Aides (Family Workers) who are trained in “Triple P” and “Safe Care” and 
serve as parenting instructors.  Other specialized units include: 

 One unit is trained and operates as Court Officers 

 One unit for Adoptions   

 One unit for Foster Care Licensing and Relative Home Approvals 

 One unit providing Wraparound services 

 Child Abuse Hotline Telephone Screeners 
 

FINANCIAL/MATERIAL RESOURCES  
 

Children's Services Funding 
FY2013/2014 

Realigned Programs   

Protective Services Subaccount 
$12,439,513 (Realignment).  CFL13/14-27. Plus $2,177,941 Title IV-B, Title XX, and EA TANF capped Federal 
funds. CFL13/14-26.  Plus additional uncapped Title IV-E Federal funds. 

  Adult Protective Services Subaccount (included in the Protective Services Subaccount - not Children’s Funding)  

  AAP Assistance Subaccount 

  FC Assistance Subaccount 

  AB12 Subaccount 

  Adoptions Subaccount 

    Adoptions Basic Cost  

    Specialized Training for Adoptive Parents 

  Child Abuse Prevention Subaccount 

    Child Abuse Prevention, Intervention, and Treatment  

  Child Welfare Services Subaccount 

    Child Welfare Services 

    Emancipated Youth Stipends 

    Supportive and Therapeutic Options Program 

    Group Home Monthly Visits 

    Extended Independent Living Program 

    Foster Parent Training and Recruitment 

    Kinship/Foster Care Emergency Fund 

    Substance Abuse/HIV Infant Program 

    Child Welfare Services Outcome Improvement Project 

    Transitional Housing Placement Program, Transitional Housing Program-Plus 

  FC Administration Subaccount 
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    Administration of the Foster Care Program 

Non-Realigned Programs 

Community-Based Child Abuse Prevention $15,451  (Federal) ACIN I-70-13. 

Community Care Licensing Foster Family Homes $92,076  (SGF) FFH Basic.   

$820  (SGF) Adam Walsh Child 
Protection & Safety Act. 

$1,322  (SGF) Registered Sex Offender 
Check.  

$94,218  CFL13/14-09. 

Independent Living Program $88,970  (Federal).  CFL13/14-18.    

Kinship Guardianship Assistance Payment Administration $8,115  (SGF).  CFL13/14-10.    

Promoting Safe and Stable Families $122,858  (Federal IV-B).  CFL13/14-12.       

Promoting Safe and Stable Families Social Worker Visits $23,090  (Federal IV-B).  CFL13/14-13. 

Trafficking and Crime Victims Assistance Program (TCVAP) $26,298  (SGF).  CFL13/14-07.    

 

 

CHILD WELFARE/PROBATION OPERATED SERVICES 
 

Juvenile Hall  
The Shasta County Juvenile Rehabilitation Facility (JRF) is a 24-hour secure detention facility capable of 
housing up to 90 residents. Located in Redding, California, the facility is staffed by Juvenile Detention 
Officers who supervise the Residents and are responsible for their care, custody and control. The JRF is a 
temporary holding facility for minors awaiting court and is operated in accordance with the regulations 
set forth in the California Minimum Standards for Juvenile Facilities, Title 15. Services include, but are 
not limited to, academic programming, medical and behavioral health care, organized recreation, 
religious and volunteer services and programming facilitated by a compliment of community-based 
organizations. Services within the JRF include: 

 Mental Health Services:  Mental Health Services (MHS) are provided by California Forensic 
Medical Group, Shasta County Mental Health and other community based organization 
clinicians.  MHS care provides crisis intervention services, individual therapy, psychotropic 
medication evaluations and monitoring of youth on psychotropic medications.  

 Academic Programming: The Shasta County Office of Education operates a fully accredited high 
school program within the JRF.  

 Alternatives to Detention: In response to evidence based practices and the growing numbers of 
residents booked into the JRF, the Probation Department instituted strategies to address the 
specifics needs of the individual and the community. A comprehensive risk assessment was 
introduced to determine which young offenders were appropriate for detention and which 
could be safely managed without being locked up prior to and during their court proceedings. 
Current detention alternatives include intensive home supervision Juvenile Detention 
Alternative Program (JDAP) and use of temporary release (TR).  

 Other programs offered to youth in custody:  
 Boys Council 
 Girls Circle  
 Thinking 4 Change 
 Individual counseling 
 AA/NA 
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 Planned Parenthood 
 Life Skills 
 Parent Project Teens 
 Victim Awareness 

 
County Operated Shelter 
Shasta County does not have a county operated shelter. The County contracts with and trains foster 
parents to provide Receiving Home care to children requiring emergency placements. Receiving Homes 
can provide care to children for a maximum of 30 days. Social Workers are encouraged to move children 
from Receiving Homes and into an appropriate, more permanent placement as quickly as possible.  
There are currently two homes under contract to provide a total bed capacity of 5. These homes agree 
to receive children needing care any time, day or night, they support the child through the initial 
traumatic separation from their family and the ensuing investigation. These Receiving Home providers 
also assist the social worker in transitioning the child(ren) to the next placement or reunification. 
 
County Licensing  
Shasta County has an MOU with the CDSS to perform licensing functions for the state with respect to 
Foster Family Homes located within the geographical area of Shasta County.  The Shasta County HHSA 
Foster Care Licensing Unit currently monitors 155 licensed foster homes. The Licensing Unit consists of 
two full time foster care licensing workers, one full time relative home assessment worker, a foster 
parent employed as a liaison and advocate, for both foster and adoptive parents. Licensing staff 
investigate complaints made against county licensed homes; develop and enforce plans of correction for 
those complaints. Licensing staff also conduct annual renewal visits to ensure license compliance and 
provide Social Workers with information on bed availability.  Recruitment and training for prospective 
foster parents is provided as a “Foster Care/Options/Licensing, Training and Recruitment” function of 
the Licensing Unit.  
 
County Adoptions  
The Shasta County Adoptions Unit provides adoption services for children in the Child Welfare System in 
Shasta County. The Adoptions Unit is collocated with Children’s Services. The Adoptions Unit has one 
full-time supervisor, five full-time Adoption Social Workers and two clerical staff assigned. Recruitment 
and training for prospective adoptive parents is provided in conjunction with the Foster 
Care/Options/Licensing, Training and Recruitment” program.  
 

OTHER COUNTY PROGRAMS  
 

CalWORKs  
The Shasta County CalWORKS program is located in a building adjoining Children’s Services which 
facilitates communication between the two agencies.  The LINKAGES program provides a framework for 
coordinated case planning between CalWORKs and CS for families who are involved in both systems. 
Families are engaged through a variety of joint meetings, services and communications. Staff from both 
CalWORKs and CS work together toward the same goal: ensuring child safety while promoting family 
economic stability.  Since 2009, there has been one CalWORKS Eligibility worker collocated with 
Children’s Services on a fulltime basis. Beginning in March 2014, the position was reduced to part-time 
due to the low number of identified LINKAGES eligible families. 
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Eligibility 
The Foster Care Eligibility Unit is collocated within Children‘s Services. The FC Eligibility staff processes 
all payments for out of home placements: (i.e. foster care, group homes, Relative/NREFM, etc.) and 
monthly payments for the Adoptions Assistance Program (AAP).  
 
Public Health 
PHNs collocated within Children’s Services ensure that each child in out-of-home care receives timely 
medical and dental care. They also ensure that parents, foster parents, and team members understand 
and follow up on treatment needs.  PHNs attend case staffing to gather information about children 
when they enter the CWS system.  PHNs interview biological parents and foster parents to gather health 
history and bout the child and the family. They also provide guidance to care givers on health issues for 
children and youth in out of home placement. 

 
One PHN conducts a mental health screening for every child coming into the CWS system. Based on 
results of the mental health screening, some children will receive a mental health assessment.  Children 
that are age 0-5 receive the Ages and Stages Questionnaire (ASQ) from a Public Health Nurse every 6 
months or 1 year based on the child’s age.  For children that are 5-18 or are non minor dependents, a 
public health nurse completes a mental health screening upon entry into the CWS system and the social 
workers screen at 90 days from entry if no mental health needs were noticed upon entry.  Every child 
that is not open to mental health services receives a mental health screening annually.   

 
Alcohol and Drug Treatment  
 There are two Shasta County HHSA Drug & Alcohol (D&A) Counselors collocated within Children’s 
Services.  Having the D&A Counselors collocated with CS provides for better communications between 
the Social Workers and the D&A Counselors and reduces the time required to assess and serve adults 
involved in CWS cases.  The D&A Counselor meets with clients and completes the Addiction Severity 
Index (ASI) and gathers a diagnosis.  Based upon the D&A Counselors recommendation a client may be 
referred to a local provider for services that include but are not limited to: outpatient treatment, 
counseling, detox, or residential treatment.  Local Substance Abuse Treatment Providers include: Visions 
of the Cross, Right Roads, Empire Recovery and Shasta County, HHSA Perinatal.   

 
Starting in 2014 Children’s Services contracted with Visions of the Cross (VOTC) to provide a Sober Living 
pilot program. Sober Living is a safe, supportive alcohol and drug free place for individuals to live while 
participating in alcohol or substance abuse treatment and recovery activities. The VOTC Sober Living 
services are a less restrictive level of care than residential treatment but a more comprehensive level of 
support than outpatient services alone.  Clients accepted into the Sober Living Program are required to 
enroll in concurrent substance abuse treatment services and attend 16 weeks of parenting education. 

 
Mental Health  
Shasta County HHSA Mental Health (MH) staff has been collocated with Children’s Services since 2001. 
In collaboration with Social Workers and care providers, MH Clinicians provide psycho-therapy, clinical 
case management, coordination of medication support services, consultation with child abuse 
investigators and coordination of mental health services for all children/youth in foster care or family 
maintenance.  
 
Services are assessed/delivered using the Katie A. Core Practice Model guidelines.  The use of the Child 
and Family Team (CFT) will keep the focus on the child’s needs, while parents are given the opportunity 
to share thoughts and collaborate on efforts to stabilize the child/youth.  The Katie A. Implementation 
Team has stakeholders from various departments and allows for valuable feedback regarding the services 
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being delivered in Children’s Services. Children’s Services completed individual trainings with Children’s 
staff and the outside mental health organizational providers regarding Katie A. and the Core Practice 
Model in 2013.  Ongoing training with the organizational providers is available when requested.  
Organizational providers also meet quarterly with Children’s Services leadership to discuss concerns, 
training needs, outcomes, and reporting requirements. 
 
Early and Periodic Screening, Diagnosis and Treatment (EPSDT) beneficiaries continue to receive mental 
health services including screening, diagnostic assessment, treatment planning and collateral services to 
assist parents in addressing the mental health treatment needs of their children. Individual therapy and 
group therapy are also provided depending upon identified needs among children/youth being served.  
 
For Katie A. Subclass members, Intensive Case Coordination (ICC), clinical case management, is the 
primary intervention and includes monitoring child/youth progress, coordination of and linkage to mental 
health services and clinical consultation. Clinical case managers work closely with social workers, 
caregivers, families, organizational providers, Therapeutic Behavioral Service (TBS) providers, educators, 
physicians, public health nurses and other community partners to address the needs of dependent 
children and their families. Intensive Home Based Services (IHBS), TBS, or rehabilitation is also provided 
as medically necessary. 
 
Children’s Services has contracts with three organizational providers, two of whom provide TBS to 
children/families in the child welfare system. Children’s Services including social workers and clinicians 
also work with TBS providers outside of the county to meet the needs of children who are in placements 
out of the county and require TBS. All TBS are reviewed by the Shasta County Managed Care team to 
insure compliance with TBS Medi-Cal requirements.  
 
Children’s Services is dedicated to providing evidence based practices when clinically appropriate through 
Mental Health Services Act funding. Many of our clinicians are trained to provide Motivational 
Interviewing, Positive Parenting Program (Triple P) and Trauma-Focused Cognitive Behavioral Therapy (TF-
CBT). Triple P is an evidence based practice for the treatment of behavioral and eating disorders in children 
and teenagers. It promotes parental competency and confidence in the management of the children’s 
behavioral problems, as well as promoting positive parent/child relationships. Trauma-Focused Cognitive 
Behavioral Therapy is a form of cognitive behavioral therapy specifically adapted for children who have 
experienced trauma, and who are having significant emotional and/or behavioral problems related to 
traumatic life events.   Children who are receiving Specialty Mental Health Services are administered the 
Child and Adolescent Needs and Strengths (CANS) assessment as part of the assessment and treatment 
planning process.  
 
Mental Health clinicians that are collocated in Child Welfare provide crisis intervention, facilitate 
admission to a psychiatric hospital when necessary, and provide discharge planning for dependents who 
have been hospitalized.  If a hospital bed is not available locally, Shasta County provides transportation 
for the youth to a hospital outside of the community. Children’s Services clinicians work with caregivers, 
families and social workers to develop workable safety plans in an attempt to avoid hospitalization, but if 
a child is a danger to themselves/others or gravely disabled, staff work with local law enforcement, 
emergency rooms and hospital staff to meet the child/youths mental health needs before, during and 
after a hospitalization.   
 
Children’s Services utilizes a team-based case management system providing intensive support to abused 
and neglected children and their families.  Perspectives of people and organizations involved with children 
including: families, caregivers, social workers, clinicians, public health nurses, Shasta County Office of 
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Education, Alcohol and Drug Programs, inform service plans and treatment plans that meet the children’s 
mental health needs. The tools offered through Safety Organized Practice (SOP) are utilized to bring 
protective factors and safety concerns to the forefront in a family driven approach to case management. 
 
Probation  
The Shasta County Juvenile Justice Coordinating Council (JJCC) is authorized by Welfare and Institutions 
Code Section 749.22 and Board of Supervisors Resolution 96-162 dated October 29, 1996. The purposes 
of the Shasta County Juvenile Justice Coordinating Council are:  

 To develop and implement a continuation of county-based responses to juvenile crime.  

 To set priorities for the use of granted or allocated funding for juvenile justice activities when 
applicable.  

 To develop a comprehensive, multi-agency juvenile justice plan (Juvenile Justice Plan) that 
identifies resources and strategies for providing an effective continuum of responses for the 
prevention, intervention, supervision, treatment, and incarceration of juvenile offenders, 
including strategies to develop and implement local out-of-home placement options for the 
offenders.  

 
The Juvenile Justice Coordinating Council:  

 Assists the Chief Probation Officer in developing a comprehensive, multi-agency juvenile justice 
plan (Juvenile Justice Plan) to provide a continuum of responses for the prevention, 
intervention, supervision, treatment, and incarceration of juvenile offenders in accordance with 
Welfare and Institutions Code Section 749.22 and Government Code Section 30061.  

 Assists the Chief Probation Officer in developing a Juvenile Justice Development Plan in 
accordance with the Youthful Offender Block Grant described in Senate Bill (SB) 81 of 2007 and 
Welfare & Institutions Code Section 1961.  

 At least annually, review, and modify if necessary, the Juvenile Justice Plan and the Juvenile 
Justice Development Plan.  

 
Pursuant to Welfare and Institutions Code, Section 749.22, in addition to the Chief Probation Officer 
serving as Chairman, voting members include, but are not limited to one representative from the 
following agencies:  

 Sheriff’s Office  

 District Attorney's Office  

 Public Defender's Office  

 Board of Supervisors  

 a Branch of the Shasta County Health & Human Services Agency concerning Social Services  

 a Branch of the Shasta County Health & Human Services Agency concerning Mental Health 
Services  

 County Office of Education or a school district  

 a City Police Department  

 a community based drug and alcohol program  

 an at-large community representative  

 nonprofit community based organizations providing services to minors  
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State and Federally Mandated Child Welfare/Probation Initiatives 

 

Title IV-E Child Welfare Waiver Demonstration Capped Allocation Project (CAP)  
Over the past two years Shasta County Health and Human Services Agency together with Shasta County 
Probation have committed staff resources to the review, analysis, and evaluation of Title IV-E Waiver 
participation exploration.  We created a Title IV-E Workgroup that included as key participants the Child 
Welfare Director, Probation Chief, Health and Human Services Business and Support Director, Probation 
Chief Fiscal Officer, Child Welfare and Probation program management staff, and Child Welfare analyst 
staff.  We have participated in all State conference calls, webinars, trainings, and conferences; Casey 
Family Programs workgroups and technical assistance; and National webinars and trainings.   
o The goals of Title IV-E Waiver participation are to: 

 Improve the array of services for children and families and engage families through a more 
individualized approach that emphasizes family involvement;  

 Increase child safety without an over reliance on out-of-home care;  

 Improve permanency outcomes and timelines; and  

 Improve child and family well-being 
o The desired outcomes of Title IV-E Waiver participation are: 

 Decreased entries;  
 Increased placement in most appropriate and least restrictive setting;  

 Decreased reentries;  

 Decreased recidivism; and  

 Increased child and family functioning.  
o We conducted focus groups with our Parent Leadership Advisory Group (PLAG), child welfare staff, 

and the Shasta Continuous Quality Improvement System Improvement Plan oversight committee to 
gather input on Child Welfare services and supports.   

o Through the UC Berkeley California Child Welfare Indicators Project and the Chapin Hall Multistate 
Foster Care Data Archive we studied population, child welfare participation, and caseload trends; 
evaluated our outcomes data and areas needing improvement and analyzed length of stay and 
average days in care.  

o We convened additional workgroups to target specific programmatic areas: 
 Sober Living Program Workgroup  
 Placement Prevention Team Workgroup 
 Family Treatment Team – Engagement and Empowerment Workgroup 
 Permanent Plan Workgroup – Primary focus on Adoption 
 Group Home Workgroup 
 Safety Organized Practice Workgroup 
Utilizing U.S. Department of Health & Human Services/Administration for Children and Families 
technical assistance materials/tools and in-house developed Implementation Science tools each 
workgroup, in varying levels, defined: 

 Target population – specific child, placement, and family characteristics 
 Intervention identification and logic model development 
 Preliminary intervention implementation planning. evaluation planning, and cost benefit 

analysis 
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Since we found the intervention strategies identified were similar across a majority of the 
workgroups we adjusted the focus of our practice development going forward to be intervention 
strategy driven instead of programmatic area driven.  For example, implementation and evaluation 
of Safety Organized Practice and Family Finding/Engagement were identified as critical intervention 
strategies for the Sober Living Program, Placement Prevention, Family Treatment Team, Permanent 
Plan, and Group Home workgroups.  The Safety Organized Practice Implementation Science Team 
will work towards implementation and evaluation of Safety Organized Practice to meet the needs 
identified by all of the workgroups.  Although Family Finding/Engagement is a part of Safety 
Organized Practice we have identified enough practice issues needing improvement to indicate a 
need for a dedicated Implementation Science Team regarding family finding and engagement.  A 
third identified area of need is System Resource Development/Management.  This includes: 

 Youth capacity development interventions/activities 
 Out of home placement and supportive care resources development 
 Continued Evidence-based Program identification/implementation  
 Staff training and development to improve and assure the quality of service provision 

o After thorough analysis and review of the terms and conditions of the Title IV-E Waiver, Shasta 
County was not able to move forward with participation as of June 2014.  Although the final decision 
has been made regarding Title IV-E Waiver participation, the programmatic/systemic review, 
assessment, and evaluation efforts are contributing to this County Self-Assessment process. 

 
California Child Welfare Core Practice Model 
Shasta County has been participating through workshops, meetings, and webinars with the CWDA 
Children’s Committee in the development of a statewide practice model that would serve as a guide for 
individual County programs by integrating various successful initiatives/practices into a comprehensive 
framework that supports safety, permanency, and well-being for children and their families.  The goal is 
to develop a practice model that builds on integrating the key and common elements of existing 
initiatives and proven practices including California Partners for Permanency’s (CAPP), Continuum of 
Care Reform (CCR), Quality Parenting Initiative (QPI), Safety Organized Practice (SOP), Wraparound, 
Linkages, and Katie A.   By guiding practice, service delivery and decision-making the Core Practice 
Model will help to identify programs and initiatives that fit within the framework, identify the tools 
needed to support our social workers and other child welfare and interagency child-serving staff, and 
improve consistent child welfare practice through specific casework skills and practices that child 
welfare workers will perform through all stages and aspects of child welfare casework in order to 
optimize outcomes of children who enter, move through and exit the child welfare system. 
 
California Partners for Permanency (CAPP)  
The California Partners for Permanency’s (CAPP) goal is to improve safety, permanency and well-being 
outcomes for children by implementing a Child and Family Practice Model that addresses systemic bias, 
empowers family/Tribal/community networks, and uses culturally-sensitive engagement and culturally-
based healing practices and adaptations.  Through the Child & Family Policy Institute of California we 
have learned that the CAPP framework builds on cultural experiences and beliefs about family, 
community and tribes. While consistent with Family-Centered Practice and Solution-Based Casework, 
the CAPP framework acknowledges the impact of broad social, racial and historical factors in the lives of 
African-American and American Indian families and the need for partnerships with supportive 
communities and tribes to understand and meet the needs of their children.  Fresno, Humboldt, Los 
Angeles, and Santa Clara, the CAPP early implementing sites, are implementing the child and Family 
Practice Model and are engaging in a variety of activities needed to establish an optimum environment 
to support the Practice Model.  We are anticipating that the CAPP work on addressing system barriers, 
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developing implementation teams, identifying practice behaviors and creating coaching practices will be 
reflected in the California Child Welfare Core Practice Model going forward. 

 
Continuum of Care Reform (CCR) 
Shasta County has been participating in the meetings of the Continuum of Care Reform (CCR) initiative 
to fully address the needs of children and families who are being served by the child welfare, probation 
and disabled student systems, and whose needs include mental health services, alcohol and drug 
treatment, and/or special education services.  The objective of the CCR is the transformation of group 
homes and foster family agencies from placement agencies into programs supporting the safety, 
permanency and well-being of children and which are aligned with most current research and practices 
to support positive outcomes for children and their families.  The CCR framework describes a model for 
transforming group home and foster family agencies into Residentially-Based Services and Child, Youth 
and Family Service Agencies; describes the process for assessing a child and family’s strengths and needs 
and how that informs both where the child is placed, and the provision and payment of services; and 
explains how performance and accountability can be achieved.  In addition to group work on the 
detailed action plan, Shasta County focused on the following CCR values/principles during Group Home 
and Permanent Plan workgroups of the Title IV-E Waiver initiative described above: 
o CCR Values and/or Principles 

 Youth and family voice 
 Trauma‐informed services 
 Caregiver training 
 Constant focus on permanency 
 

Quality Parenting Initiative (QPI) 
The Quality Parenting Initiative (QPI) began as a collaborative effort with CDSS, the County Welfare 
Directors Association (CWDA) and the Youth Law Center with support from the Stuart, Walter S Johnson 
and David B. Gold Foundations. The goal of the initiative, formerly known as the Caregiver Recruitment 
and Retention Pilot, is to develop a statewide approach to recruiting and retaining high-quality 
caregivers to provide excellent care to children in California's Child Welfare System by rebranding foster 
care, not simply by changing a logo or an advertisement, but by changing the core elements underlying 
the brand.  

 
The focus of Shasta’s QPI participation is recruiting and retaining caregivers to provide the loving, 
committed, skilled care that the child needs, while working effectively with the child welfare system to 
reach the child’s long term goals.  Shasta has embraced QPI and has developed the following brand 
statement: 
o Excellent Shasta County Foster Parents are valued, trusted, team member who make a commitment 

to children in our community by: 
 Normalizing childhood experiences 
 Identifying and advocating for children’s needs and services 
 Practicing and modeling positive and strength based parenting 
 Compassionately partnering with parents 
 Participating in training and support services with flexibility, integrity and humor 

 
QPI Ice Breaker Meetings policy and procedure has been completed.  The purpose of the Ice Breaker 
meeting is to help create an environment of team work and compassion, and to demonstrate to the 
child/youth that caregiver’s are united for their best interest.  The Ice Breaker meeting also provides an 
opportunity for foster parents and birth parents to discuss the children’s strengths/needs and minimizes 
the potential for a contentious relationship. The policy and procedure established directions to schedule 
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and conduct Ice Breaker meetings for children and families involved with the Child Welfare System.  
Participation in any meetings between biological parent and out of home care providers are voluntary 
for parents and the care provides involved.  The goals of an Ice Breaker meeting include: 

 Reduce the trauma of foster care placement for children; 
 Introduce parents and caregivers in order to share information; 
 Build alliances among adults when children are in congregate care; 
 Begin relationship building and a sense of teamwork; and 
 Improve everyone’s ability to help a child, including the caseworker. 

 
Fostering Connections After 18 Program 
Shasta County has actively participated in the Fostering Connections After 18 Program since January 
2012. The Federal Fostering Connections to Success and Increasing Adoptions Act of 2008 created an 
extension of federal funding for foster care services for non‐minors ages 18‐21.  Effective January 1, 
2012, California implemented AB-12 to provide foster care benefits up to age 21.  Amendments to 
legislation provided Kinship Guardianship Assistance Payment (KinGAP) and Adoption Assistance 
Program (AAP) benefits up to age 21.  Federal Legislation created a new term for youth in Extended 
Foster Care - Non-Minor Dependent (NMD).   
o NMD Placement options for participation in extended foster care include: 

 Relative or Non-Relative Extended Family Member (NREFM); 
 Foster Family Home; 
 Foster Family Agency (FFA) certified home; 
 Non‐related legal guardian (approved by the juvenile court); 
 Group Home (on a limited basis); 
 THP‐Plus Foster Care; 
 Supervised Independent Living Setting (SILP). 
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Corrective Action Plans e.g., Licensing, Adoptions, etc. 
The California Department of Social Services, Community Care Licensing Division (CCLS), conducted a 
comprehensive review of the Shasta County Foster Family Home (FFH) Licensing Program in April 2013.  
The purpose of the review was to assess County compliance with the provisions of the Memorandum of 
Understanding that governs the FFH Licensing Program, and to assist the County in achieving continued 
compliance.  Shasta County developed a Corrective Action Plan (CAP) addressing each section of the 
review identifying non-compliance indicating a CAP required.  The CAP for each area of non-compliance 
included a statement of the problem, cause of the deficiency cited, and proposed corrective action(s).  
The CAP was submitted to CCLD in August 2013.  Corrective actions included changes to documentation 
forms, improvement of documentation procedures, timeliness requirements of specific correspondence 
items, staff quality assurance by checking for completed documentation during file and license review, 
Supervisory review, licensing clerk tracking and client notification of specific items, policy completion, 
and completion of the Advanced Academy training by the Licensing Program Analysts and Licensing 
Program Supervisor. 

 
Katie A. 
Shasta County, HHSA/Children’s Services began implementing Katie A. in April 2013.  For Katie A. 
implementation our goal has been to improve access to mental health services for children/youth in 
child welfare through timely screenings, assessment and service delivery using the Core Practice Model 
guidelines.  Child welfare and mental health workers work together to ensure that every child with an 
open child welfare case receives a mental health screening upon entry.  For children over age 5 that are 
not open to mental health services an additional mental health screening at 90 days from entry and 
again annually is given to assess for any new mental health needs.  Children age 5 and under are 
screened every 6 months or annually depending on the child’s age using the Ages and Stages 
Questionnaire administered by a Public Health Nurse. 
 
Children’s Services has completed community outreach events with Organizational Providers, 
Community Service Groups, and the local Court System to educate on Katie A, practice expectations, and 
gather feedback for practice improvements.  We have done several trainings for staff on the Katie A. 
Core Practice Model.  A Katie A. policy and procedure was completed and staff has been trained on the 
referral process, Katie A. billing, child and family teams, and mental health screenings.  We utilized the 
Implementation Science framework to help ensure the model maintains efficacy and consistency in 
practice throughout Children’s Services. 
 
Children’s Services has been delivering and billing for Intensive Home Based Services (IHBS) and Intensive 
Care Coordination (ICC) since October 2013.  Our HHSA mental health clinicians have been facilitating 
child and family teams (CFT) for Katie A. Subclass members through utilization of the Safety Organized 
Practice (SOP) framework.  For children that don’t meet the subclass criteria we encourage staff to utilize 
our High Risk Team (HRT) meetings to help address behaviors and/or the needs of the caregiver. Children’s 
Services has a Wraparound team that helps to serve Katie A. Subclass children and youth.   
 
Children’s Services is a member of the State Katie A. Leadership Collaborative and Northern Regional 
Learning Collaborative and is partnering with the Chadwick Center to improve trauma informed 
practices in mental health and child welfare.  As a member of the Regional Learning Collaborative, 
Children’s Services has worked collaboratively with other counties to share successes and challenges in 
implementing Katie A. in Shasta County.  
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Probation Initiatives  
Shasta County has continued active participation in the Juvenile Justice Coordinating Council.  The 
Juvenile Justice Coordinating Council:  
o Assists the Chief Probation Officer in developing a comprehensive, multi-agency juvenile justice plan 

(Juvenile Justice Plan) to provide a continuum of responses for the prevention, intervention, 
supervision, treatment, and incarceration of juvenile offenders.  

o Assists the Chief Probation Officer in developing a Juvenile Justice Development.  
o At least annually, reviews, and modifies if necessary, the Juvenile Justice Plan and the Juvenile 

Justice Development Plan.  
In addition to the Chief Probation Officer serving as Chairman, voting members include a representative 
from the following agencies:  
o Sheriff’s Office  
o District Attorney's Office  
o Public Defender's Office  
o Board of Supervisors  
o a Branch of the Shasta County Health & Human Services Agency concerning Social Services  
o a Branch of the Shasta County Health & Human Services Agency concerning Mental Health Services  
o County Office of Education or a school district  
o a City Police Department  
o a community based drug and alcohol program  
o an at-large community representative  
o nonprofit community based organizations providing services to minors  
 
Shasta County Probation has implemented the “Parent Project” and Courage to Change programs. These 
programs were put in place to develop a team approach with parents and probation officers, while 
minors also learn to explore their own thinking errors. Probation officers’ prior practice has been to 
refer minors and families out to other agencies for services rather than participating in the process. 
These programs ensure that all efforts are undertaken before a minor is referred for out of home 
placement orders. The Probation Department encourages parents whose minor is already in placement 
to participate in the Parent Project to help prepare them for reunification.  
o Parent Project  

A twelve-week, three-hour per week parent-training curriculum that teaches concrete identification, 
prevention, and intervention strategies for the most destructive of adolescent behaviors. Two 
probation officers work with the parents as a team, not as just facilitators of the program. Dinner is 
provided as a positive reinforcement for the parents’ participation. Probation also purchased the 
workbooks for the parents who are unable to do so. The outcome will be that parents feel 
supported by the juvenile justice system and are part of a team approach to better address the 
needs of the family. 

o Forward Thinking Journaling  
An evidenced-based Cognitive Behavioral Therapy (CBT) journaling and discussion course designed 
to develop the minor’s ability to plan for better decision-making.  This course part discussion, part 
journaling, some homework and group role play. The course is designed to improve decision-making 
skills, therefore lowering the minor’s risk to re-offend. 

o Thinking For a Change (T4C)   
An evidence-based, integrated, cognitive behavioral change program for offenders that includes 
cognitive restructuring, social skills development, and development of problem solving skills. 
Cognitive self-change teaches individuals a concrete process for self-awareness aimed at uncovering 
risky thoughts, feelings, attitudes, and beliefs. It is taught by using the simple principle that our 
thinking controls our behavior and to change our behavior, we must change our thinking.  Social 
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skills instruction prepares participants to engage in pro-social interactions based on self-awareness 
and consideration of the impact their actions will have on others. Participants learn how to actively 
listen, ask questions, appropriately respond to others’ anger, give feedback to others, effectively 
communicate apologies, negotiate, effectively communicate a complaint, understand the feelings of 
others, and recognize one’s own feelings. 

 
Other Quality Improvement (QI) Initiatives 
Although not Placement Initiatives the following two QI initiatives have the potential to improve the 
quality of the implementation and delivery of placement initiatives/services. 

 
Implementation Science 
Shasta County Health and Human Services Agency has made a commitment to apply Implementation 
Science to aid in program development, implementation, and evaluation.  To promote effective 
implementation in the field, Implementation Science is an approach to innovative, promising or 
evidence‐based practices/implementation to develop a reliable, supportive, and sustainable delivery 
system that maintains fidelity.  We created the Implementation Science team to guide our application of 
Implementation Science to the development of practice changes.  This team defined for Children’s 
Services the four frameworks/components necessary to implement and sustain evidence based 
programs with fidelity: 
o Stages of implementation - The four stages that every evidence based program should be evaluated 

at from start to finish. 
 Exploration - Major decisions are being made by leadership in respect to adoption of a new 

program/practice.   
 Installation - Key in this stage is to begin creating space and shifting the system.   
 Initial implementation - New components are being put into place, status quo gets challenged. 
 Full implementation - When full implementation is attained, the program or practice has 

become “business as usual” with high fidelity.  It is during this stage that the program/practice is 
ready to be evaluated for implementation, processes and outcomes. 

o Implementation Drivers - These are the critical organizational/infrastructure components necessary 
for successful implementation. 
 Competency drivers - Focus is on the development of competency and confidence in staff.   
 Organization drivers - Focus on factors and strategies that impact the organization and system’s 

ability to support high quality performance from the all members of the organization.   
 Leadership drivers - Focus on the factors related to the leadership needed at many levels. 

o Implementation Teams - Consist of three to five individuals who are accountable for ensuring 
implementation processes are created, supported, and adhered to.  The team may bring on special 
expertise of key stakeholders depending on the current contextual needs. 

o Improvement Process/Cycles - Once infrastructure is identified and built around the other three 
frameworks, the improvement process can be evaluated. Often times the Plan-Do-Study-Act 
assessment style is used to evaluate efforts.    

We have created the Implementation Science teams for Katie A., Triple P, and Safety Organized Practice.  
We have identified the need for creating a team for Family Finding & Engagement.  These teams are 
charged with assessing each of these areas for their various stage of implementation and developing a 
plan to address gaps and/or challenges in current practice.  To help these teams with their assessment 
we have developed checklists for each stage of implementation.   
 
Lean Six Sigma   
Shasta County Health and Human Services Agency has made a commitment to utilize Lean Six Sigma 
efforts to improve the quality of services throughout the agency.  As part of this effort every Branch, 
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including Children’s Services dedicated two staff to implement the application of the principles of Lean 
Six Sigma to create value-based solutions.  Lean Six Sigma is being utilized to encourage a county-wide 
culture of service excellence, continuous improvement and empirically based decision making as a 
means of improving quality, consistency, timeliness and cost of County Services.   
o The Lean approach utilizes a set of standard tools and techniques to design, organize, and manage 

operations, support functions, providers, and clients.  Lean techniques cut costs by eliminating 
waste of materials, time, activity, and errors.  These reductions increase the quality of services 
provided.   

o Six Sigma is both a project management framework as well as a set of statistical tools to aid in the 
solving of business problems.  

Lean Six Sigma provides tools for organizations to monitor and validate project progress, while also 
increasing value and efficiency.  This approach works toward a knowledge-based, empowered work 
force through the redefinition of middle management as enablers instead of enforcers.  To establish a 
culture of continuous improvement, middle managers become facilitators of flexibility with the 
responsibility to: 
o Set achievable goals for their staff 
o Provide staff with tools and skills (e.g., equipment and training) to perform their jobs successfully 
o Remove barriers that prevent staff from succeeding, growing, and contributing.  
Senior management establishes clear goals, middle management acts as an enabler, providing tools and 
removing barriers, front-line workers identify problems and provide ideas for improvement.  Children’s 
Services has been increasing staff awareness about quality improvement efforts by doing presentations 
at unit and leadership team meetings.  We have applied lean six sigma concepts to several of our 
business practices.  These include policy development and training and contract development systems. 
 

 

 

Board of Supervisors (BOS) Designated Commission, Board of Bodies 

 

THE BOS-DESIGNATED PUBLIC AGENCY  
 

Shasta County Health and Human Services Agency is the BOS designated public agency to administer 
CAPIT and CBCAP. 
 

CHILD ABUSE PREVENTION COUNCIL (CAPC)  
 

The Shasta County Child Abuse Prevention Coordinating Council (SCCAPCC) has coordinated child abuse 
and neglect prevention services for Shasta County residents since 1986 and has been designated by the 
Shasta County Board of Supervisors as the Child Abuse Prevention Council, as defined in Welfare and 
Institutions Code §§ 18980 et.seq., for the County of Shasta.  The designation occurred in 2010 through 
Resolution 2010-102 of the Board of Supervisors of the County of Shasta.  The SCCAPCC is incorporated 
as a nonprofit agency (501(c)(3).   
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Prevention of child abuse is critically important to protect children and requires the involvement of the 
entire community.  CAPCs are community councils authorized by the Board of Supervisors and whose 
primary purpose is to coordinate the community’s efforts to prevent child abuse and neglect.  The 
mission and vision of the SCCAPCC is primarily to service children and families, with special emphasis on 
child abuse and neglect prevention and intervention services.  The SCCAPCC collaborative body is 
multidisciplinary with respect to membership (W&I §18982).  The SCCAPCC coordinates efforts in the 
community to prevent child abuse and neglect.  The SCCAPCC is funded from the County Children’s Trust 
Fund (CCTF) and other prevention and community-based funding resources such as CBCAP and PSSF, as 
approved by the Board of Supervisors.  The SCCAPCC has implemented a protocol for interagency 
coordination and is required to report annually to the Board of Supervisors (W&I §18983).  
 

COUNTY CHILDREN’S TRUST FUND COMMISSION, BOARD OR COUNCIL  
 

County Children’s Trust Fund (CCTF) Commission, Board or Council  
The Shasta County Child Abuse Prevention Coordinating Council (SCCAPCC) has been identified 
designated as the Children’s Trust Fund Commission.  This commission administers the Shasta County 
Children’s Trust Fund to carry out the purpose of Welfare & Institutions Code §§ 18965-18971.  The 
designation occurred in 2002 through Resolution 2002-10 of the Board of Supervisors of the County of 
Shasta. 
 
Resolution 2002-10 allows SCCAPCC to receive the full balance of the birth certificate fees deposited 
with the Shasta County Health and Human Services Agency; maintain and monitor the County Children’s 
Trust Fund; establish criteria for funding programs; accept proposals that meet criteria, and make 
recommendations to the Shasta County Board of Supervisors as to those proposals; and prepare annual 
reports to the Board reviewing the Council’s activities.  As the designated County Children’s Trust Fund 
commission, SCCAPCC collects and publishes annually a description of programs and services funded 
from the CCTF; Target populations benefitting from these programs; Amount of each revenue source in 
the CCTF as of June 30 of each year; and the amount disbursed in the preceding year.  SCCAPCC 
publishes this information annually at www.shastacapc.org.   

 
Shasta County does not deposit any portion of their CBCAP allocation into the CCTF.  Shasta County 
contracts the entire CBCAP allocation with SCCAPSS to provide Community Based Child Abuse 
Prevention including educational outreach, mandated reporter training, and Parent Leadership 
development. 
 

PSSF COLLABORATIVE  
  
The Shasta County Child Abuse Prevention Coordinating Council (SCCAPCC) has been identified and 
designated as the PSSF collaborative. 
 

 

 

 

 

 

 

http://www.shastacapc.org/


   

  

 

 

California - Child and Family Services Review 
 

Shasta County Self-Assessment – Part II 

JANUARY 2015 
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Systemic Factors 

 

MANAGEMENT INFORMATION SYSTEMS  
 

Children’s Services utilizes both computer hardware and software to maximize the ability of staff to 
provide child welfare services. Shasta County has 165 desktop computers networked to the State’s Child 
Welfare Services/Case Management System (CWS/CMS), which include email and limited Internet 
access. Additionally, Managers, program analysts, community partners and HHSA’s Children’s Services 
staff who are not on CWS/CMS have access to the County computer network. Server Based Computing 
(SBC) tokens are available for use by a few designated on call staff and field staff to quickly and 
efficiently document case management activities outside the office.  
 
Shasta County currently utilizes the software application Business Objects to create reports for all levels 
of staff. Business Objects reports allow management and staff to track Federal, State and County audit 
requirements, generate weekly, monthly, quarterly and annual management reports, and to create 
county-specific reports for planning and tracking trends within Children’s Services.  
The Shasta County HHSA Children’s Services Program Managers (PM) provide oversight, with input from 
the CAPCC, to ensure the gathering, storing, and disseminating of program information as required by 
CAPIT/CBCAP/PSSF.  Quarterly reports, periodic meetings, telephone contact, and on-site visits between 
the CAPIT/CBCAP/PSSF providers and Shasta County HHSA Children’s Services are used to collect and 
distribute data and information. The Program Managers, assisted by assigned program analysts, 
facilitate the collection of CAPIT/CBCAP/PSSF required narrative, statistical, demographic, and budgetary 
data.   
 
Shasta County has a variety of systems in place: Child Welfare Services/Case Management System 
(CWS/CMS), a Foster Care Licensing database program, C-IV, Structured Decision Making (SDM), 
SafeMeasures, Anasazi, and software used by Juvenile Probation. Each will be addressed separately 
below:  

 CWS/CMS  
This application is used by all Children’s Services staff for tracking and documenting all case 
management activities related to children and families in Shasta County and as needed, 
statewide. Social Workers, supervisors, program managers, program analysts, clerical staff, 
court officers, Shasta County Office of Education and Public Health nurses use the system to: 
access case histories, write client contacts, enter medical, dental and education information, 
prepare court reports and adoption finalizations to the Juvenile Court, prepare hearing notices, 
track court dates and results, assign cases, monitor Social Worker compliance with state 
mandates, and provide helpful information to parents, foster parents and other care providers. 
Managers and supervisors extract valuable information for use in planning future services and 
needed program changes as well as monitoring overall performance.  

 Foster Care Licensing Database  
A database is used to track all pre-licensed and licensed foster parents in Shasta County. The 
database provides data for a monthly state statistical report detailing the total number of foster 
homes, number of new applicants, number of newly licensed homes, number of complaints, and 
the number of closed licenses. This database also has the ability to track available beds, 
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complaint investigations and results, foster family demographics, pictures of foster families and 
a list of their interests, pre-licensing activities, and licensing histories.  

 C-IV  
The statewide automated welfare computer system that helps determine benefits for Foster 
Care, Kinship-Guardianship Assistance (Kin-Gap), Adoption Assistance, along with other state 
welfare programs.  C-IV is a web based program that will allow some applicants to be able to 
apply on line for welfare benefits such as Cal-WORKs, food stamps, and Medi-Cal.  The C-IV is 
the fourth consortium of California counties that is functioning in 39 counties.  The system is an 
on-line and fully integrated information system designed to manage the data for many of the 
various social services programs. 

 Structured Decision Making (SDM) 
This web-based program provides a series of assessment tools used at key decision points 
during the processing of a case which cover response time, safety and risk, family strengths and 
needs and reunification.  This, along with training and clinical judgment, assists caseworkers and 
supervisors in providing uniform and standardized responses to all cases entering the system. 

 SafeMeasures   
Children’s Services managers and supervisors use the web-based software program, 
SafeMeasures to monitor staff compliance with mandated state case management activities. 
This provides near-real-time access to case-level information for both management of workload 
and for tracking the outcomes as to timeliness. Supervisors find it helpful in providing feedback 
to staff on performance regarding mandated child welfare activities. 

 Anasazi   
An electronic health record system utilized to monitor mental health services provided for 
children as well as billing information. Data is entered by collocated mental health staff. 

 Juvenile Probation   
The Shasta County Probation Department is currently using the JALAN system on the county 
network to gather, record and track individuals’ personal and criminal background history.   
Probation staff also has access to a desktop CWS/CMS computer to enter youth placement, 
court hearings, medical, and contact information directly into CWS/CMS.  This requires some 
duplication of effort as similar data is entered into both systems, but there is no current 
interface to bridge the gap between the programs. 

 
Barriers and Utilization 
Proper, timely and complete entry of data into CWS/CMS can be a challenge when caseloads are high 
and the child welfare units are understaffed.  This has a particular impact on monthly face-to-face 
contacts, referral investigations, closure of referrals or adoption cases and case plan updates and 
approvals.  Issues range from duplication of data, missing client demographic information and multiple 
identical service providers as well as incomplete or inaccurate placement information and changes.     
Shasta County participates in the Northern Region Training Consortium and all staff attend a weeklong 
course in CWS/CMS, with social workers also receiving more advanced training in casework and data 
entry.  Additional on-site training is also available as needed. 
 
Shasta County maintains a shared folder directory on the intranet which contains standardized county 
template documents as well as all guidelines and procedures.  These folders are accessible by all staff 
and are frequently updated as policies, regulations and court orders change.  This insures staff has the 
latest information available.  Staff also receives training on each policy as it is created as well as yearly 
refreshers on targeted current standing policies. 
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The SafeMeasures online software tool, available to all staff, provides standardized reports on a wide 
variety of information from CWS/CMS, including Outcome Measures.  These reports help staff and the 
agency to keep track of deadlines, timeliness of service provided as well as court, state and federally 
mandated requirements.   
 
Business Objects reports are utilized weekly to measure immediate and 10-day response compliance, 
children in current placement, cases flagged indicating domestic violence and cases closed in the past 
week.  Monthly SafeMeasures reports are utilized to monitor monthly caseworker visit compliance.  As 
needed, Business Objects and SafeMeasures are used to measure county performance on referral rates, 
substantiation rates, entry rates, in-care rates, recurrence of maltreatment, reunification, adoption, long 
term care, placement stability, placement type, placement status, timeliness of health and dental 
exams, authorization of  psychotropic medication, individualized education plans, and ILP service 
delivery.    
 
Evaluation Tools 
A wide variety of reports have been developed with the software tool Business Objects to monitor and 
track data.  Reports are distributed to analysts, Supervisors, Program Managers, Administration, as well 
as Public and Mental Health staff.  They are reviewed to assess current status of children and families 
involved with our agency as well as prevent problems before they arise.  Reports include children in 
current placements, domestic violence referrals, closed cases, cases where drug abuse has been noted, 
non-minor dependents involved in Independent Living Programs, referral disposition reasons, school 
enrollment, among others.  Social workers also have access to SafeMeasures with their own individual 
logons.  This allows them to review their own caseload data reports and helps in providing more 
efficient case management while also helping them to meet agency expectations and timeframes.    
 
Full Utilization 
For CWS/CMS, Shasta County has access to the “Functional Area Usage Report”, available on the state 
CWS/CMS website, which measures full system utilization.  This report covers the areas of referral 
management, client and court management, service management, placement, case management and 
adoption management.  In each functional area, Shasta County has met the utilization requirements for 
the past five years. 
 
A combination of software tools is used to help Shasta County create a picture of county compliance 
with state and federal requirements.  All staff are provided with user Ids and logons to SafeMeasures.  
The social workers are encouraged to use this tool to help them meet deadlines and recognize 
incomplete data and they are urged to utilize this information as part of their case management 
process.  Also, the county analyzes the data obtained through the UC Berkley Outcome Reports, which 
compiles data from the CWS/CMS database.  This data helps us identify trends as well as shortcomings 
in reaching state and federal outcome goals.  Unfortunately, the data published on the UC Berkeley 
website is three months behind, which makes it challenging to stay ahead of potential problems.  
SafeMeasures data is updated several times a week, and helps us have a more accurate view of issues in 
real time but these reports are not customizable.  Business Objects is the only software available which 
allows us to create our own reports, queries or questions.   
 
Shasta County would also like to employ the use of laptops, tablets, iPads, smart phones and other 
electronic devices in the field but this is not possible under the current Dedicated County model.  Use of 
these devices could improve staff time management as well as help deliver services more quickly 
outside the office.   
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CASE REVIEW SYSTEM 

  

The case review system is the process by which the county ensures that the needs of all children 
receiving services are met. The case review system includes how the county’s judicial system reviews 
the needs of children in foster care as well as how the agency administratively reviews the needs of 
children receiving in home services.   
 
County Juvenile Court Structure (i.e., timing and method of reviews):  
Notifying Caregivers and Tribes of Hearings and Efforts  
Shasta County’s medium rural size is conducive to having a single judge and single courtroom for the 
Juvenile Court dependency calendar. Children’s Services has five court officers that are responsible for: 
reviewing court documents and reports, supporting social workers in meeting depositional six, twelve, 
and eighteen month review requirements, keeping record of what transpires in court, and acting as a 
resource to County Counsel when the case-carrying Social Worker is not present in court.  
 
There are two County Counsel attorneys that represent the department at court hearings. These 
attorneys provide a wide range of legal counsel from the filing of a petition to the finalization of an 
adoption and the Juvenile Court process.  A half-time county counsel attorney handles the appellate 
work. In addition there are five contract attorneys that represent parents and children in the Juvenile 
Court process.  
 
Shasta County Children’s Services follows the Welfare and Institutions Code §366.05 time requirements 
when preparing and submitting all documents for child welfare cases.  Foster parents, relative 
caregivers, and pre-adoptive foster parents are notified of review hearings by first class mail 15 days 
prior to the hearing.  Children’s Services developed a policy and procedure known as Court Report 
Matrix in July 2013 and staff have been trained on court report timeliness and reporting requirements.  
Below is an example of the various court document timelines: 
 

HEARING TYPE PETITION FILLED  TO SUPERVISOR FOR  FINAL 

REVIEW 

REPORT TO CLERICAL STAFF 

FOR PROCESSING 

Detention Hearing Within 48 hours of 

Temporary Custody 

ASAP – The Detention 

Report is due one day prior 

to the hearing 

No later than 12:00 p.m. the 

day before the hearing 

 

HEARING TYPE TO SUPERVISOR FOR 

REVIEW THEN TO 

CLERICAL FOR 

FORMATTING 

TO SUPERVISOR FOR 

FINAL REVIEW AND 

APPROVAL 

BACK TO CLERICAL 

STAFF FOR 

PROCESSING 

REPORT TO BE FILED 

WITH THE COURT 

CLERK 

Jurisdictional & 

Dispositional 

No later than twelve 

calendar days prior to 

the hearing date. 

No later than twelve 

calendar days prior to 

the hearing date. 

No later than 

eleven calendar 

days prior to the 

hearing date. 

No later than ten 

calendar days prior to 

the hearing date. 
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Status Review 

Hearings 

No later than twenty 

calendar days prior to 

the court hearing 

date. 

No later than 

seventeen calendar 

days prior to the 

hearing date. 

No later than 

sixteen calendar 

days prior to the 

hearing date. 

No later than ten 

calendar days prior to 

the hearing date. 

WIC 366.26 No later than twenty 

calendar days prior to 

the hearing date. 

No later than 

seventeen calendar 

days prior to the 

hearing date. 

No later than 

sixteen calendar 

days prior to the 

hearing date 

No later than ten 

calendar days prior to 

the hearing date. 

Permanent Plan 

Review 

No later than twenty 

calendar days prior to 

the hearing date. 

No later than 

seventeen calendar 

days prior to the 

hearing date. 

No later than 

sixteen calendar 

days prior to the 

hearing date 

No later than ten 

calendar days prior to 

the hearing date. 

Addendums No later than Monday 

for Friday hearings 

No later than Tuesday 

for Friday hearings 

No later than 

Wednesday for 

Friday hearings 

No later than 

Wednesday for Friday 

hearings 

 

HEARING TYPE 

TO COUNTY COUNSEL FOR 

REVIEW AND APPROVAL 

TO CLERICAL STAFF FOR 

FORMATING & 

PROCESSING 

REPORT TO BE FILED WITH 

THE COURT CLERK 

Ex Parte Applications, 

Declarations of Due 

Diligence & JV180 

No later than four judicial 

days prior to the hearing 

No later than three judicial 

days prior to the hearing 

No later than 11:00am two 

judicial days prior to the 

hearing 

 
When the report is determined to be complete and correct, the Legal Clerk/Office Assistant makes copies 
of the report for the following:  

 All attorneys involved with the case,  
 Shasta County Counsel,  
 Case-carrying social worker,  
 any court-appointed child advocate, 
 Court Officer,  
 Parents, Legal Guardians or adults with legal standing in the case, 
 One original per child, 
 Legal Clerk and ICWA if applicable 

 
On a daily basis, a Legal Clerk/Office Assistant will mail copies of the completed court reports to all other 
parties involved in the individual cases.  Reports filed in connection with a status review hearing shall be 
provided to the parent or legal guardian and to counsel for the child at least 10 calendar days prior to the 
hearing.  This is accomplished by mailing the report at least 15 calendar days prior to the hearing to a 
party whose address is in California, or at least 20 calendar days prior to the hearing for addresses outside 
of California. 
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Workers and Supervisors are able to find the status of each court report by checking the “Tracking 
Reports” posted in the office. The report is updated by the Legal Clerks/Supervisor as often as possible, 
and at a minimum of once a month.   
 
The court can grant a reasonable continuance, not to exceed 10 calendar days, upon request by any party 
or his or her counsel on the ground that the report was not provided at least 10 calendar days prior to the 
hearing, unless the party or his or her counsel has expressly waived the requirement that the report be 
provided within the 10-day period or the court finds that the party’s ability to proceed at the hearing is 
not prejudiced by the lack of timely service of the report. 
 
Foster parent input is solicited by Social Workers during the course of the child’s placement through 
phone calls, home and office visits, team meetings (Family Team Meeting, High Risk Team, Multi-
Disciplinary Team, Child & Family Team, Special Care Rate) and is included in court reports.  Children’s 
Services has a Foster Parent Liaison who supports caregivers and solicits input to help with court 
reports.  Also the “Foster Parent Letter to the Juvenile Court” is available for additional input for 
reporting caregiver concerns to the court.  The Social Worker gathers input from other sources, 
including parents, Shasta County Office of Education, relatives, and treatment providers.  
 

There are several steps in the process of identifying Native American children in order to be in 
compliance with Indian Child Welfare Act (ICWA). At the time of a referral, an intake screener asks 
questions to identify ethnicity.  During the investigation process the social worker will contact the tribe if 
it has been confirmed that a parent is Native American to start the collaboration process.  The assigned 
intake social worker works with the tribal partner/representative and the family during the investigation 
process. 
 
Once detention occurs, if Native American ancestry is claimed the information is sent to the identified 
Tribes and the Bureau of Indian Affairs to verify ICWA eligibility. Children’s Services Clerical and Legal 
Clerk team tracks whether the Tribes are a “party to action” and begin contacting and noticing tribes as 
the time of removal.  Clerical sends out notice to tribes and court reports 10 days prior to the hearing.  
Once a child is determined to be ICWA, Tribal partners can be invited to participate in Family Team 
Meetings and additional input can be gathered for court reports during those meetings.  
 
Data indicates a historical problem with timeliness of court reports.  Staff turnover and hiring has 
impacted workload.  A Program Manager attends a pre-court meeting to go over the court report 
calendar and track timeliness of reports.  Managers also meet with County Council to discuss court 
reports and address concerns and issues with Supervisors and staff.  A Court Reports Policy and 
Procedure has been developed as a strategy to specifically address timely Court Reports.  Staff has been 
trained and an annual training regarding the court report policy will be provided to social workers and 
supervisors involved in court report writing.  As resources improve we may look at convening a 
workgroup to help address and develop a strategy for reducing court continuances. 
 
The Juvenile Courtroom is located at the Juvenile Justice Center, which houses the majority of juvenile 
probation officers.  In 2014, a new Juvenile Rehabilitation Facility was completed, which sits next door to 
the Juvenile Justice Center, in that the Juvenile Rehabilitation Facility is in a building separate from the 
courtroom, in-custody minors must be transported in shackles and handcuffs via a caged vehicle to 
court for safety and security reasons.   
 
The Juvenile Court unit consists of a supervising Probation Officer who reviews all out of custody police 
reports and makes referrals either to probation’s early intervention program, the Juvenile Assessment 
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Center, where a Probation Officer has the discretion to counsel and close, open a case plan on the 
referrals, refer to Peer Court, or submit to the District Attorney’s Office for filing of a delinquency 
petition per Welfare and Institutions Code § 653.5. The lead intake Probation Officer acts as court officer 
for most court proceedings, and works with another intake officer to file petition requests, detention 
memorandums and compose Dispositional reports on new cases.  
 
Probation officers with supervision caseloads, including placement officers, compose petition 
requests/petitions, detention memorandums, and dispositional reports regarding the minors assigned 
to them when they have committed a new offense or probation violation.  
 

Juvenile Probation is not required to follow ICWA for probation youth unless they are removed from his 
or her home solely for abuse and/or neglect.  However, when a probation youth is a tribal member, 
Probation’s practice is to notify that youth’s specific tribal ICWA social worker and invite them to court 
hearings, meetings, etc.   
 
Six month Review of each Child’s Case  
Children’s Services social workers are responsible for providing to the court every six months a periodic 
review for children that are removed from the care of his or her parents and placed into protective 
custody. Child Welfare and Probation cases are reviewed before the court every 6 months in accordance 
with Welfare and Institutions Code §366.21. 
 
Children’s Services has a Multi-Disciplinary Team (MDT) that was implemented in 1978. Within the 
provisions of the Welfare and Institution Code §18951, 18986.40, and 18986.46, MDT consultation 
services are provided to Children’s Services by professionals from agencies or individuals who have 
expertise related to services for children and families.  The MDT reviews cases submitted to them by 
Children’s Services or other community institutions in order to assist in the coordination of Children’s 
Services’ intended case plan and to recommend services to clients. 
 
The team is composed of a committee Chair (Program Manager, Clinical Division Chief or other designee) 
and representatives from Shasta County HHSA including: Child Welfare, Mental Health, Public Health, 
Drug and Alcohol professionals, CalWORKs Employment Support Services and County Counsel. There are 
representatives from the following community partner agencies: Shasta County Probation Department, 
Contracted Family/Visitation Center, Domestic Violence Services and Shasta County Office of Education. 
Parents who choose to participate and other guests participate on an individual case basis. 
 
Appropriate releases are obtained from parents and the team hears cases presented in a prescribed 
manner by the Children’s Services Social Worker responsible for the case.  Members share pertinent 
information related to the case plan of the child or family in this process and partner with Children’s 
Services staff in coordinating services and making recommendations to the case plan.   
 
The goal of MDT is to share information that will result in a case plan of services to support specific court 
recommendations.  The Social Worker develops a case plan and identifies services that are reasonable, 
objective toward the parent/guardian, considerate of the child’s best interest, and adheres to state and 
federal law. MDT suggests or makes recommendations for services to support the Social Worker’s case 
plan.  MDT members have an opportunity to provide information that supports an alternate 
recommendation to that of the presenting Social Worker.  If MDT provides information that suggests an 
alternate course of action, the Social Worker notifies his or her Supervisor and Program Manager to 
coordinate an in-house staffing with Supervisors, Program Manager, and County Counsel.  At this staffing, 
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the input from MDT will be presented.  The Supervisor obtains the Program Manager’s review and 
approval for final court recommendations. 
 
The following are within the scope of cases for review: 

1. All cases opened to services, except those that are opened and closed in Intake 
2. Original Dispositional recommendations, unless otherwise reviewed for appropriateness and 

concurrence by another interagency/Children’s Services case staffing (e.g. critical case staffing, 
family team meetings) 

3. Recommendation of reunification (e.g., return of child or perpetrator to the home) at any stage 
of court case to include exercising court discretion  for overnight visits and trial home visits 

4.  Any termination of court dependency that could pose a potential threat to the child or children 
(e.g. cases involving severe abuse, death of a sibling, critical cases, court findings under W&I 
Code § 300, (e), (f), or (i), etc.).  Workers or supervisors may, at their discretion, include any case 
for review of the plan for closure 

5. Staffing requested by Children’s Services workers 
6. Cases involving a major shift in the case plan or court recommendation (e.g., Permanent Plan 

to Family Reunification, Family Reunification to Family Maintenance, Family Reunification to 
Permanency) 

 
At least 10 calendar days prior to the hearing, the social worker shall file a supplemental report with the 
court regarding the services provided or offered to the parent or legal guardian to enable him or her to 
assume custody and the efforts made to achieve legal permanence for the child if efforts to reunify fail, 
including, but not limited to, efforts to maintain relationships between a child who is 10 years of age or 
older and has been in out-of-home placement for six months or longer and individuals who are important 
to the child, consistent with the child’s best interests; the progress made; and, where relevant, the 
prognosis for return of the child to the physical custody of his or her parent or legal guardian; and shall 
make his or her recommendation for disposition. 
 
At the review hearing held six months after the initial dispositional hearing, but no later than 12 months 
after the date the child entered foster care as determined in § 361.49, whichever occurs earlier, after 
considering the admissible and relevant evidence, the court shall order the return of the child to the 
physical custody of his or her parent or legal guardian unless the court finds, by a preponderance of the 
evidence, that the return of the child to his or her parent or legal guardian would create a substantial risk 
to the safety, protection, or physical or emotional well-being of the child. 
 
The status of every dependent child in foster care is reviewed periodically as determined by the court but 
no less frequently than once every six months, as calculated from the date of the original dispositional 
hearing, until the hearing described in § 366.26 is completed. The court considers the safety of the child 
and determines all of the following: 

(A) The continuing necessity for and appropriateness of the placement. 
(B) The extent of the agency’s compliance with the case plan in making reasonable efforts, or, in 
the case of an Indian child, active efforts as described in § 361.7, to return the child to a safe home 
and to complete any steps necessary to finalize the permanent placement of the child, including 
efforts to maintain relationships between a child who is 10 years of age or older and who has 
been in an out-of-home placement for six months or longer, and individuals other than the child’s 
siblings who are important to the child, consistent with the child’s best interests. 
(C) Whether there should be any limitation on the right of the parent or guardian to make 
educational decisions or developmental services decisions for the child. That limitation shall be 
specifically addressed in the court order and may not exceed those necessary to protect the child. 
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Whenever the court specifically limits the right of the parent or guardian to make educational 
decisions or developmental services decisions for the child, the court shall at the same time 
appoint a responsible adult to make educational decisions or developmental services decisions 
for the child pursuant to § 361. 
(D) Whether the child has other siblings under the court’s jurisdiction. 
(E) The extent of progress that has been made toward alleviating or mitigating the causes 
necessitating placement in foster care. 
(F) If the review hearing is the last review hearing to be held before the child attains 18 years of 
age, the court shall conduct the hearing pursuant to § 366.31 or 366.32. 
 

Children’s Services completes Detention and Critical Case “Staffings” with a team that includes social 
workers, leadership, public health nurses, mental health staff, and Shasta County Office of Education in 
order to get recommendations on case plan services and case direction and to ensure that a team makes 
the final decision. 
 
When a child has been arrested and booked in Juvenile Hall and a petition has been filed along with a 
detention memorandum, their parents/guardians are notified via telephone of the hearing, as in-custody 
minors must be arraigned within 24 hours after the District Attorney’s Office files a petition. (An in-custody 
petition on a misdemeanor must be filed within 24 hours of the minor’s arrest. An in-custody petition on 
a violent misdemeanor or a felony must be filed within 48 hours of the minor’s arrest.) Out of custody 
minors and their parents are notified of court hearings via mail by the District Attorney’s Office.  
 

Regarding the issue of timely filing of reports, probation is required by law to file Dispositional reports 48 
hours prior to the Dispositional hearing.  Continuances are only typically used on the occasion that court-
ordered information such as a psychological evaluation or competency evaluation have not yet been 
received from the psychologist preparing the evaluation, or that the parties in a joint assessment pursuant 
to WIC § 241.1 have been unable to finish their report. 
 
Parents, foster parents, and group homes are notified of six-month reviews and permanency hearings via 
mail from the probation assistant assigned to the placement unit. Notices are mailed 15 days prior to the 
hearing. Probation rarely has a failure to notify parents regarding hearings. Shasta County Probation does 
a good job of meeting this requirement.  
 
At the time of disposition into placement, the court sets a 6 month review date. An additional 6 month 
review date is set at each 6 month review. 
 
Permanency Hearing within 12 months  
The permanency hearing is typically set no later than 12 months after the date the child entered foster 
care, as that date is determined pursuant to § 361.49.  Cases can be continued to 18 or 24 months based 
on compelling reasons.  At the permanency hearing, the court determines the permanent plan for the 
child, which includes a determination of whether the child will be returned to the child’s home and, if so, 
when, within the time limits of subdivision (a) of § 361.5. 
 
If a juvenile court orders a permanent plan of adoption, tribal customary adoption, adoption of a 
nonminor dependent pursuant to subdivision (f) of § 366.31, or legal guardianship pursuant to § 360 or 
366.26, the court retains jurisdiction over the child or nonminor dependent until the child or nonminor 
dependent is adopted or the legal guardianship is established. The status of the child or nonminor 
dependent is reviewed every six months to ensure that the adoption or legal guardianship is completed 
as expeditiously as possible. When the adoption of the child or nonminor dependent has been granted, 
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or in the case of a tribal customary adoption, when the tribal customary adoption order has been afforded 
full faith and credit and the petition for adoption has been granted, the court shall terminate its 
jurisdiction over the child or nonminor dependent.  
 
For Probation, the 6 month reviews are automatically calendared by the court at the time of disposition 
into placement. 
 
Termination of Parental Rights (TPR)   
Once services to a parent have been terminated, every effort is made to ensure that Welfare and 
Institutions Code 366.26 hearings (the hearing at which TPR is ordered) occur within the prescribed 120 
days.  
 
Family Reunification services are offered to parents of children in care.  The number of months is 
determined by the age of the child and the parent’s progress.  If services are terminated to the parents 
(or not offered in some cases), a hearing is set within 120 days to determine the permanent plan for each 
child.   
 
The hearing falls under the Welfare and Institutions Code §366.26.  If the permanent plan is adoption, 
parental rights are terminated.  If there is a compelling reason indicating why the termination of parental 
rights would be detrimental to the child those reasons are listed and documented in the case.  Some of 
the reasons might be the child is 12 years or older and objects to termination of parental rights, there 
would be substantial interference with the child’s sibling relationship, the child is an Indian child and 
parental rights are modified in accordance with the tribal customary adoption order and the child is living 
with a relative who is unwilling to adopt but removal from the custody of the relative would be 
detrimental to the child’s emotional well-being. 
 
Children in permanent plans of long term care are evaluated ongoing as to barriers to permanency and 
regular Court hearings (permanent plan reviews) are held every six months. 
 
Case Planning:  
Coordination between the Child Welfare Agency and Mental Health services  
Children’s Services has a team of mental health clinicians assigned to work with child welfare staff to 
help assist in accessing mental health services for child welfare children and parents.  Children’s Services 
has an integrated leadership structure that includes mental health and child welfare leadership under a 
Children’s Branch Director and Deputy Branch Director.   
 
Mental health clinicians attend detention staffings to give input and make suggestions regarding mental 
health concerns for children and adults who are entering the child welfare system.  Mental health 
clinicians are also part of several multi disciplinary teams such as Family Team Meetings, High Risk Team 
Meetings, MDT, Child and Family Team meetings, Special Care Rate, and PPRT. 
 
Trauma – Screening, Assessment and Treatment  
 All children receive a mental health screening.  Based on the mental health screening some children will 
receive a mental health assessment.  Children that are age 0-5 receive the Ages and Stages 
Questionnaire (ASQ) from a Public Health Nurse every 6 months or 1 year based on the child’s age.  For 
children that are 5-18 or are non minor dependents a public health nurse completes a mental health 
screening upon entry into the child welfare system and the social workers screen at 90 days from entry 
if no mental health needs were noticed upon entry.  Every child that is not open to mental health 
services receives a mental health screening annually.   
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The Ages and Stages Questionnaire Third Edition (ASQ-3) is a comprehensive screening and monitoring 
program.  The screening system is composed of 21 questionnaires designed to be completed by parents 
or other caregivers at any point for a child between 1 month and 5 ½ years.  Each questionnaire contains 
30 developmental items organized into five areas:  Communication, Gross Motor, Fine Motor, Problem 
Solving, and Personal-Social.  An Overall section addresses general caretaker concerns. The target 
population to be screened using the ASQ-3 includes all children 0 -5 years with a substantiated case of 
abuse or neglect involved with the child welfare system in Shasta County. Children will be screened 
between 30 to 60 days of the date of detention.  Children under six months of age entering care will have 
two screenings in the first year of life and one screen each year thereafter.  Children over six months of 
age entering care will have one screening each year.  At the discretion of the case carrying social worker 
and the public health nursing staff, children may be scheduled for more frequent screening as deemed 
necessary. 
 
There is a mental health Access Clinician that helps to review screenings, make referrals to internal or 
organizational providers to complete a mental health assessment and informs social workers of the 
disposition/findings.   
 
The Comprehensive Assessment is a measurement or evaluation of the clients’ mental health including 
their social, emotional and behavioral functioning. The Comprehensive Assessment is provided initially to 
clients under the age of 21, and may be conducted by the contracted organizational providers. The mental 
health assessment also includes the trauma informed Child Adolescent Needs and Strengths (CANS) to 
assist with treatment planning and outcome measurements. 
 
In Children’s Services the Medication Evaluation is an evaluation of the clients’ presenting symptoms and 
functional impairments that includes obtaining details of the clients’ medical history, information on 
current medical and psychiatric medication, to determine if psychotropic medications may be helpful and 
if so to initiate a psychiatric medication management plan.  Children’s Services has a dedicated JV220 
Nurse who goes with children being evaluated for psychotropic medications and ensure that all necessary 
court paperwork and authorizations are in place.  Children’s Services developed a Psychotropic 
Medication Policy and Procedure that staff has been trained on.   
 
Therapeutic Behavioral Services (TBS) are available through contracted organizational providers for a 
short-term intervention designed to be part of a comprehensive mental health treatment plan.  Therefore, 
prior to consideration for TBS the client must have received a comprehensive mental health diagnostic 
assessment that results in a determination of medical necessity for specialty mental health services and 
is the basis for the comprehensive mental health treatment plan. To be eligible for TBS, individuals must 
be full-scope Medi-Cal beneficiaries, under 21 years of age, and meet medical necessity criteria for Medi-
Cal funded specialty mental health services.  Further, individuals must meet one or more of the criteria 
for the class, as defined in the court order that guides the implementation of TBS in California. 
 
Trauma Focused Cognitive Behavioral Treatment (TF-CBT) is an Evidence Based Practice used in Children’s 
Services by mental health clinicians to help address children with Post Traumatic Stress Disorder (PTSD).  
Trauma Focused Cognitive Behavioral Treatment is a form of cognitive behavioral therapy specifically 
adapted for children who have experienced trauma, and who are having significant emotional and/or 
behavioral problems related to traumatic life events.   
 
Probation Officers ask questions related to trauma when completing the Positive Achievement Change 
Tool (PACT) assessment with probation youth.  Every probation youth that is going through court has the 
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PACT assessment prior to disposition.  If trauma is an area of concern, the probation officers make 
appropriate referrals for services with the Crime Victim Assistance Center and individual or family 
counseling.   
 
Behaviorally based Goals and Objectives 
Children’s Services completes a Structured Decision Making (SDM) Family Strengths and Needs 
Assessment to help develop behaviorally based goals and objectives for families.  Safety Organized 
Practice tools are utilized to help ensure that a family’s strengths and needs are addressed during the 
various Family Team Meeting (FTM), High Risk Team (HRT), and Child and Family Team (CFT) meetings. 
 
Social Workers develop case plans for children and parents and update them every 6 months.  Case Plans 
are used to help define the goals and services that are necessary for the child or parents to obtain 
whatever permanency goal has been established.  The child’s Case Plan includes plans and services for 
the following: CHDP annual health exams, visitation, monthly contact with social workers, and the child’s 
strengths and needs.    
 
Mental Health Treatment Plans for children and youth are based on the issues identified from the CANS 
and the Treatment Plans are agreed upon with the child and family.  The CANS is done once a year to 
insure progress is being made and treatment goals are obtained.  Treatment Plans are updated on an 
annual basis to help assess progress and to develop new goals or objectives. 
 
Children’s Services utilizes evidence-based practices to help support caregivers in meeting the behavioral 
needs of the child. The Positive Parenting Program (Triple P) is utilized by internal staff and through 
contracted organizational providers. Triple P gives parents simple and practical strategies to help them 
confidently manage their children’s behavior, prevent problems from developing and build strong, healthy 
relationships.   
 
The Triple P – Positive Parenting Program ® is a parenting and family support system designed to 
prevent – as well as treat – behavioral and emotional problems in children and teenagers. It aims to 
prevent problems in the family, school and community before they arise and to create family 
environments that encourage children to realize their potential.  Triple P draws on social learning, 
cognitive behavioral and developmental theory as well as research into risk factors associated with the 
development of social and behavioral problems in children. It aims to equip parents with the skills and 
confidence they need to be self-sufficient and to be able to manage family issues without ongoing 
support. 
 
Triple P is delivered to parents of children up to 12 years, with Teen Triple P for parents of 12 to 16 year 
olds. There are also specialist programs – for parents of children with a disability (Stepping Stones), for 
parents going through separation or divorce (Family Transitions), for parents of children who are 
overweight (Lifestyle) and for Indigenous parents (Indigenous).  
 
SafeCare is an evidence-based home visitation program designed to provide direct skill training for 
caregivers in child behavior management, planned activities training, home safety training, and child 
health management skills to prevent and intervene with child neglect. Through SafeCare, trained home 
visitors work with at-risk families or child welfare families in their home environments to improve parents’ 
skills in those domains.   
 
Children’s Services has trained social services aides in SafeCare.  SafeCare is utilized for those caregivers 
with children age 0-5. Through SafeCare, trained home visitors work with at-risk families in their home 
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environments to improve parents’ skills in several domains.  SafeCare is generally provided in weekly 
home visits lasting from 1-2 hours. The program typically lasts 18-24 weeks for each family.  These workers 
are also trained to assist biological parents during visitation.   
 
Children’s Services utilizes a Placement Prevention Review Team (PPRT) for client approval for TBS, Group 
Home or Wraparound placement decisions.  It has been identified that developing a standardized process 
for mental health clinicians to share information about client goals and objectives with the case carrying 
social worker would be very beneficial. 
 
Based on the results of the youth’s PACT assessment, the probation officer works with the youth and 
parent(s) to create goals related to his or her criminogenic needs (factors that contribute to 
reoffending).  The probation officers are taught to make the goals SMART (specific, measurable, 
achievable, realistic, and time-limited).   
 
Parents are involved in creating their child’s case plan, whether their child receives informal services 
through the Juvenile Assessment Center (JAC), or goes through court. All parents and minors meet with 
the Probation Officer to complete the initial assessment and case plan. The parents, minor, Probation 
Officer, and probation supervisor must sign the case plan. The parent receives a copy of the case plan 
along with the Dispositional report, and the case plan is filed in court. Case plans are completed within 30 
days of removal for all minors detained by the court. Family Maintenance case plans are completed for 
minors who are out of custody during the initial intake process, prior to the Dispositional hearing.  
 
Selecting Appropriate Services 
Family Team Meetings are utilized to help establish and follow up regarding case plan services and assess 
what the family feels would be helpful.  Social Workers are encouraged to complete the SDM Family 
Strengths and Needs Assessment to help with case planning and service selection.  Children’s Services 
contracts with service providers that are trauma informed. 
 
Children’s Services develops Case Plans for children to reflect services related to health, dental, mental 
health services, educations needs, visitation, and social worker contacts.  Case Plans are updated at 6 
month increments to address client progress and change or add any services to meet the needs of the 
child. 
 
In Children’s Services mental health services are based on the child’s needs identified in the mental health 
comprehensive assessment, services include but are not limited to: 

 Individual Therapy 

 Collateral Therapy 

 Case Management 

 Medication Support 

 Therapeutic Behavior Services (TBS) 

 Trauma Focused Cognitive Behavioral Therapy (TFCBT) 

 Triple P 
 

Children’s Services has clinicians that have been assigned to serve specific populations of children based 
upon their experience and expertise.  In Children’s Services there are in house clinicians that serve 
primarily children 0-5, group home children, children receiving psychotropic medications, Katie A., 
probation, etc. 
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Wraparound services are offered by a multidisciplinary team of staff including social workers, a mental 
health clinician, parent partners, and a skill builder.  These collocated workers provide intensive, in-home, 
strength-based, solution-focused services to families at risk of having their children placed in group home 
care or transitioning from the group home back to their families. Services are voluntary and staff work 
actively with all family members with their natural supports and community providers to assist them in 
building on their strengths to maintain the child successfully in their home, school, and community.  
 
The Psychotropic Medication Policy and Procedures applies to the dependent and ward of the court 
children/youth that have been removed from the care, custody and control of their parents.  All 
dependent and ward of the court children who are prescribed psychotropic medication require court 
ordered Judicial Council Form JV220, “Application Regarding Psychotropic Medication” authorization prior 
to the administration of medication.   
 
In accordance with Welfare and Institution Code §739.5(a) and §369.5 if a minor has been adjudged a 
ward or dependent of the court under § 601, 602, or 300 and is removed from the physical custody of the 
parent and placed into foster care, only a Juvenile Court Judicial Officer shall have authority to make 
orders regarding the administration of psychotropic medications for that minor.  The Juvenile Court may 
issue a specific order delegating this authority to a parent upon making findings on the record that the 
parent poses no danger to the minor and has the capacity to authorize psychotropic medications. Court 
authorization for the administration of psychotropic medication shall be based on a request from a 
physician, indicating the reasons for the request, a description of the minor’s diagnosis and behavior, the 
expected results of the medication, and a description of any side effects of the medication. 
 
Services for parents include: mental health services, substance abuse treatment, parenting education 
classes, anger management, domestic violence education, and coordination of CalWORKs and Child 
Welfare case plans. With Indian Child Welfare Act (ICWA) cases the tribal representative can, depending 
on their level of involvement, sometimes be involved in case planning and attend the case staffing. 
 
Parents with substance abuse issues are referred to Children’s Services Substance Abuse Counselors for 
an assessment and referrals to service providers are made.  If parents have mental health needs a Global 
Appraisal of Needs (GAIN) is completed and an in house mental health clinician will complete an 
assessment with the parent and refer for community services as needed. 
 
In April of 2014 Children’s Services began a pilot program called Sober Living which provides 6 months of 
sober living services and other therapeutic interventions for individuals accepted into the Sober Living 
Program.  Clients are referred by HHSA’s Child Welfare and Perinatal Substance Abuse Treatment 
Programs.  The Sober Living services are a less restrictive level of care than residential treatment but a 
more comprehensive level of support than outpatient services alone.  Clients that get accepted into the 
Sober Living Program are required to enroll in concurrent substance abuse treatment services and attend 
16 weeks of parenting education through Parent University.   
 
SafeCare is generally provided in weekly home visits lasting from 1-2 hours. The program typically lasts 
16-24 weeks for each family.  The content for the home visiting sessions is presented in three separate 
modules: 

 Health Module – Targets risk factors for medical neglect.  The goals of this module are to train 
parents to use health reference materials, prevent common child illnesses and injury, identify 
symptoms of childhood illnesses or injuries, and provide or seek appropriate treatment by 
following a structured decision making approach for health issues focusing on when to provide 
care at home, call the doctor to ask for an appointment, or visit the emergency room.  
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 Home Safety Module – Targets risk factors for environmental neglect and unintentional injury.  
The home visitor trains parents to childproof the home by identifying and eliminating safety and 
health hazards.  The Home Accident Prevention Inventory-Revised assessment tool is used to help 
measure the number of environmental and health hazards accessible to children in their homes.  
Rooms are evaluated and training takes place to assist parents in identifying and reducing the 
number of hazards and making them inaccessible to their children.  The parents are taught about 
supervision guidelines. 

 Parent-Child/Parent-Infant Interactions Module – Targets risk factors associated with neglect and 
physical abuse. This module consists of training on parent-infant interactions (birth to walking) 
and parent-child interactions (8-10 months to 5 years). The purpose of this module is to teach 
parents to provide engaging and stimulating activities, increase positive interactions, and prevent 
troublesome child behavior.  

 
Probation will refer youth and families to treatment providers based upon which therapist would be a 
good fit and the family’s health care/therapy coverage (Medi-Cal, private insurance, Victim 
Witness).  Probation works with a select few providers that have had specific training in child abuse 
treatment, domestic violence counseling, and trauma work.  Juvenile probation also has access to 
several Shasta County programs such as: Thinking for a Change, Juvenile Drug Court, Wraparound 
Interagency Network for Growth and Stability (WINGS), Sex Offender Program, and Oasis School.  
 
Probation has access to Thinking for a Change which is a 16 week course designed to help minors cope 
with the stresses of life by teaching concepts and skills that enable them to manage their anger without 
resorting the aggression.  They are currently being conducted in the Juvenile Hall and at Oasis School, 
Anderson and Redding at Wright Education Services by Wright Education Services. 
 
Juvenile Drug Court is designed to reduce substance abuse and related criminal activity among non-violent 
juvenile offenders by offering a structure of strength-based intensive treatment services, intervention, 
court supervision and community support. Drug court is a minimum twelve-month program. Minors are 
required to appear before the Juvenile Court Judge every week, at which time the judge review the 
progress or lack of progress for the minor. Frequent drug testing and participation in recovery services in 
required. 
 
The purpose of the juvenile sex offender program within the juvenile probation system is to create a 
containment approach for monitoring juveniles who have been adjudicated for sex offenses. The team 
usually consists of a Deputy Probation Officer, a Sex Offender Therapist, and a Polygraph Examiner.  The 
deputy probation officer (DPO) monitors the juvenile's behavior in the field and assesses compliance with 
Court orders. Juveniles on this caseload have extensive rules and requirements to follow, including 
completing a Juvenile Sex Offender Rehabilitation Treatment (JSORT) program. On a weekly basis, each 
juvenile is visited by the assigned Deputy Probation Officer, at his or her school, home or at sex offender 
counseling. Random probation searches are conducted by the DPO at the minor's home. This ensures the 
minor is not in possession of any restricted material such as pornography, internet access, or anything 
else restricted by court order. The minors are also not permitted to have contact with young children or 
their victims without special permission from their probation officer. Additionally, if the minor has 
substance abuse issues, they are subject to random testing and counseling classes. To help with family 
issues, the DPO regularly attends the family parenting class. This offers the DPO the opportunity to learn 
if the family is complying with the Court orders.  Because of the foremost importance for community 
safety, each minor/family involved with the sex offender program must have a safe plan in effect.  
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Oasis Community School is operated by the Shasta County Office of Education. The Office of Education 
pays for one Deputy Probation Officer position to work with up to 100 probation minors referred to the 
school by School Attendance Review Boards (SARB).  There are nearly 50 wards of the Court and 50 
informal cases at Oasis school. The two staff work with minors, including wards of the court that are 
attending Oasis Community School.  They monitor attendance and compliance with Court orders and/or 
SARB contracts. 
 
Wraparound Interagency Network for Growth and Stability (WINGS) is an intensive strength based family 
focused program for high-risk juveniles. The court-based program uses an interagency family treatment 
team to meet the needs of the minor and family. The team consists of two probation officers and a mental 
health therapist. The WINGS team also includes a skill builder and a parent partner to better support the 
needs of the minors and their parents. If community resources are not wrapped around these minors 
these are the minors who will go into the highest level of group home care. The skill builder works 
extremely hard to introduce the minors to pro social activities that will further connect them to the 
community. They work towards enriching the minor’s connection to their school environment to address 
truancy issues. The parent partner focuses on the needs of the parents and supports and encourages them 
to complete what they need to do to support their children. Often times these are the parents that are 
overwhelmed by their own mental health issues and they have a difficult time following through in getting 
their children the health care or educational services they need. Minors with diagnosed mental illness, as 
well as those whose level of functioning is impaired by learning disabilities and severe substance abuse, 
require extremely high levels of supervision and support in order to be successful in their school, home 
and community. Family members help in developing plans and strategies to deal with issues presented 
when the minor remains in the home. 
 
Visitation   
Visitation is at the center of successful reunification, providing education and support for families who 
have been separated due to child safety issues.   A comprehensive visitation program preserves family 
ties, provides education to the parent, and helps the parents meet the child’s needs so that they may 
successfully maintain and/or reunify with their children.   
 
In Children’s Services visitation is addressed and is a standing item on Court Reports and the case-carrying 
social worker and social service aide (Family Worker) works with the family to develop and implement an 
individualized, purposeful and progressive visitation plan for each parent.  In accordance with Welfare & 
Institutions Code § 362.1(a), Children’s Services provides for supervised and/or unsupervised visitation 
for children and families involved in child welfare in Shasta County.  Children’s Services provides for 
visitation on five different levels of supervision: “Supervised”, “Monitored”, “Start–Stop”, “In-home “, or 
“Overnight”. 
 
Visitation is based on the developmental needs of children and families, the social worker and family 
workers assessment, and the Safety Organized Practice Family Risk Assessment.  The social worker also 
considers the child’s community and Tribal connections in determining visiting plans. In Children’s Services 
we have Social Service Aides that are trained in Evidence Based Practices (Triple P and SafeCare) and have 
a background in child development.  Social Services Aides help to oversee parent child visitation and 
report to the case carrying social worker how visitation is going. 
 
During Court Orientation the basics of visitation are explained to families and during Family Team 
Meetings visitation is discussed.  The visitation schedule is re-assessed at 30 days. 
 
Family Engagement  
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Children’s Services utilizes the Safety Organized Practice Model to help with client engagement, 
assessing what case plan services are needed, visitation needs, barriers to services, developing Safety 
Plans and transition planning. We have increased our family engagement efforts through the 
development of Parent Court Orientation.  In addition to the Parent Court Orientation there are several 
other family engagement strategies utilized in Children’s Services including: the Supporting Father 
Involvement Group, SafeCare, Triple P, and parent involvement at the Multi-Disciplinary Team meeting. 
 
There has been an increase in family inclusion in decision making and the routine practice of using 
Safety Organized Practice structured Family Team Meetings, which has resulted in more family 
involvement in the case planning process.  The practice of involving parents and children in the case 
planning process on a regular or consistent basis still varies somewhat, but all Social Workers are clear 
about the agency expectation for such involvement. Notices of Hearing are sent to tribal entities in 
potential ICWA cases and from there it is often up to the tribe to initiate their active involvement in the 
case planning process. Social Workers and parents develop the case plan update for the Dispositional 
Hearing, which is given to the parent for review and signature. At this time, children and foster care 
providers’ involvement in case planning is accomplished mainly through the Family Team Meeting 
process and face-to-face meetings with the Social Worker. 
 
The facilitated meetings (Family Team Meetings, High Risk Teams, Child and Family Teams) for families 
and caregivers utilize the Safety Organized Practice structure.  A majority of staff have attended Safety 
Organized Practice trainings and are familiar with the different Safety Organized Practice tools.  
Consistent usage of Safety Organized Practice throughout Children’s Services has not yet been obtained.  
Children’s Services is utilizing Implementation Science and has created a Safety Organized Practice 
Implementation Team that is working on a plan to improve the Safety Organized Practice utilization 
throughout Children’s Services.  When Safety Organized Practice is utilized for families in the child 
welfare system, families are much more engaged and active in their case plan. 
 
The Multi-Disciplinary Team (MDT) reviews all court cases for major decisions regarding the goals of 
Family Maintenance, Family Reunification, or Permanent Plan and changes to established goals. Case 
plan elements and the progress or lack of progress made by parents are reviewed at the MDT to 
determine what recommendation Children’s Services should make to the Juvenile Court. The MDT 
discusses services offered to the parents and/or whether children should return to the parents. When 
discussing the recommendation, it is essential to determine whether the original safety concerns have 
been addressed and whether the child can be safely returned to the parent’s care. Parents and children 
participate in Family Team Meetings s prior to this review, but are not always present at MDT. The 
foster care provider is invited to the MDT meeting to present information about the child’s progress in 
placement.  
 
With the implementation of Structured Decision Making, Family Team Meetings, High Risk Teams, Child 
and Family Teams, Wraparound and MDT there are several family engagement practices occurring 
throughout Children’s Services. 
 
Probation participates in the Shasta County, Children’s Services Wraparound program that is staffed with: 
a Clinical Supervisor, Clinician, 2 Social Workers, and 2 Parent Partners.  The children/youth eligible for 
Wraparound include those that were previously in or at risk of entering high level group home placement 
and are typically wards of the court.  Wraparound services include: individualized family focused 
intervention planning, 24-hour crisis support, in-home family focused services, parent partners and 
flexible funding. 
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Probation also has an interagency mental health program known as Wraparound Interagency Network for 
Growth and Stability (WINGS) that is an intensive strength based family focused program for high-risk 
juveniles. The court-based program uses an interagency family treatment team to meet the needs of the 
minor and family.  
 
Both of these models utilize a strength-based family team decision making approach.    

 
Assessment Tools  
Children’s Services utilizes the Structured Decision Making (SDM) tools: CA Hotline Tools, CA Safety 
Assessment, CA Family Risk Assessment, and CA Family Strengths Needs Assessment.  Consistent usage 
throughout Children’s Services has not been achieved yet for SDM.  Safety Organized Practice is another 
strategy that is being implemented in Children’s Services. 
 
For children’s mental health services a Comprehensive Mental Health Assessment is done as well as the 
trauma informed Child and Adolescent Needs and Strengths Tool (CANS).  The CANS is completed during 
the Assessment.  Children’s Services is in the process of developing a system to measure the progress or 
improvement for clients by tracking the CANS measurements. 
 
The Ages and Stages Questionnaire Third Edition (ASQ-3) is a comprehensive screening and monitoring 
program.  The screening system is composed of 21 questionnaires designed to be completed by parents 
or other caregivers at any point for a child between 1 month and 5 ½ years.  Each questionnaire contains 
30 developmental items organized into five areas:  Communication, Gross Motor, Fine Motor, Problem 
Solving, and Personal-Social.  An Overall section addresses general caretaker concerns. Based upon the 
ASQ-3 scores and the needs of the child, referrals will be made to the following agencies: 

 Far Northern Regional Center (FNRC) Early Start/Early Head Start 
All screenings with at least one area scoring below the established cutoff will be considered 
for referral.  Additionally, scores with multiple areas scoring close to the cutoff, or multiple 
overall concerns will be considered for referral. Screenings of concern that are not referred 
will be rescreened within 90 days of the initial screening. 

 Shasta County Office of Education (SCOE) Early Intervention Program (EIP)  
All children with delays due to a condition such as impairment in vision, hearing or speech, 
orthopedic condition, congenital syndrome, seizure disorder, Autism-like behavior, 
Intellectually Delayed, or Emotional Disturbance will be referred to the SCOE EIP. 

 
The Domestic Violence Screening Inventory (DVSI) is utilized for adults and the assessment gives an 
overall score indicating likelihood of imminent risk of violence to victim. The Global Appraisal of 
Individual Needs (GAIN) is a family of evidence-based instruments used to assist clinicians with 
diagnosis, placement, and treatment planning.  The GAIN and DVSI are used to decide whether or not a 
referral for further services is needed.  There is an in house Drug and Alcohol Counselor and Adult 
Mental Health Clinician who complete assessments and make recommendations or referrals for services 
in the community. 
 
Probation utilizes the evidence based Positive Achievement Change Tool (PACT) assessment tool.   
 
Case Plan Reviews:  
Referrals/Follow up for Services  
Children’s Services social workers, clinicians, public health nurses, and substance abuse counselors make 
referrals for services both in house and in the community.  Mental Health and Psychiatric Evaluation 
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referrals are tracked through an internal process to ensure timely access to services. Follow up with 
referrals and services providers have proven to be a challenge.   
 
When children or families receive services in house there is more consistent communication and follow 
up between providers and social workers.  Progress is easily monitored for in house services because that 
staff is on site and more accessible.  There is less consistent contact between social workers and outside 
organizational providers. 
 
The Intake Unit starts the case planning process for all cases.  Along with investigation of the referral 
allegations, intake social workers discuss family strengths and challenges with parents, attempt to 
formulate safety plans or identify relative caregivers with parent and child involvement.  The intake social 
worker creates an interim case plan that lists referrals for services and is given to the family.  The intake 
social worker completes the “Intake Checklist” prior to transitioning a case to the ongoing social worker.  
The “Intake Checklist” addresses what referrals have been done or what process they are in. 
 
Social workers review the referrals and case plan progress during the Multi-Disciplinary Team meeting 
and also report to the court the referrals and progress.  Supervisors review all case plans to ensure 
referrals are completed.  During Family Team Meetings the group discusses referrals, client progress and 
goals.  The Safety Organized Practice tools (Strengths and Needs, Safety Mapping, and/or the Three 
Houses) are utilized in Family Team Meetings, High Risk Team, Child and Family Team meetings to help 
address current case plan progress and needs. 
 
There is a Children’s Services Analyst that is responsible for tracking referrals to outside agencies.  
Examples of referrals that are tracked include: Psychological Evaluations, Drug Testing, Drug and Alcohol 
Counseling, Parenting Classes, Anger Management, Mental Health Counseling and Assessment Services, 
Sexual Assault Victims Counseling, and Therapy for Couples, Families and Individuals. 
 
The supervising probation officer reviews each case plan and staffs cases regularly with the probation 
officer.  The WINGS and placement teams meet weekly for supervision/case staffing among staff and the 
supervisor/division director.  Probation officers have relayed that our current case plan software is 
cumbersome and confusing.  It would be helpful to simplify the case plan process so that updating 
regularly with families and creating behaviorally based goals is more consistent.   
 
Case Planning Engagement - including parent/caregiver, children/youth and, when applicable, tribes 
Social Workers have access to a number of multidisciplinary staffing teams that include the 
WRAPAROUND, High Risk Team, Placement Prevention and Resource Team, Multi Disciplinary Team, 
Family Team Meeting, and Child and Family Team meetings, all of which assist in identifying family 
and/or foster parent needs through interviews, information collection, coordination, and presentation.  
The case planning process is focused on family/child strengths, needs, and concerns. Social Workers use 
the CWS/CMS case plan in the computer system.  This plan includes a section on strengths, but for the 
most part the case plan services and objectives are driven by the allegations that led to the family’s 
involvement with Children’s Services. The case plan outlines the services required of the parent in order 
to successfully achieve the stated goal. 
 
In addition to the teams listed above, the foster parent liaison and the licensing Social Workers also assist 
in assessing the needs of foster parents. They identify foster parent strengths so that foster children can 
receive the best possible placement match. The Shasta County Foster Parent Association, along with the 
Foster Parent Standards Committee, is available to hear foster parent needs and concerns.  
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Children’s Services engages the family through regular social worker contacts with a majority of those 
visits occurring in the home.  All parents with an open child welfare case are required to attend Parent 
Court Orientation which gives an overview to families about the child welfare system, court process, 
visitation, placement types, and case plan. 
 
Children’s Services has trained a majority of its social workers in Safety Organized Practice to help them 
better engage with families in the child welfare system. 
 
The probation officer meets face to face with each child and parent to conduct the Positive Achievement 
Change Tool assessment and to create a case plan.  The supervision officer is responsible for ensuring the 
case plan is shared with the family and signatures have been collected.  The supervising probation 
officer/division director reviews cases to ensure case planning activities are completed and staffs cases 
regularly with probation officers.  
 
Probation Officers make referrals for appropriate services, monitor compliance with court orders and the 
case plan, and are required to make a case note at least monthly regarding the minor and family’s progress 
toward achieving case plan goals. 
 
Case Planning Participation - Parents/Guardians Rights and Responsibilities  
At the time of the Detention Hearing the Interim Case Plan is given to the parent(s) that lists Court 
Orientation as a mandatory service.  Parent Court Orientation is ordered by the Juvenile Court Judge and 
helps to inform families of his or her rights and responsibilities.  Parent Leaders participate in the Court 
Orientation that is mandatory for those entering Child Welfare Services.  At this orientation, Parent 
Leaders sit on the panel and discuss their personal experiences of child welfare, as well offering 
encouragement to those entering services.  
 
The Initial Case Plan is monitored in Safe Measures and updated every six months.  Supervisors can 
monitor these reports for compliance through Safe Measures reporting.  The Safety Organized Practice 
Family Strengths and Needs Assessment is utilized to help develop the Case Plan, but consistency in 
utilization has not yet been achieved throughout Children’s Services. 
 
Family Team Meetings can be called by parents to help address case plan activities or needs.   
 
The probation officer meets with the parents/guardians prior to disposition and explains their rights and 
responsibilities in case planning.   
 
Parents are involved in creating their child’s case plan, whether their child receives informal services 
through the Juvenile Assessment Center, or goes through court. All parents and minors meet with the 
Probation Officer to complete the initial assessment and case plan. The parents, minor, Probation Officer, 
and probation supervisor must sign the case plan. The parent receives a copy of the case plan along with 
the Dispositional report, and the case plan is filed in court (unless they are receiving services through 
Juvenile Assessment Center, then they receive a photocopy). Case plans are completed within 30 days of 
removal for all minors detained by the court. Family Maintenance case plans are completed for minors 
who are out of custody during the initial intake process, prior to the Dispositional hearing.  
 
Needs of Caregivers 
Social Workers are required to have monthly contact with the child and caregiver to gather input, assess 
the child and caregivers needs, and share information.  Caregiver input is utilized to help make 
adjustments to case plans and a child’s services to ensure children’s needs are being met. 
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Caregivers can request High Risk Team meetings to help meet the needs of the caregiver or child.  
Caregivers are invited to High Risk Team and Child and Family Team meetings to gather feedback that also 
can be used to inform the case plan. 
 
In addition to the multi disciplinary teams, the foster parent liaison and the licensing Social Workers also 
assist in assessing the needs of foster parents.  They identify foster parent strengths so that foster children 
can receive the best possible placement match. The Shasta County Foster Parent Association, along with 
the Foster Parent Standards Committee, is available to hear foster parent needs and concerns. Family 
Team Meetings are also utilized to help address caregiver’s needs. 
 
For each objective in the case plan, the probation officer will assign interventions to the minor, the 
parent/guardian, and the probation officer.  The case plan is individually tailored for each family’s needs.   
 

FOSTER AND ADOPTIVE PARENT LICENSING, RECRUITMENT AND RETENTION 
  

To ensure compliance with requirements for a criminal record clearance, Children’s Services 
conducts a criminal record review of all persons specified in Health and Safety Code section 1522. 
Criminal records checks are completed prior to all Relative/NREFM placements and are a part of the 
application process to become a County Licensed Foster Parent.  The criminal record check is completed 
to ensure that the applicants meet regulatory, and case law requirements for the safety and 
appropriateness of placing a child with that person(s) in that specific residence. 
  
Initial screening and criminal record check are begun by the Social Worker and results are reviewed with 
their Supervisor. In the case of Relative/NREFM placements, the criminal record information is also 
reviewed by the Relative Home Assessment Social Worker and the Foster Care Licensing Supervisor to 
ensure all requirements are met. The criminal record check includes documentation of all adults and 
children residing in the same home. Children’s Services maintains a Live Scan Log for all Applicant 
fingerprint transactions for one year, the log is available to DOJ upon request. The Custodian of Record 
oversees that an Office Assistant has the original CLETS documents in a locked file, and will destroy each 
document one year after receipt.  The audit trail is maintained for three years.   
 
Access to CLETS and Live Scan information is provided to Children’s Services staff that have been trained 
on the handling of criminal record information.  The Custodian of Records is responsible for overseeing 
the determination regarding support staff’s suitability to function in this sensitive position. Children’s 
Services has updated policies and procedures for conducting criminal records checks and conducts 
training for new staff and annual refresher training for all staff on CLETS/ LIVE SCAN and the statutory 
requirements for conducting criminal record checks. 
 

Collaboration with local tribes for the placement of children in tribally approved homes 
Children’s Services works with the Bureau of Indian Affairs (BIA) to ensure compliance with provisions of 
the Indian Child Welfare Act (ICWA).  Children’s Services notifies all tribes and the BIA to determine 
ICWA eligibility and to provide services to youth and families identified as ICWA eligible. 
 
When families are involved with Child Welfare Services (CWS) in Shasta County, Children’s Services 
conducts a formal search for relatives and absent parents, including resolution of paternity issues and 
compliance with Indian Child Welfare Act (ICWA) requirements.  The County complies with all aspects of 
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the Indian Child Welfare Act (ICWA). If Native American ancestry is claimed, the information is sent to 
the identified Tribes and the Bureau of Indian Affairs (BIA) to verify ICWA eligibility. 
 
Children’s Services works with the Redding Rancheria, the Pitt River Tribe and other local tribes to assist 
in the identification of ICWA approved homes. Placement resources (when relative placement is not 
possible) are requested from the Rancheria and/or Tribe(s). When Native American children cannot be 
placed with relatives or in a Native American foster home, County explores other ways to keep the 
children connected to their culture, including arrangements where non-Native American foster homes 
take the children to cultural events connected with their own or other tribes.  For children identified as 
covered under ICWA, the County must have written documentation in the form of a tribal document/ 
resolution to show that the child(ren) are recognized as members of the tribe.  In addition, Children’s 
Services is a member of the Shasta County Indian Child Welfare Act (ICWA) Workgroup along with our 
local tribes and their tribal partners.  The workgroup shares resources and works together to remove 
barriers to placing Indian children in Indian homes. The Redding Rancheria has its own tribal court and 
has resources to place Indian children. Children’s Services collaborates with the Redding Rancheria to 
identify placement resources. 
 

Cross-jurisdictional resources to facilitate timely Adoptive or Permanent Placements  
Shasta County Children’s Services complies with all statutes and regulations regarding the Interstate 
Compact on the Placement of Children (ICPC) and the ICWA in order to identify eligible children/youth 
and to provide safe and timely permanent placements.  Shasta County Juvenile Probation staff is 
collocated with CWS staff to facilitate communication about children/youth in out of home placements. 
 
The Shasta County Adoptions Unit provides adoption services for children in the Child Welfare System in 
Shasta County. The Adoptions Unit is collocated with Children’s Services. The Adoptions Unit has one 
full-time supervisor, five full-time Adoption Social Workers and two clerical staff assigned. Recruitment 
and training for people interested in adopting through foster care, is provided in conjunction with the 
Foster Care/Options Licensing, Training and Recruitment program.  
 
Where there is a substantial risk that the child will not be able to reunify with biological parents, 
Children’s Services engages in concurrent planning to attempt to reduce the number of placement 
changes for the children by placing them into homes that are willing to provide care as foster parents/ 
relative/NREFM caregivers and, if the need arises, provide a permanent home for the child.  These cases 
are presented by the social worker at a monthly meeting held by the Court officers. Secondary 
assignment may be made to an Adoption worker based on child’s needs, and potential for concurrent 
plan of adoption.   
 
Resource Family Recruitment, Training, and Support 
Shasta County has an MOU with the CDSS to perform licensing functions for the state with respect to 
Foster Family Homes located within the geographical area of Shasta County.  The Shasta County HHSA 
Foster Care Licensing Unit currently monitors 155 licensed foster homes. The Licensing Unit consists of 
two full time foster care licensing workers, one full time relative home assessment worker, and a foster 
parent employed as a liaison and advocate for foster and/or adoptive parents. Licensing staff investigate 
complaints made against county licensed homes; develop and enforce plans of correction for those 
complaints; and provide Social Workers with information on bed availability.  Recruitment and training 
for prospective foster parents is provided as a “Foster Care/Options Licensing, Training and 
Recruitment” function of the Licensing Unit.  
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The Foster Care Licensing Unit has a strong training component for all new and existing foster parents. 
Relative care providers receive training and support through the Shasta College Kinship Care Program. In 
addition, the Licensing Unit maintains an “Options for Recovery” program that recruits and trains foster 
parents to care for substance exposed and medically fragile children under the age of five. The Licensing 
Unit also provides evidence-based Triple-P training to current and prospective foster parents and kinship 
care providers.  Inquiry Meetings are conducted monthly to orient interested foster parents to the 
Licensing process, to answer questions and to invite them to schedule an individual orientation meeting 
that starts the licensing paperwork process.  
 
Shasta County utilizes a monthly “Standards” meeting. Participants of the “Standards” meeting include: 
social work staff, foster and adoptive parents, Lilliput Children’s Services, the Shasta County Foster 
Parent Association, and the HHSA Public Relations staff. The “Standards” meeting has incorporated the 
Quality Parenting Initiative (QPI) work and branding to improve communication with foster parents and 
to strategize and coordinate recruitment activities. Recruitment brochures, posters, flyers and a 
recruitment package have been developed for distribution at various community events and venues. 
Advertising to increase awareness and to stimulate recruitment has been developed and printed in the 
main county newspaper, public service announcements on local television and radio, and Yellow Pages 
and Yellow Pages Internet Ads. Recruitment information is also located on two Shasta County web sites: 
(www.fostercare.co.shasta.ca.us  and www.adoptions.co.shasta.ca.us).  Child specific recruitment is 
utilized for children needing adoptive placements though Valley Exchange and The Kids Connection. 
    
The rate of licensing new foster homes through recruitment activities has been barely sufficient to 
replace foster homes that have stopped providing foster care for many reasons, including the 
completion of their family through adoption.  
 

Support Services and Resources 
Children’s Services and the Foster Care Licensing Unit provide extensive training for current and 
prospective foster parents and relative care providers that address the knowledge and skills they need 
to carry out their duties in caring for abused and neglected children. Interwoven with the training is a 
system of supportive services that helps caregivers provide stability and appropriate care for children in 
different stages of Child Welfare intervention.  
 
Foster Pride Pre-service is a mandatory training that all new Foster Parent applicants must complete 
before a placement is made. This class provides information on the following topics: 

 the Child Welfare System in California 

 the Child Welfare/ Dependency Court process 

 strengthening family relationships, building relationships with birth parents and siblings 

 positive discipline in the home, setting boundaries and role modeling 

 loss and grief issues related to children in care and loss experienced by foster families 

 family visitation procedures and expectations 

 working with birth parents  

 adoption 

 planning for change 

 CPR/first aid certification and semi-annual recertification classes 
 
Options Training is a 36-hour special training for foster parents and relatives who are caring for infants, 
toddlers and young children ages 0 to 5 who have been exposed to drugs and alcohol. It includes a 
support program, education and training, follow-up services with the Options nurse, support groups and 

http://www.fostercare.co.shasta.ca.us/
http://www.adoptions.co.shasta.ca.us/
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respite care. Options Training introduces the caregiver to the lifestyle of substance abusing families 
through presentations on the Drug Endangered Children (DEC) program and drug treatment modalities 
as presented by County staff connected to the DEC program. It goes on to address the issues related to 
children affected by prenatal and environmental substance exposure. Whenever possible, professionals 
from the community are brought in to teach the different topics. This class is mandatory for caregivers 
receiving placement of substance-exposed children. In addition to this class, Options sponsors an Annual 
Foster Parent Retention Training and an Annual Professional Cross Training. Initial Options’ training 
includes: 

 Understanding addiction and recovery.  

 Developmental effects on a fetus that is exposed to drugs and/or alcohol.  

 Normal infant, toddler and young child development vs. development delays.  

 Speech therapy, physical therapy and occupational therapy.  

 Care of substance exposed and medically fragile children.  

 HIV, hepatitis and common diseases and disabilities.  

 Behaviors of substance exposed children.  

 Infant and toddler massage.  

 Attachment and bonding.  

 Community resources.  

 Grief and loss.  
 
Adoption through Foster Care is an 18-hour class designed to prepare families for the process of 
adopting through the foster care system. Whenever possible, adoptive parents are brought in to discuss 
relevant topics and to share their real life experiences.  Mentoring families are available to support 
families interested in going through an adoption in order to meet individual family needs. 
 
Triple-P – Positive Parenting Program® has been implemented in Shasta County through collaboration 
between Shasta HHSA, utilizing Mental Health Services Act Funds, and First 5 Shasta resources. This 
evidence-based practice is an appropriate resource for all caregivers who are dealing with challenging 
child behavior. It has also been shown to be effective in reducing incidence of child maltreatment. Triple 
P training has been incorporated into foster-parent training. 
 
The Foster and Kinship Care Education Program (FKCE) provides free, quality education and support to 
the caregivers of children in out-of-home care, helping these caregivers to meet the emotional, 
behavioral and developmental needs of the children in their care. Classes are designed for Foster and 
Kinship care providers (grandparent, aunt/uncle, sibling, or other family member or close family friend 
caring for children); to develop the specialized parenting skills needed to care for abused and neglected 
children. Training topics include: 

 Preparing Foster and Adoptive families to care for children in the Child Welfare System 
 Understanding the issues related to Reunification, Permanency Planning and Emancipation 
 Preparing Foster and Adoptive families to care for children exposed to drugs and alcohol 
 Addressing the special needs of children in the Child Welfare System 
 Working with the Child Welfare System, birth families and the Courts 
 Understanding the effects of abuse, neglect and trauma in children 
 Understanding the experience of loss and grief in children 
 Knowing community resources and how to access them 

 
Quality Parenting Initiative (QPI) - Since the last Self-Assessment, Shasta County has implemented the 
Quality parenting Initiative. QPI began as a collaborative effort between CDSS, the County Welfare 
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Directors Association and the Youth Law Center. The goal of the initiative is to develop a statewide 
approach to recruiting and retaining high quality caregivers to provide excellent care to children in 
California’s Child Welfare System. As a part of QPI, Children’s Services has developed new policies 
including “Placement Transitions for Children in Foster Care”, to ensure every foster placement 
transition is “child focused”, and “QPI, Ice Breaker Meetings”. The purpose of the Ice Breaker meeting is 
to help create an environment of team work and compassion, and to demonstrate to the child/youth 
that caregiver’s are united for their best interests.   
 
Foster Parent Liaison – The Foster Care Licensing Unit has a full-time Foster Parent Liaison to assist 
families in caring for children. The Liaison provides a channel for communication and support in 
negotiating the challenging and confusing aspects of the Child Welfare System and in meeting the 
complex needs of their children. 
 
Internet Information -The Shasta County HHSA, Adoptions and Foster Care Licensing web pages contain 
links to information on training opportunities, Caregiver information, the Shasta County Foster Parent 
Association, the Shasta College Foster and Kinship Care Program and many other resources. 

 
Process Evaluation  
The Foster Care Licensing Unit monitors the number of licensed foster homes on a monthly, quarterly 
and annual basis. Because the County conducts its own recruitment for new foster parents, as well as 
training for foster care applicants and relative caregivers, we have current data on the number of care 
providers trained, licensed and those undergoing training.     
 
The number of new foster homes being licensed has been barely sufficient to replace foster homes that 
have stopped providing foster care for many reasons, including the completion of their family through 
adoption and competition with rates paid to FFA homes.  Since the last CSA, the total number of County-
licensed homes has remained relatively constant while the total number of children in care has 
increased.  

 
Placement Resources  
Children’s Services has established a team approach for placing medically fragile and/or non-ambulatory 
children.  This team includes a Public Health Nurse, Licensing Worker and/or Supervisor, Placement 
Supervisor, team meeting facilitator, and Program Manager who will work closely with the Social 
Worker. 
 
To address the situations of children with special needs, Children’s Services provides Specialized Care 
Rate (SCR) to County Licensed Foster Homes, as well as Relative/Non-relative Extended Family Members 
and Kinship Guardianship Assistance Program (KinGAP) care providers. The SCR provides a supplemental 
payment to the care provider, in addition to the family home basic rate, for the cost of supervision to 
meet the additional daily care needs of an Aid to Families with Dependent Children-Foster Care (AFDC-
FC) child who has a health and/or behavior problem. Placement of children who need specialized care in 
family homes complies with the intent of State and Federal requirements that a child is entitled to 
placement in a family environment, in close proximity to the parent's home, and consistent with the 
best interest and special needs of the child. Shasta County's specialized care rate setting system 
promotes these concepts. 
 
Children’s Services is involved in ongoing efforts to identify placements for youth and placements for 
Non-minor Dependents (NMD) with special needs including physical and mental health needs and needs 
for parenting support. Children’s Services provides Wraparound, TBS and clinical support to youth and 
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families in order to reduce the number of youth/NMDs placed in group homes.  Children’s Services is in 
the process of finalizing agreements with FFAs to provide Intensive Treatment Foster Care (ITFC). All of 
these placement resources are in extreme shortage. 
 
Juvenile Probation has a small number of youth who have sexually offended who are either close to the 
age of majority or are non-minor dependents.  The placement team has worked closely with a local 
therapist skilled in providing sex offender treatment in order to successfully transition eligible youth into 
appropriate transitional housing plus foster care programs.   
 
In addition, Juvenile Probation has some non-minor dependents (NMDs) with significant mental health 
needs.  The probation department has worked closely with Shasta County HHSA Children’s Services 
Mental Health program, the Children’s Services supervisor of the non-minor dependent unit, Rest Padd, 
(a private psychiatric health facility for adults in Redding), the Shasta County Public Defender’s Office, 
and local community organizations providing supportive room and board housing for adults with mental 
health diagnoses in order to assist in stabilizing these NMDs when they need a high level of care to 
transition from psychiatric hospitalization and/or incarceration in the county jail.  The Juvenile Probation 
Placement Unit works closely with the adult probation officer assigned to Behavioral Health Court for 
any NMD who is receiving those specialized services.   
 
The Shasta County Probation Department has made a commitment to retain all NMDs that are on 
probation or parole under the auspices of the Juvenile Probation Placement Unit in order to provide the 
appropriate level of supervision and guidance, while keeping community safety at the forefront.    
 

Foster/Adoptive Recruitment reflecting the Ethnic and Racial Diversity of CWS Children  
Shasta County Foster Care Licensing and Adoptions does not discriminate in its recruiting, selection and 
training of prospective foster/ adoptive parents. It is Shasta County policy that any adult shall be 
permitted to apply for a license or approval regardless of age, sex, race, religion, color, political 
affiliation, national origin, disability, marital status, actual or perceived sexual orientation, gender 
identity, HIV status, or ancestry. Shasta County Foster Care Licensing and Adoptions makes every effort 
to use its limited resources to reach the largest number of people and to inform everyone in the 
community of the need and opportunities of becoming a foster/adoptive parent. Recruiting information 
is broadcast in as many publications and via as many media as budgets allow. Recruiting efforts, 
advertisements and recruiting booths are conducted in as many public places and as many public events 
as possible to inform and attract potential foster/ adoptive parents from the entire community.   
 

STAFF, CAREGIVER AND SERVICE PROVIDER TRAINING 
  

California Common Core  
All Shasta County CWS Social Workers are expected to complete the State of California approved Core 
(Phase I) Training Program for Social Workers within the first year of their employment and complete 
Core (Phase II) before the end of their second year of employment . In addition to the Core Training 
Program, Social Workers attend the CWS/CMS New User Training within their first few months of 
employment with Children’s Services.  

   
Children’s Services uses the Northern California Training Academy (NCTA) at U. C. Davis for the majority 
of training for its Social Workers. In addition to the NCTA’s regional training courses, the County 
contracts for 6 additional days of training each year.  Children’s Services participates with other north 
state counties in a training consortium for all CWS/CMS Core and ongoing computer training, and staff 
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development. This consortium shares training resources to increase the number of available classes in 
all participating counties. The State’s Child Welfare Competencies are woven into their courses to 
ensure that Social Workers are trained in all the recommended/expected areas. This ensures that Social 
Worker training supports the goals and objectives of the State and addresses the services that the 
agency is required by law to provide.  

 
Children’s Services assigns a Social Work Supervisor to coordinate and oversee Social Worker training. 
This Training Coordinator identifies training for all social work staff and helps in the development of 
training plans for new and ongoing workers.  The Training Coordinator and support staff disseminate 
information on available training in county and statewide to all staff through emails, the training bulletin 
boards, and the training book. Information about scheduled training is then used by Social Workers and 
supervisors to ensure each staff member completes the ongoing training they need to carry out the 
duties of their assignment. The Training Coordinator and support staff document completed training and 
generate reports to ensure compliance with regulations. When new staff members are hired, they are 
given a formal orientation to Children’s Services policies, procedures and California Child Welfare 
requirements. This training is coordinated through the Training Coordinator. This orientation includes 
presentations by supervisors, rotations in each type of unit (i.e. Intake, Ongoing, and Adoptions), 
presentations from inter-agency staff, and major community partners.  Staff training also includes field 
trips to other agencies that serve County families, and individual training provided by unit supervisors, 
the Training Coordinator and through group supervision.  The Training Coordinator also attends 
statewide meetings, such as CalSWEC, to stay informed of new training and to provide input on the 
development of future state mandated trainings.  In addition to training offered by the NCTA, Shasta 
County conducts in-service training, uses work groups to develop and present training, and participates 
in trainings offered by other organizations. 

 
All Probation Officers complete four and a half weeks of “Probation Officer Core” training in their first 
year of employment as required by the Board of Corrections. Each Probation Officer must also complete 
40 hours of S.T.C. (Standards and Training for Corrections) training per fiscal year. All juvenile officers 
have been trained in motivation interviewing and the PACT assessment process. 

 
Probation Officers learn much of their responsibilities on the job, as there is such a wide array of 
assignments in the field. They are also provided training that is specific to their job (i.e., family strengths, 
reunification, court report writing, mental health, substance abuse, children and psychotropic 
medications, drug-exposed children, etc.)  
 
Ongoing and/or New Training Needs  
Training needs are identified based on current staffing levels, program needs and practices. Unit 
Supervisors are responsible for tracking their individual social workers’ performance and compliance 
with federal outcome measures training.  Performance and outcomes are monitored in Safe Measures 
and Business Objects reports from CWS/CMS to determine ongoing performance and to identify areas 
where training is needed. When a training need is identified, the training is made available to new and 
experienced social workers and to community partners.  Training in the operation of the CWS/CMS 
system, Safe Measures, and/or Business Objects is made available to social workers, clerical, staff 
services analysts, supervisors and program managers as well as collocated partners (e.g., Probation, 
Public Health and SCOE). Training in the operation of these outcomes and monitoring programs provides 
a broad base and many levels of Quality Assurance to monitor performance outcomes and future 
training needs. 
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Contracted training days have been utilized through UC Davis to present the Safety Organized Practice 
Foundational Institute to staff and to co-located providers as well as community service providers.  
Having all staff trained with foundational Safety Organized Practice understanding helps to facilitate 
utilization of a common language with the family and with each other.  Staff utilizes safety mapping and 
safety circle tools to engage the family and family supports in cooperative safety planning.  Additional 
staff training has included: SOP Case Plans, Court reports and Visitation; SOP Family Meeting Facilitation; 
SOP Family Safety Networks; SOP Harm and Danger Statements; SOP Helping People Change – The Art 
of Asking Questions; and SOP Trauma Informed Practice.  Through onsite visits, UC Davis SOP Coaches 
have continued to help us deepen our practice and learn where we can increase SOP strategies in how 
we interact with families. For Ongoing Supervisors the focus has been the integration of SOP into 
supervision with staff to improve productive communication with families. For Intake the focus has been 
safety mapping and safety circles. We have created the Safety Organized Practice Implementation 
Science Team.  This team is charged with assessing SOP for current stage of implementation and 
developing a plan to address gaps and/or challenges in current practice.  To help the team with their 
assessment we have developed checklists for each stage of implementation.  We are also applying 
Implementation Science to aid in SOP program development and evaluation.   
SDM tools utilized by staff included: 

 Hotline tool – Screening tool. Accept referral for in-person response? 

 Hotline tool – Response priority. How quickly to respond? 

 Hotline tool – Path decision tool – evaluate out. Path of response. 

 Hotline tool – Path decision tool – in-person response. Path of response. 

 Safety assessment – Can the child remain safely at home? 

 Risk assessment – Should an ongoing case be opened? At what service level? 

 Family strengths and needs assessment – Focus of case plan. 

 Risk assessment – Can case be closed? If not, what level of service? 

 Reunification assessment – Can child be returned home, or should reunification efforts continue, or 
should permanency goal be changed? 

 
Skill Development Measurement 
The skill development and performance of staff is monitored and reviewed by Unit Supervisors and 
experienced Social Workers who serve as mentors to newer workers. The Training Coordinator conducts 
transfer of learning groups to assess the knowledge and skill levels of staff members. Unit Supervisors 
have developed core practices based on regulations and best practices. Social Workers are evaluated 
annually based on their performance as measured by these practice standards.  Staff performance, skill 
levels and training needs are also monitored through feedback from County Counsel, other supervisors 
and co-workers. This input helps to identify training needs for both new and experienced workers. 
Children’s Services has identified the need for a full time social work supervisor whose role will be to 
coordinate training and also coordinating quality improvement activities. 

 
Emotional Trauma Identification, Treatment and Support 
Beginning in June 2011, Shasta County provided a 14-month training program in Trauma-focused 
cognitive behavioral therapy, (TF-CBT) to Children’s Mental Health staff and to Shasta County Mental 
Health Plan providers in the community.  This intervention is a form of cognitive behavioral therapy 
specifically adapted for children who have experienced trauma, and who are having significant 
emotional and/or behavioral problems related to these traumatic life events. Training included more 
than 24 hours of training time and a year-long telephone consultation follow-up consisting of monthly 
conference calls with the training consultants. The result was approximately 40 Shasta County people 
trained and certified to deliver TF-CBT services to children in our community. 
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Staff and community providers have participated in webinars on Trauma Informed Care for children and 
young adults, Suicide Prevention and Mental Health in Medical, Educational and Child Welfare Settings, 
and other web-based training to augment the ongoing efforts by the County and community provider to 
become more trauma- informed and better able to provide trauma-focused treatment. Trauma-focused 
training provided locally by the Northern California Training Academy (NCTA), for staff and community 
providers includes:  

 Trauma Informed Organizations: Strategies, Assessments and Steps Toward Trauma-informed 
Transformation 

 What Does Trauma have to do with it? Strategies for Making Child Welfare Systems More 
Trauma Informed 

 Secondary Traumatic Stress and the Child Welfare Professional 
 

Shasta County has partnered with the California Screening, Assessment, and Treatment (CASAT) team to 
work to enhance child welfare and behavioral health services for children and teens involved in the child 
welfare system. Through a federal grant from the Administration on Children, Youth, and Families (Grant 
No. 90C01101), the CASAT team is supporting us as we continue to focus on our goal of providing 
trauma-informed services to young people in Shasta County. CASAT staff has provided consultation on 
screening tools to assist in identifying effects of trauma and mental health problems among foster 
children entering our system. Additionally, Shasta County has partnered with CASAT to administer a 
system assessment with staff. 

 
Children’s Services social workers, family workers and Mental Health staff have been trained in Safety 
Organized Practice, which contains information on supporting families that are dealing with trauma. 
 
Training and Underserved Populations – Training and Cultural Sensitivity 
Shasta County has an active Parent Leadership Advisory Group (PLAG), comprised of current and former 
CWS parents. PLAG provides input on the services provided to CWS clients and helps to identify 
underserved populations in the community, and their perspectives and needs at PLAG trainings during 
unit meetings. Shasta County populations with un-met needs identified by Children’s Services include: 
adult parents with chronic substance abuse issues in need of residential treatment, adult parents with 
chronic and persistent mental illness, and adult parents that are chronically homeless. 

 
Children’s Services participates in a local ICWA workgroup with local Native American tribes to ensure 
tribal placements to the greatest degree possible and to ensure that all ICWA youth are encouraged to 
participate in culturally appropriate activities. The ICWA workgroup provides input on services provided 
by Children’s Services, which is used to determine areas of system development that require additional 
training. 

 
Children’s Services has extensive training for current and prospective foster parents, relative care 
providers, and adoptive parents that address the knowledge and skills they need to carry out their 
duties in caring for abused and neglected children. Interwoven with training is a system of supportive 
services that helps caregivers provide stability and appropriate care for children in different stages of 
Children’s Services intervention. 

 
Foster Pride Pre-service is a mandatory training that all new Foster and Adoptive Parents must complete 
before a placement is made. This class gives an over-view of the Child Welfare system, Dependency 
court, visitation, loss and grief issues, discipline, working with birth parents and adoption.  Foster Pride 
is taught by the Foster Parent Liaison and Children’s Services Social Workers. Experienced and reliable 

http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=LEA&section_id=175473
http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=LEA&section_id=175473
http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=HMH&section_id=175514
http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=HMH&section_id=175514
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foster parents are introduced to new Foster Pride attendees and serve as mentors to newly licensed 
foster parents. 

 
Options Training is a 36-hour class designed to prepare foster and adoptive parents to provide care for 
substance exposed children ages 0-5. This class introduces foster and adoptive parent to the lifestyle of 
substance abusing families and drug treatment modalities as presented by County staff. Training also 
addresses issues related to the effects of prenatal and environmental substance exposure on infants and 
children.  Whenever possible, professionals from the community are brought in to teach the different 
topics. This class is mandatory for caregivers wanting to receive placement of substance-exposed 
children.  

 
In addition to this class, the Options Program sponsors an Annual Foster Parent Retention Training and 
an Annual Professional Cross Training. Community partners and staff from other County agencies are 
invited to the Cross Training to enhance knowledge related to the needs of young foster children 
throughout the community. The FC Licensing unit provides monthly support/training meetings for 
Options homes. 
 
Adoption through Foster Care is an 18-hour class designed to prepare families for the process of 
adopting through the foster care system. Whenever possible, adoptive parents are brought in to discuss 
the relevant topics, and to share their real life experiences. In order to fill in the gaps and meet 
individual family needs, the Shasta College Foster Kinship Care and Education (FKCE) provides monthly 
support groups for adoptive families. 

 
Shasta County Foster Care Licensing and Shasta ILP provide training and annual refresher updates to 
County Licensed Foster Parents, Relative care providers and foster youth on issues faced by LGBTQ 
youth, issues of diversity and other issues faced by underserved populations. 
 
Provision of Training to Service Providers including those supported by CAPIT/CBCAP/PSSF funds  
Information on County provided and County sponsored training as well as training schedules from the 
Northern California Training Academy at U. C. Davis are distributed to local service providers and other 
subcontractors, including those supported by CAPIT/CBCAP/PSSF funds.   Other County agencies, 
community partners, and local service providers who work with children and families involved with the 
Child Welfare System are invited to attend and participate in available trainings. 

 
Additionally, Children’s Services provides annual “Cross-professional” training, discussed above, on 
issues related to Child Welfare.  Community partners and local mental health service providers are 
invited to participate in these trainings. 

 
Shasta County has identified funds through CAPIT/CBCAP/PSSF for the county liaisons, service providers 
and other contractors supported by CAPIT/CBCAP/PSSF funds and parent consumers to attend required 
preventive-related meetings, conferences, and training events. 

 
An example of a collaborative provision of training to service providers includes Triple-P – Positive 
Parenting Program®.  Triple-P – Positive Parenting Program® has been implemented in Shasta County 
through collaboration among Shasta HHSA utilizing Mental Health Services Act Funds and First 5 
resources. This evidence-based practice is an appropriate resource for all caregivers who are dealing 
with challenging child behavior. It has also been shown to be effective in reducing incidence of child 
maltreatment. Triple-P training was provided to Community partners, local mental health service 
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providers and local schools.  Triple-P has been incorporated into the Foster Pride training and CWS 
required parenting programs. 
 
Trainings available to Service Providers 
Information on County provided and County sponsored training as well as training schedules from the 
Northern California Training Academy at U. C. Davis (NCTA), when appropriate, are distributed to local 
service providers. Other County agencies, community partners and local service providers are all invited 
to attend and participate in available trainings. NCTA trainings available to service providers, in Redding, 
during the current fiscal year include but are not limited to: 

 Child and Adolescent Sexual Misbehavior 

 Grief and Loss: Supporting Children Who Have Been Removed From Their Home 

 Immigration and Child Welfare: Addressing the Fear Factor 

 LGBTQ Youth - Meeting the Requirement of AB1856 

 Secondary Traumatic Stress and the Child Welfare Professional 

 Training in the Commercially Sexually Exploited Children Version of the CANS Tool 

 Visiting Incarcerated Parents 

 Working with Incarcerated Parents and their Children 

 Medically Fragile Infants 

 Safety Organized Practice 

 Vulnerable Populations 

 Psychotropic Medications and Children in Foster Care 

 Understanding and Supporting the Sexual Health of Youth in Foster Care 

 What Does Trauma have to do with it? Strategies for Making Child Welfare Systems More 
Trauma Informed 

 Recognizing Drug Abuse in the Home: A Survival Guide 

 Introduction to Mental Health: Child Welfare Case Management Informed by the DSM 5 

 Foundational Interviewing Skills for Social Workers 

 Cultural Humility 

 Educational Advocacy 

 Family Violence 

 Introduction to Disproportionality 

 Trauma Informed Organizations: Strategies, Assessments and Steps Toward Trauma-
informed Transformation 

 
The Training Coordinator, the Program Mangers and the Clinical Division Chiefs are responsible for 
communicating with local service providers.  If these County representatives are unable to provide 
the necessary level of technical assistance, they will direct the service providers to other county staff 
or community resources to find the assistance needed.  

 

AGENCY COLLABORATION 
  

The child welfare and probation staff that manage placements are collocated in downtown Redding and 
hold joint meetings to staff high risk cases together every other week.  The multidisciplinary Placement 
Prevention Review Team (PPRT) reviews high level placements, Therapeutic Behavioral Services (TBS) 
approvals and Wraparound approvals.  The Children’s Services foster care public health nurse(s) and 
mental health clinician(s) and/or clinical supervisor attend weekly probation placement staff 
meetings.  Probation refers children with mental health diagnoses and/or needing clinical case 

http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=VUL&section_id=175353
http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=HMH&section_id=175514
http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=HMH&section_id=175514
http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=HMH&section_id=175394
http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=HMH&section_id=174809
http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=KEY&section_id=174769
http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=KEY&section_id=174813
http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=KEY&section_id=174757
http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=KEY&section_id=174957
http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=LEA&section_id=175473
http://humanservices.ucdavis.edu/Courses/CourseDesc.aspx?type=C&unit=ACADEMY&area=LEA&section_id=175473
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management to the mental health clinician in order to ensure they receive a mental health assessment 
and case management.  Probation officers also attend Group Home staffing to discuss transition plans 
and the needs of the children in group home care. 
 
Tribes/tribal representative and/or tribal service provider 
Children’s Services is a member of the Indian Child Welfare Act (ICWA) Workgroup that meets a 
minimum of once every quarter to discuss the participation of partnership efforts, sharing of resources, 
relationship building, reporting out on any initiatives, and participate in joint training.  Through 
participation in the workgroup Children’s Services has developed a stronger relationship with local tribes 
to meet the needs of Native American children.   
 
The ICWA Workgroup has positively impacted the relationships between Children’s Services and local 
tribes resulting in stronger partnerships.  Tribal partners are invited to family team meetings (FTM) to 
increase supports at the table.  A Court Officer specializing in ICWA participates in the workgroup and is 
responsible to diligently contact and notice tribes and ensure ICWA children are enrolled and have 
information related to tribal activities and events. 
 
Shasta County Children’s Services provides services to all children, including Native American children, 
through an interagency approach as described above. Other services specifically available to Native 
American children and/or families in the community are from a variety of sources such as Local Indians 
for Education (LIFE), the Redding Rancheria, and the Pit River Tribe. Native American children are 
referred to services to meet their cultural needs whether or not they qualify under ICWA. 
 
The Pit River Tribal Clinic provides medical services to tribal families in Eastern Shasta County.  The 
Redding Rancheria is a primary resource for a variety of services to Native American families and 
children in Shasta County. They provide services/resources in such areas as health and dental care, 
housing, financial assistance, emergency assistance with food, rent, utility bills, counseling, parenting 
education, home visiting, drug and alcohol treatment and counseling, Headstart, and child care. There is 
normally the requirement that the individual(s) seeking services be able to provide proof of tribal 
affiliation or Native American ancestry, but certain resources are available regardless of tribe enrollment 
or affiliation with a federally recognized tribe. Children’s Services has not yet developed local policies to 
ensure compliance with ICWA and the cultural needs of Native American children. The requirements 
under ICWA are closely monitored by the Court Services unit. 
 
In the coming year Children’s Services will be developing an ICWA policy and procedure to help guide 
and improve our current practice.  The ICWA Workgroup will be asked for feedback and involvement in 
development of this policy and procedure. 
    
Collaboration between county agencies:  
Coordinated Case Planning efforts such as Linkages with CalWORKs 
Children’s Services has chosen to identify and initiate LINKAGES services when the family first comes 
into contact with the agency.  Open cases with families involved in both Children’s Services and 
CalWORKs programs are considered LINKAGES cases.  The LINKAGES Coordinated Service Plan (CSP) 
meeting is the initial process in which Children’s Services and CalWORKs coordinate to ensure that the 
Child Welfare Services (CWS) case plan and the Welfare-to-Work/CalWORKs case plan are aligned to 
meet the family’s needs.   
 
The LINKAGES CSP meeting brings together a team to help the family succeed in meeting the goals and 
timelines of their individual case plans.  The LINKAGES CSP is completed at the meeting in order to 



 

 
172 

C
a

li
fo

rn
ia

 -
 C

h
il
d

 a
n

d
 F

a
m

il
y 

S
e

rv
ic

e
s
 R

e
v
ie

w
  

 

create referrals and reduce any duplication of services.  In addition to the coordination of the different 
case plans, the LINKAGES CSP meeting connects families to resources in the community that are 
available through other public agencies and/or community based organizations. 
 
As part of the initial assessment process, Intake Social Workers will screen all families for possible 
eligibility for CalWORKs services.  Families assessed to be potentially eligible will be referred to 
CalWORKs.  Family Preservation, Family Maintenance, and Family Reunification cases will be assessed 
for possible CalWORKs eligibility with those families not already receiving LINKAGES services referred to 
CalWORKs, as applicable. Within the first two weeks all families, who have an open CalWORKs case and 
an open Children’s Services case, are offered a LINKAGES CSP meeting. The CalWORKs case plan and the 
Children’s Services case plan each contain specific program requirements for each family’s unique 
situation.  One case plan does not circumvent or outweigh the other; however, the Welfare-to-Work and 
Court timelines may dictate priorities. It is the responsibility of both Children’s Services and CalWORKs 
staff to engage in open and ongoing communication. 
 
Children’s Services and CalWORKs leadership and staff meet regularly to review cases, discuss any 
statewide initiatives, and problem solve.  Both parties are also involved in statewide LINKAGES 
collaboration.  Children’s Services collaborated with CalWORKs staff in developing a written LINKAGES 
Policy and Procedure and have completed staff training for this policy and procedure. 
 
Local Mental Health Plans pursuant to the Katie A. v Bonta lawsuit 
For the past 13 years, Shasta County has had Mental Health clinicians assigned to work with Child 
Welfare.  In collaboration with social workers and care providers, clinicians provide psycho-therapy, 
clinical case management, coordination of medication support services, consultation with child abuse 
investigators and coordination of mental health services for all children/youth in foster care or family 
maintenance. 
 
Services are assessed/delivered using the Katie A. Core Practice Model guidelines.  The use of the Child 
and Family Team (CFT) will keep the focus on the child’s needs, while parents are given the opportunity 
to share thoughts and collaborate on efforts to stabilize the child/youth.  The Katie A. Implementation 
Team, has stakeholders from various departments and allows for valuable feedback regarding the 
services being delivered in Children’s Services. 
 
Early and Periodic Screening, Diagnosis and Treatment (EPSDT) beneficiaries continue to receive mental 
health services including screening, diagnostic assessment, treatment planning and collateral services to 
assist parents in addressing the mental health treatment needs of their children. Individual therapy and 
group therapy are also provided depending upon identified needs among children/youth being served.  
 
For Katie A. Subclass members, Intensive Case Coordination (ICC), clinical case management, is the 
primary intervention and includes monitoring child/youth progress, coordination of and linkage to 
mental health services and clinical consultation. Clinical case managers work closely with social workers, 
caregivers, families, organizational providers, TBS providers, educators, physicians, public health nurses 
and other community partners to address the needs of dependent children and their families. Intensive 
Home Based Services (IHBS), TBS, or rehabilitation are also provided as medically necessary. 
 
Children’s Services has contracts with three organizational providers, two of whom provide TBS to 
children/families in the child welfare system. Children’s Services including social workers and clinicians 
also work with TBS providers outside of the county to meet the needs of children who are in placements 
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out of the county and require TBS. All TBS are reviewed by the Shasta County Managed Care team to 
insure compliance with TBS Medi-Cal requirements.  
 
Children’s Services is dedicated to providing evidence based practices when clinically appropriate 
through Mental Health Services Act funding. Many of our clinicians are trained to provide Motivational 
Interviewing, Positive Parenting Program (Triple P) and Trauma-Focused Cognitive Behavioral Therapy 
(TF-CBT). Triple P is an evidence based practice for the treatment of behavioral and eating disorders in 
children and teenagers. It promotes parental competency and confidence in the management of the 
children’s behavioral problems, as well as promoting positive parent/child relationships. Trauma-
Focused Cognitive Behavioral Therapy is a form of cognitive behavioral therapy specifically adapted for 
children who have experienced trauma, and who are having significant emotional and/or behavioral 
problems related to traumatic life events.   Children who are receiving Specialty Mental Health Services 
are administered the Child and Adolescent Needs and Strengths (CANS) assessment as part of the 
assessment and treatment planning process.  
 
Mental Health clinicians that are collocated in Child Welfare provide crisis intervention, facilitate 
admission to a psychiatric hospital when necessary, and provide discharge planning for dependents who 
have been hospitalized.  If a hospital bed is not available locally, Shasta County provides transportation 
for the youth to a hospital outside of the community. Children’s Services clinicians work with caregivers, 
families and social workers to develop workable safety plans in an attempt to avoid hospitalization, but 
if a child is a danger to themselves/others or gravely disabled, staff work with local law enforcement, 
emergency rooms and hospital staff to meet the child/youths mental health needs before, during and 
after a hospitalization.   
 
Children’s Services utilizes a team-based case management system providing intensive support to 
abused and neglected children and their families.  Perspectives of people and organizations involved 
with children including: families, caregivers, social workers, clinicians, public health nurses, Shasta 
County Office of Education, Alcohol and Drug Programs, inform service plans and treatment plans that 
meet the children’s mental health needs. The tools offered through Safety Organized Practice (SOP) are 
utilized to bring protective factors and safety concerns to the forefront in a family driven approach to 
case management. 
 
Children’s Services completed individual trainings with Children’s staff and the outside mental health 
organizational providers regarding Katie A. and the Core Practice Model in 2013.  Ongoing training with 
the organizational providers is available when requested.  Organizational providers also meet quarterly 
with Children’s Services leadership to discuss concerns, training needs, outcomes, and reporting 
requirements. 
 
Coordinated Services with Local Law Enforcement Agencies 
Children’s Services and Law Enforcement have daily interaction that includes but is not limited to: 
responding to temporary custody requests, drug endangered children task force, cross reporting, the 
Child Death Review, and shared trainings.  When a child is determined to be in danger by Law 
Enforcement, they write a temporary custody request and Children’s Services takes the child into care.  
The Shasta County Child Abuse Prevention Coordinating Council, Children’s Services, Law Enforcement 
Agencies, and the Coroner’s office collaborate to share information regarding child fatalities in Shasta 
County through the Child Death Review Committee. 
 
Children’s Services can attend the Sheriff Department’s county wide meeting with all law enforcement 
agencies to gather information, share new initiatives, and provide cross training opportunities.  
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Collaboration with Law Enforcement has resulted in improved protocols; such as the protocol for placing 
children in temporary custody at the local hospitals.  Children’s Services is working on a renewal of a 
Memorandum of Understanding with law enforcement to collaborate on handling drug endangered 
children’s cases that affect Children’s Services and law enforcement agencies. 
 
Law Enforcement has provided training classes to County workers on various topics. Through the Drug 
Endangered Children’s Memorandum of Understanding we have assigned two social workers that work 
closely and meet regularly with law enforcement to address the needs of children who have been 
endangered by illegal drug activities in their homes. 
 
Agreements for Data Sharing or other ways to serve shared populations  
Children’s Services has several Memorandums of Understanding (MOU) with other county departments 
and service providers.  Currently Children’s Services has the following MOU’s: 

 EPSDT for Health and Human Services Agency (HHSA) and Probation – This MOU is in place to 
ensure compliance with federal and state regulations regarding the appropriate expenditure of 
Early and Periodic Screening Diagnosis and Treatment (EPSDT) funds in the Child Health and 
Disability Prevention (“CHDP”) Program.  The MOU includes the following:  activities to help 
increase the number of children ages 0 through 20 years, receiving health assessments, provide 
coordinated, comprehensive, and culturally competent services for children living in foster care 
(relative/kinship, foster family homes, group homes, etc.) including CHDP health assessment 
services and necessary diagnostic and treatment services, continuing staff education and 
training for the purpose of increasing referrals to the CHPD Program, and involving other 
community organizations in the focus on illness/disability prevention for children age 0 through 
20 years. 

 Drug Endangered Children – This MOU is in the process of renewal.  Through the MOU Shasta 
County Health and Human Services Agency (HHSA) and the Shasta Interagency Narcotic Task 
Force (SINTF), the California Multijurisdictional Methamphetamine Enforcement Team (CAL-
MMET) and the Shasta County Sheriff’s Office Marijuana Investigative Team (MIT) have worked 
together to intervene on behalf of children who have been exposed to licit and illicit drugs, 
including but not limited to methamphetamine, cocaine, heroin, and marijuana, as well as 
exposure to the toxic chemicals used in clandestine drug laboratory settings by providing 
maximum available assistance, investigation, and prosecution of crimes involving drug 
endangered children in Shasta County.   

 Family Unification Program (FUP) – This MOU is between Shasta County and the Housing 
Authority of the City of Redding to implement the Family Unification Program that provides 
housing choices for youth 18-21 years old that have left foster care at age 16 or older and lack 
housing. 

 Locating Parents through DMV – This MOU allows Children’s Services to utilize the State of 
California, Department of Motor Vehicles (DMV) for a Government Requester Account (GRA) to 
assist in locating parents and/or relatives of children in the custody of Children’s Services.  Use 
of the GRA enhances the probability of locating missing or absent parents and relatives of 
children in the custody of Children’s Services. This search tool is both efficient and cost effective, 
as it allows social workers to quickly identify and locate parents/relatives so they may receive 
notice of court proceedings and /or be identified as potential care providers. 

 AFDC Title IV-E Claims – This MOU is between Children’s Services and Probation and is intended 
to help ensure the determination of eligibility and the payment of aid, and for assuring that 
services are provided for children in foster care for whom Aid to Families with Dependent 
Children-Foster Care Program (AFDC-FC) is paid. 
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 Drug Abuse Specimen Collection and Testing Services – The MOU is for the collection, testing, 
and analysis of specimens for Children’s Services Clients.  Probation and Public Health help to 
ensure proper collection, testing and analysis for drug tests that can be used in court 
proceedings. 

 Foster Care Homes Licensing & CDSS - This MOU is entered into by the California Department of 
Social Services (CDSS) and the County of Shasta, pursuant to Section 1511 of the California 
Health and Safety Code for the purpose of establishing the County as the entity responsible for 
performing licensing functions for the State with respect to Foster Family Homes (FFHs) which 
are located within the geographical area of the County. 

 Welfare and Institutions Code §241.1 Probation Reports – This MOU establishes that when a 
minor appears to come within the provision of WIC 300 and 601 or 602, the Probation and 
Children’s Services staff shall jointly determine which status will serve the best interests of the 
minor and the protection of society. 

 Children’s Services and the Northern Valley Catholic Social Services (NVCSS) have a 
Memorandum of Understanding (MOU) in place to implement the Court Appointed Special 
Advocate (CASA) Program.  A CASA worker is an individual who is trained and sworn to advocate 
on behalf of abused and neglected children or at-risk youth.  Through the MOU the County and 
NVCSS work collaboratively to share information, train CASA workers on Children’s Services, and 
provide support to children in the child welfare system. 

 
Community-Based Organizations:  
Family Resource Centers and Service Providers 
The Shasta Strengthening Families collaborative works together to reduce Adverse Childhood 
Experiences (ACE), through increasing families Protective Factors, and community outreach and 
education.  In Shasta County there was a 2012 survey that was compared to the National ACE Study and 
showed that Shasta County has considerably more occurrences of ACE.  Thirty agencies in Shasta County 
have participated to address adverse childhood experiences in a systematic, deliberate and collaborative 
way.  It has been shown that having protective factors in a child’s life can improve the health and well-
being of children and families.  Protective factors are characteristics of individuals and families that help 
families to have health and well being.  Protective factors include parental resilience, social connections, 
concrete support in times of need, knowledge of parenting and child development, and social and 
emotional competence of children.  

 
The Shasta Strengthening Families Collaborative includes representatives from the Shasta County Child 
Abuse Prevention Coordinating Council, First 5 Shasta, Northern Valley Catholic Social Services, Shasta 
County Health and Human Services Agency, Shasta County Office of Education, Shasta County Probation, 
Shasta Head Start, One Safe Place, and the Youth Violence Prevention Council.  Children’s Services has 
been involved in this initiative that started in 2003 as the Healthy Babies Alliance then the PREVENT 
Team and in 2009 the Mental Health Services Act Prevention and Early Intervention Plan became 
involved to support coordination of the Strengthening Families Collaboration that was initiated in 2011.  

 
The Northern California Youth and Family - Family Center is a visitation facility for parents and children 
who are in foster care.  Services provided at the Family Center include: providing an atmosphere that is 
respectful and compassionate; facilitating family visitation referrals from Shasta County; scheduling 
supervised, monitored and unsupervised visits on and off site; providing visitation documentation to 
social workers and the court; offering feedback to parents with their input; providing parent support 
during visits; providing healthy snacks and activities during visitations; encouraging positive relationships 
between foster parents and birth parents; working on enhancing parenting skills through parenting 
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classes; parenting instruction tailored to the needs of the individuals; and providing Father Support 
Group. 

 
Through the Family Center, families receive the encouragement and guidance of staff members and can 
build positive, lasting relationships and memories with each other.  The Family Center also provides 
parenting classes that include: Self-esteem, Children’s Services Overview, Stress Management, 
Communication, Domestic Violence, and the evidence-based Positive Parenting Program (Triple P).   
 
Domestic Violence, Substance Abuse and Mental Health Service Providers  
One Safe Place is the only agency in Shasta County that provides domestic and sexual abuse crisis 
intervention services.  Children’s Services has contracted with One Safe Place to provide a Domestic 
Violence Specialist on site that is available to help assist families.  Children’s Services can refer clients to 
One Safe Place for services including but not limited to: shelter assistance, legal advocacy, food and 
clothing, education, and Community Resource and Referral Information.  Our onsite Domestic Violence 
Specialist has developed a group that meets regularly known as the Discovery Group, during these 
meetings women involved in Children’s Services that have been victims of domestic violence discuss:  
recovery for children, creating safety plans, health relationships, substance abuse, red flags, etc. 

 
One Safe Place services include: emergency shelter, crisis counseling, victim advocacy, case 
management, food and clothing assistance, legal assistance, tribal services, and referrals to community 
services.  The Children’s Services and One Safe Place offices are also within walking distance of one 
another and leadership from One Safe Place is active in our Continuous Quality Improvement team. A 
Program Manager and Social Worker attend the monthly community partner meets at One Safe Place. 

 
Children’s Services has two internal Substance Abuse Counselors that receive referrals to complete 
Alcohol and Drug Assessments.  The Substance Abuse Counselor meets with clients and completes the 
Addiction Severity Index (ASI) and determines if the client has a substance abuse diagnosis.  Based upon 
the Substance Abuse Counselors recommendation a client may be referred to a local provider for 
services that include but are not limited to: outpatient treatment, counseling, detoxification, or 
residential treatment.  Local Substance Abuse Providers include: Visions of the Cross, Right Roads, 
Empire Recovery and Shasta County HHSA Perinatal.  Starting in 2014 Children’s Services contracted 
with Visions of the Cross to provide a Sober Living pilot program. Sober Living is a safe, supportive 
alcohol and drug free place for individuals to live while participating in alcohol or substance abuse 
treatment and recovery activities. The Visions Sober Living services are a less restrictive level of care 
than residential treatment but a more comprehensive level of support than outpatient services alone.  
Clients that get accepted into the Sober Living Program are required to enroll in concurrent substance 
abuse treatment services and attend 16 weeks of parenting education provided in a coordinated 
manner through a treatment team approach. 

 
Children’s Services has an onsite Mental Health ACCESS Clinician who helps to refer children based upon 
his or her mental health screening for a full mental health assessment. In Children’s Services there are 
eight in house mental health clinicians that work collaboratively with social workers and families. 
Children’s Services has contracted Mental Health Organizational Providers that include:  Northern Valley 
Catholic Charities, Victor Community Support Services, and Remi Vista.  Children’s Services mental 
health programs provide psychiatric services through two contracted Tele-Psychiatry providers and a 
staff Nurse Practitioner.  Children’s Services leadership team meets on a quarterly basis with contracted 
organization provider’s staff to address concerns, training, feedback and update on new or current 
processes.  Children’s Services had contracts for mental health services to be provided in group homes 
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with the following providers:  Edgewood, Milhous, Fred Finch, Catholic Charities, Charis Youth Services, 
and Victor Treatment Centers. 
 
Regional Centers  
Children’s Services refers clients to Far Northern Regional Center for individuals with developmental 
disabilities or suspected of having a developmental disability.  Far Northern Regional Center (FNRC) also 
provides services to infants and toddlers (from birth to three years old) who are showing a delay in their 
development or who are at substantially high risk for a developmental disability. Children’s Services 
Public Health Nurse that administers the Ages and Stages and Questionnaire (ASQ) to children 0-5 refers 
children to FNRC that score low on the ASQ or exhibit signs of developmental delay.  Far Northern also 
coordinates community resources such as education, recreation, health, independent living training, 
parent training, and rehabilitation services for individuals with developmental disabilities. 
 
Foster Youth Services  
Foster Youth Services helps to support the local California Youth Connection (CYC) Chapter that helps to 
empower and connect a nationwide community of youth leaders and local partners to transform foster 
care policies and the lives they impact.  The local CYC Chapter has involvement from social workers and 
Shasta County Office of Education. 
 
Shasta County Office of Education (SCOE) Foster Youth Services program and Shasta County, Children’s 
Services integration was developed in 2001 to serve students in foster care.  This integration of foster 
care and community resources provides families and children the opportunities to promote safe, stable, 
healthy, nurturing environments enabling children to flourish and become independent, productive 
adults making responsible choices.  The SCOE foster youth services workers are co-located in the 
Children’s Services office to help with ease of access to educational services and information sharing.  
Assembly Bill 490, signed into law in 2004, and other more recent legislation, mandates certain 
provisions including requiring school districts to designate a foster youth liaison, provide timelines for 
school enrollment and student record transfers, and build advocacy with foster youth. Shasta County 
Office of Education Foster Youth Services provides resources for districts, foster parents and foster 
youth. 
 
Over the past few years Children’ Services has contracted with Youth for Change to provide Independent 
Living Skills to foster youth.   The Youth for Change Independent Living Program (ILP) assists foster youth 
in providing resources and skills that will enable young adults to succeed in their daily living after they 
have left foster care.  The goal of the interactive program is to give youth the tools to not only survive, 
but to become successful at living independently. The ILP is provided to current foster youth 16-21 years 
of age that have been referred by a social worker or probation officer.  Participation in ILP is voluntary 
and supports include the following: 

 Monthly Program Bulletin 

 Life and employment skills training 

 Experiential groups 

 Health, hygiene, and safety training 

 Banking and consumer purchasing 

 Community resource knowledge 

 Assistance with college application, registration, and financial aid 

 Group Learning Opportunities and Social Events 

 Work and community service through our foster care garden 

 Transitional Housing Program referral 
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Children’s Services also refers youth to One Safe Place’s Camp Hope which is an exciting camping 
experience for youth exposed to family violence. Children who witness violence live with trauma and 
pain, and studies show that many go on to repeat this as adults, these children can break the cycle of 
family violence if they have hope. 
 
The Northern Valley Catholic Social Services (NVCSS) sponsors the Shasta Court Appointed Special 
Advocate (CASA) program for children in foster care.   Northern Valley Catholic Social Services trains 
volunteers who advocate in court on the behalf of children in foster care to provide an objective view of 
the child’s needs while acting as a mentor and advocate. Volunteers are appointed by the courts and 
stay with each case until it is closed. 
 
Child Abuse Prevention Councils  
Children’s Services contracts with the Shasta County Child Abuse Prevention Coordinating Council 
(SCCAPCC) to provide: Parent Partners for the Differential Response Program, coordination of the Parent 
Leadership Advisory Group (PLAG), community outreach, and trainings.  The SCCAPCC coordinates the 
Child Death Review Committee that includes members of law enforcement, the coroner’s office, and 
Children’s Services staff. 
 
Shasta County Child Abuse Prevention Coordinating Council (SCCAPCC) is a 501c-3 non-profit agency 
whose board represents private sector business, community based organizations, and governmental 
entities. SCCAPCC is the County Board of Supervisors entity designated to manage the Children’s Trust 
Fund.  The Counsel’s role is to coordinate child abuse prevention efforts between agencies, 
organizations, and the community. They also provide education, training and outreach to professionals, 
parents and the community, and advocate for abuse prevention on regional, state, and national levels.  
 
Children’s Services has contracted with SCCAPCC to provide Community Parent Partners that work 
within the Shasta County Child Welfare Services Differential Response System.  Parent Partners are 
connected to families who have been referred to Children’s Services and do not require open Child 
Welfare cases.  Parent Partners utilize evidence-based programs (Triple P and SafeCare) to deliver 
parenting education, as well as providing case management and referral services.  The Parent Partner 
Program helps families: 

 With accomplishing goals. 

 Find housing, transportation, food and clothing resources. 

 With medical and dental care for the family. 

 Seek employment, school, and college options. 

 Provide prevention and support services. 
 
Parent Partners work closely with Children’s Services Social Workers.  After determining child safety the 
social worker, family and parent partner discuss the needs, worries and strengths of the family. There is 
a warm hand off transfer from social worker to parent partner. The parent partner ensures that the 
Protective Factors Surveys are completed for all families involved with Differential Response. 
 
The SCCAPCC Director is involved in several committees and works collaboratively with Children’s 
Services on the various community awareness events.  The Blue Ribbon Campaign is a local community 
outreach initiative that SCCAPCC is in charge of and is utilized to help educate/inform the community 
about child abuse and prevention. 
 
First Five Commissions  
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The First Five Commission, known as First 5 Shasta, is an autonomous, self-governing Commission with 
members appointed by the Shasta County Board of Supervisors. Each Commissioner is a community 
volunteer with specialized expertise or interest in Shasta County’s youngest children. The primary 
purpose of the Commission is to support the healthy development of children ages 0-to-5, creating and 
implementing a strategic plan to guide the use of Proposition 10 tobacco tax revenues.  First 5 Shasta’s 
role in Shasta County focuses on the following areas: grant making, direct services, advocacy and 
communication, building community capacity, investing the data environment, and convening 
community partners.  Their funding support is designated primarily around five different pathways 
spanning the child’s experience from prenatal to kindergarten. 
 
The First 5 Shasta Commission is comprised of seven Commissioners and a staff that carries out the 
Commission’s work.  Commissioners include representatives from the Board of Supervisors, Shasta 
County Health and Human Services departments, and individuals who have knowledge and expertise 
about serving young children and families. The Commission meets monthly and Commissioners serve 
three-year terms and can be re-appointed by the Board of Supervisors.   
 
First 5 Shasta works collaboratively with Children’s Services on several projects within the community 
and has helped with grants, trainings, and the Positive Parenting Program (Triple P).  First 5 Shasta has 
been influential in Triple P implementation throughout the community and has provided training venues 
for staff from Children’s Services and community partners to receive Triple P provider training and 
accreditation.  Children’s Services also received a grant from First 5 Shasta to have a set of early reader 
books available in the three visitor waiting rooms of the Children’s Services office buildings. 
 
Former Parent Consumers  
The Parent Leadership Advisory Group (PLAG) is a collaborative formed between Children’s Services and 
the Shasta County Child Abuse Prevention Coordinating Council (SCCAPCC). The Parent Leadership 
Advisory Group meets monthly and has members that include parents, guardians and care providers of 
children that have worked through the County Children’s Services system, Children’s Services 
representative, SCCAPCC representative and Parent Partners, and Community Based Organizations. The 
purpose of the meetings is to increase parent, guardian, and care provider participation in child welfare 
programs utilizing the Parent Leadership Guidelines.  A nominal stipend is provided for PLAG parent 
volunteers for approved activities such as participation in PLAG monthly meetings and PLAG sponsored 
activities, social worker training/education, Continuous Quality Improvement Team meetings, Parent 
Court Orientation, and the National Parent Leadership Month Mini-Conference.  A member from PLAG 
comes to the Parent Court Orientation to share his or her story and is a resource for parents that are 
just getting involved in the child welfare system.  Children’s Services and PLAG work together to provide 
a yearly event for families and the community that showcases some of the various community supports 
available to families.  The PLAG group meets monthly and a Program Manager from Children’s Services 
attends those meetings to share information about resources, upcoming trainings or meeting 
opportunities, and gather feedback from PLAG members. 
 
Faith Based Organizations  
Shasta County is a medium size rural community that has several ties to faith based organizations and 
community groups.  Children’s Services works to ensure there is no conflict of interest when making 
referrals or working with any faith based organizations.  In Shasta County there are several faith based 
organizations that help to serve clients that are involved with Children’s Services.  Examples of some of 
the faith based organizations include, but are not limited to: 

 Teen Challenge – Substance Abuse Services and Housing 

 House of Hope – Women and Children Homeless Support and Counseling 



 

 
180 

C
a

li
fo

rn
ia

 -
 C

h
il
d

 a
n

d
 F

a
m

il
y 

S
e

rv
ic

e
s
 R

e
v
ie

w
  

 

 The Good News Rescue Mission – Homeless Support 

 Celebrate Recovery – Substance Abuse Counseling and Support through various churches 
 
Education Partnerships 
Shasta County, Children’s Services has an established, ongoing relationship with the California State 
University (CSU) Chico and Humboldt Schools of Social Work.  California State Universities offer Social 
Worker Internship Service Learning programs to students that are studying in the field of social work.  
Children’s Services and CSU’s Chico and Humboldt have MOU’s in place that allows a social work 
student, who is required to complete at least two semesters of internship activities to be placed in an 
approved social service agency and, under the supervision of a qualified field instructor, engage in 
general social work practice.   The duties assigned to the student are intended to develop the student’s 
ethical foundation, skills, knowledge, and understanding of self in the delivery of social services with 
multi-level client systems.  Children’s Services benefit from these partnerships by developing 
relationships with the social work students at an early point in their training that benefits future 
recruiting efforts. 
 
Caregivers 
Children’s Services is actively involved with the Foster Parent Association and over the last few years has 
been active in helping to implement the Quality Parenting Initiative (QPI). Children’s Services has an 
internal Foster Care Licensing unit that ensures licensing standards are met for all County Licensed 
Foster Homes.  Children’s Services has a Foster Parent Liaison who also helps to support caregivers, 
communicate resources/services, mentor new foster parents and assist with training and recruitment of 
foster parents.  Shasta County licensed foster homes complete Foster Pride which is a 9 week training 
course.  Shasta County licensed foster homes that want to care for children age 0-5 can also take the 
additional Options Training which is 11 weeks and helps caregivers understand the complex needs of 
substance exposed infants and toddlers. 
 
Children’s Services has implemented support groups for foster parents that meet monthly.  The 
Standards and Options groups meet to address the needs, concerns and upcoming trainings/events.  
Foster parents, social workers, supervisors, public health nurses and the licensing unit attend these 
meetings. 
 
Shasta Community College offers free education classes through the Foster Kinship Care Education 
(FKCE) program.  The FKCE program provides quality education and support to the caregivers of children 
in out-of-home care, helping these caregivers to meet the emotional, behavioral and developmental 
needs of the children in their care.  
 
Examples of the Foster Care training classes include: 

 Understanding the issues related to Reunification, Permanency Planning and Emancipation. 

 Preparing Foster and Adoptive families to care for children exposed to drugs and alcohol. 

 Addressing the special needs of children in the Child Welfare System. 

 Working with the Child Welfare System, birth families and the Courts. 

 Understanding the effects of abuse, neglect and trauma in children. 

 Understanding the experience of loss and grief in children. 

 Knowing community resources and how to access them. 
 
Examples of Kinship Care training classes include: 

 Can I afford another dependent? 
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 How do I deal with the trauma, abuse or neglect the child has experienced? 

 How do I deal with the child's parents now that I have custody of the child? 

 How will caring for the child(ren) change my family dynamics? 

 How do I deal with my feelings of guilt and loss? 

 What community or legal resources exist? 

 Should I pursue guardianship or adoption? 
 
There are two MOU’s in place for Shasta County Licensed Foster Homes to provide Receiving Homes for 
Children’s Services children that come into the child welfare system.  Receiving Homes are utilized by 
the case carrying social worker to provide a specific number of beds, supplies, and 24/7 availability.  By 
having an MOU with these two foster homes Children’s Services is able to place for no more than 30 
days a child into one of these homes that are available 24/7 and specialize in meeting the needs of 
children who have just been brought into the child welfare system.  These Receiving Homes have been 
trained in Foster Pride and Options through the Shasta County Foster Care Licensing Unit. 
 
Group Home Providers  
Children’s Services is contracted with a few local Group Home providers which include:  Victor, Charis 
Youth Center, Fred Finch, Youth for Change, Edgewood Center, and Catholic Charities.  Most of the 
group homes are outside of Shasta County. A challenge with having so many group homes out of the 
area is consistent communication between the group home and Children’s Services staff. Each child 
placed in a group home has a Children’s Services mental health clinician assigned who provides case 
management of mental health services.  A Mental Health Nurse supports coordination of medication 
management services. Children’s Services has a high risk social work unit that specializes in meeting the 
needs of children in group home care and does monthly contacts with the children and group home 
provider to help assess the child’s progress. 
 

SERVICE ARRAY 
 
Prevention Focused Community Based Family Support Services 
Strengthening Families Collaborative 
The Shasta County Health and Human Services Agency Strategic Plan 2011-2020 includes an expanded 
prevention initiative called the Strengthening Families Community Collaborative focused on prevention 
of adverse childhood experiences. This evidence informed community based prevention activity is 
working to increase community awareness of and engagement in preventing adverse childhood 
experiences and increasing protective factors among Shasta County families. Shasta County has a high 
number of adverse childhood experiences for many reasons including poverty, drug use, lack of 
employment opportunities and access to health care. Strengthening Families, as a framework for 
building community based activities, is a literature informed approach that focuses on building five 
protective factors that help parents to have the resources they need to parent effectively even when 
under stress. Research has shown that these protective factors are linked to a lower incidence of child 
abuse and neglect.  Having protective factors in a child’s life can improve the health and well-being of 
children and families.  Protective factors are characteristics of individuals and families that help families 
to have health and well being.  Protective factors include parental resilience, social connections, 
concrete support in times of need, knowledge of parenting and child development, and social and 
emotional competence of children. 
 
The Shasta County Strengthening Families Collaborative includes about 30 individuals from community 
agencies and organizations that have participated to address adverse childhood experiences, through 
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increasing protective factors in families in a systematic, deliberate and collaborative way.  Coordinating 
Committee members include representatives from the Child Abuse Prevention Coordinating Council of 
Shasta County, First 5 Shasta, Northern Valley Catholic Social Services, Shasta County Health and Human 
Services Agency, Shasta County Office of Education, Shasta County Probation, Shasta Head Start, One 
Safe Place and Youth Violence Prevention Council of Shasta County. Children’s Services has been 
involved in this initiative that started out in 2003 as the Healthy Babies Alliance then the PREVENT Team 
and in 2009 the Mental Health Services Act Prevention and Early Intervention Plan became involved and 
in 2011 the Strengthening Families Initiative came into effect.  
  
The strategic directions of the Strengthening Families Collaborative toward the prevention of ACE are 

 Increase protective factors among Shasta County families 

 Coordination of services systems and policies and 

 Educate and engage the community 
To Increase protective factors; coordinate service systems; engage the community: 

 Strengthening Families Collaborative adopted the Strengthening Families Implementation, including 
the five core functions: build an infrastructure to advance and sustain the work; build parent 
partnerships; deepen knowledge and understanding; shifting policies and practice; and ensuring 
accountability. 

 Strengthening Families Collaborative members presented about ACE, protective factors, and the 
Strengthening Families Collaborative to various audiences. 

 Strengthening Families educational tools were posted on the Shasta Strengthening Families website: 
http://www.shastastrongfamilies.org/articles/ 
o Strengthening Families as a Platform for Collaboration 
o Core Meanings of Protective Factors 
o Strengthening Families for Practitioners 
o Protective Factors Defined 
o Brochure for Parents 

 Strengthening Families Collaborative members attended Collective Impact training 

 HHSA Children’s Services staff were educated and trained about the community collaborative and 
Adverse Childhood Experiences (ACEs) 
o Adverse Childhood Experiences are strong predictors of later health risks and disease  (e.g., 

injuries, heart disease, cancer, suicide, smoking, drug use, numerous sexual partners, 
psychotropic medications) 

o ACEs include: 
 Abuse: Physical, sexual, emotional 
 Family risks: Substance abuse, parental conflict, mental illness, domestic violence, 

incarcerated parent 
 Neglect: Emotional, physical 

 
Support Services for High Risk Pregnant Women 
Shasta County Health and Human Services Children’s Services coordinates with the Mercy Maternity 
Center Social Worker to do an assessment of pregnant women with identified high risk factors during 
pregnancy (including the use of illegal substances during pregnancy, domestic violence, prior removal of 
other children by CFS and current or past CFS involvement). The goals of these assessments include: 
offering preventative services to the client such as referrals to community resources, obtaining 
necessary releases of information in order to expedite the referral and investigative process and to allow 
for the sharing of pertinent information amongst providers, and explaining the Child Welfare 
investigative process in an attempt to alleviate anxiety in the client prior to delivery.   
 

http://www.shastastrongfamilies.org/articles/
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Written policy and procedural guidelines have been developed for social workers to respond to reports 
of suspected abuse or neglect due to newborn infants exposed to drugs or alcohol.  Additionally, this 
policy is intended to improve the ability of social workers to effectively identify and screen pregnant 
women with substance abuse issues with the goal of offering preventive services. 
 
When a newborn infant or mother test positive for drugs or alcohol, and a child abuse/neglect report 
has been received, Children’s Services perform a drug/alcohol exposure evaluation and risk assessment 
to ensure the protection of the infant.  Social workers utilize Structured Decision Making and Safety 
Organized Practice in investigations, decision making and case planning processes for substance exposed 
infants and their families involved in the Child Welfare System.  The Structured Decision Making risk 
assessment tool, the Risk Assessment for Substance Exposed Infants (no siblings) or (with siblings) 
matrices, and collateral contacts are used to determine whether or not the child is at high risk of abuse 
or neglect.  
 
Parent Leadership Education/Development and Parent Mutual Support  
Parent leadership education/development and parent mutual support direct services include the Shasta 
County Parent Leadership Advisory Group and opportunities for increasing leadership skills, motivation 
to succeed, positive socialization, and development of supportive relationships to continue positive 
parenting. The Parent Leadership Advisory Group increases opportunities for Parents/Consumers of 
Services to be involved in the Child Welfare Services system as parent leaders and advisors. The 
strengthening of processes that ensures meaningful involvement by parents in the prevention/family 
support planning and decision-making of Child Welfare, including CAPIT/CBCAP/PSSF, funded programs 
allows us to develop parent leaders to assure consumers of services have a forum to gain knowledge 
and provide feedback on current and future child welfare issues. 
The Parent Leadership Advisory Group is a collaboration of Parent Volunteers/Leaders, Parent Partners, 
HHSA Children’s Services staff, and Community Based Organizations meeting monthly, working together 
to improve outcomes for families involved with child welfare services. 
 
Parent Leaders participate in the Court Orientation that is mandatory for those entering Child Welfare 
Services.  At this orientation, Parent Leaders sit on the panel and discuss their personal experiences of 
child welfare, as well offering encouragement to those entering services. Parent Leaders offer a parent 
to parent support group once a month after one of the Court Orientations.  Through anonymous survey 
those entering child welfare services have given comments relative to the information shared by the 
Parent Leaders at these Court Orientations: 
“It helps a whole lot” 
“She gave me hope and inspiration and made me feel like I can overcome everything that comes at me” 
“Get myself clean and get my kid back and make the right choices” 
“That I need to step up and be a parent, give it 100% and get my kid back cause they are the most 
important thing in life” 
 
As Parent Leaders have become a resource they have participated in community outreach events 
through the Shasta County Child Abuse Prevention Coordinating Council for child abuse prevention 
education/outreach to strengthen Shasta County families through building protective factors.  The 
Parent Leadership Advisory Group Parent Leaders have grown in their expectations of themselves and 
each other.  They have increased their skills facilitating and maintaining the organization of the Parent 
Leadership Advisory Group through developing and posting meeting ground rules. As Parent Leaders are 
progressing through their leadership development, three are now completing the application process to 
be formally registered as Shasta County Volunteers. 
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One Parent Leader attended the National Certification of Parent Leaders conference in Ontario, CA.  This 
certification was provided through the National Center on Shared Leadership and Parents Anonymous.  
The conference focus was The 5 Exemplary Leadership Practices, Communication, Cultural 
Responsiveness, Ethics and Professionalism, Life’s Balancing Act, and Individualized Action Plan.  This 
Parent Leader has since been asked to represent PLAG on the State Team Leadership Board. 
 
Together with the Child Abuse Prevention Coordinating Council, Parent Leaders prepared, planned, and 
presented the annual local Parent Leadership Advisory Group mini-conference.  The focus of the most 
recent conference was Leadership Skills training in Communication & Professionalism for Parent 
Leaders.  Parent Leaders also participated in the Leaders for Change: Protective Factors in Action 
training.  Parents and staff were trained to help parents identify their leadership strengths and build on 
them to take on new leadership roles in systems that serve children and families.  Workshops focused 
on respecting who the parents are, how to develop their voice and leadership style, build positive 
relationships, and enhance their own internal strengths to create community change.  Included was an 
in-depth training on the five Protective Factors.  After completion of the training three of the Parent 
Leaders were offered the opportunity to become trainers of the Leaders for Change curriculum.  In their 
skill development, they were able to practice a part of the training material at the Parent Leadership 
Advisory Group mini-conference, leading the group of attendees in a team building activity.  Together 
with the Child Abuse Prevention Coordinating Council these Parent Leader trainers will continue to train 
Shasta County parents in the Leaders for Change curriculum in the coming year(s). 
 
Differential Response 
Differential Response is a strategy to ensure child safety by expanding the ability of child welfare 
agencies to respond to reports of suspected child abuse/neglect.  Through contract with the Shasta 
County Child Abuse Prevention Coordinating Council, Shasta County Differential Response is an 
alternative parent partner response for referrals that are evaluated out or are closed because, after 
investigating Children’s Services believes that the child is safe and there is no current risk of harm to the 
child.  These referrals may still benefit from a community response if the family is experiencing stress.  
The core element of Differential Response is to engage parents at early reports of suspected neglect or 
abuse with the goal of preventing future occurrences.  The strengthening of Differential Response 
through the incorporation of the evidence-based and evidence-informed practices (Triple P – Positive 
Parenting Program®, SafeCare®, and Strengthening Families) enables the parent partners to connect 
with families who are considered at risk of child abuse/neglect to offer them concrete training and 
resources to prevent behavioral and emotional problems in children and to address the neglect 
precursors to child abuse/neglect.  Differential Response parent partners help to assess the needs of the 
participating family and connect them to community resources.  These services are built on a 
Strengthening Families approach that seeks to help families increase protective factors, including: 
parental resilience, social connections, knowledge of parenting and child development, concrete 
supports in times of need and children having social and emotional competence.  Research supports 
that healthy child development is promoted when these factors are present in a family.   
 
Family Preservation Services  
HHSA Children Services provides direct services to families where safety and risk assessments indicate 
that child safety can be addressed through voluntary family preservation services. Direct services for 
voluntary families which include pre-placement prevention services and other services aimed at 
preserving families via reunification, guardianship or adoption are the same as they are for families who 
come into our child welfare system and include parent education, mental health screening and 
treatment, domestic violence screening and treatment, and substance abuse screening and treatment.  
HHSA Children’s Services has been working to increase family finding efforts and relative engagement at 
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the front end of Child Welfare Services and Juvenile Probation Intake. Social workers and juvenile 
probation officers can increase options for children who are unsafe in their parents’ home when family 
finding support services are available.  Relatives and non-relative extended family members can offer 
solutions to reduce foster care placement by creating safety and support prior to a court intervention. 
 
Family Reunification Services  
There are numerous services that HHSA Children Services provide to help parents reunify including, but 
not limited to:  Mental Health Assessment and Treatment; Trauma Treatment; Linkages; Wraparound 
Services; 
Evidence Based Practices like Safe Care, Triple P and TF-CBT; Substance Abuse/HIV Infant Program; 
Parent Court Orientation; Parent Partners; Sober Living Program; Drug and Alcohol Assessment and 
Treatment Referrals; and Domestic Violence Assessment and Treatment Referrals. 
 
Engaging parents/families through Participatory Case Planning including Family Team Meetings can help 
the social workers to address the needs of the children as well as placement resources.  Engaging 
parents/families early on in the development of their case plan can prevent or reduce the time children 
spend in foster care. The purpose of the Family Team Meeting is to create a family plan that is family 
centered and specific to the family in order to achieve safety, and permanency for the family and the 
child. Relatives and family support persons are invited to Family Team Meetings so that they have the 
opportunity to participate in the planning process.  
 
Parents new to the Child Welfare System learn about Family Team Meetings at the mandatory Court 
Orientation presentation. Parents hear that “Family Team Meetings are meetings to support parents 
through the process of reunification. The goal of Family Team Meetings is to gather a team together to 
develop a plan to support the safe return of the children. Every family will have an initial Family Team 
Meeting to discuss the Case Plan, visitation, and placement. Meetings can also happen at different 
stages of the case. A meeting can be requested by anyone, including the parent. This is the place for you 
to identify what's working well & what you are worried about.” Often parents request a Family Team 
Meeting after they have attended the Court Orientation. Social workers have increased the use of 
Family Team Meetings as a case management tool and parents are contacting Social Workers more 
frequently to request Family Team Meetings and report feeling “empowered by the process”.  The 
barriers identified are:  lack of a consistent and family friendly meeting space, time limitations for the 
facilitators and social workers due to high volume of meeting requests and caseload sizes, and lack of 
consistency regarding use of Safety Organized Practice. 
 
Signs of Safety and Structured Decision Making implemented together with Solution 
Focused/Motivational/Appreciative Inquiry interviewing; Family Team Meetings; Safety 
Mapping/Planning; and inclusion of Children’s Youth/Voice lead to positive outcomes.  These outcomes 
include decreased entry/reentry into foster care; positive inter-agency collaboration/exchange of 
information; increased children/youth voice in safety/safety planning/placement decisions, and 
increased family engagement. Safety Organized Practice includes Structured Decision Making, Signs of 
Safety, plus trauma-informed practice. Safety Organized Practice is a holistic approach to collaborative 
teamwork in child welfare that seeks to build and strengthen partnerships within a family, their informal 
support network of friends and family, and the agency. Safety Organized Practice utilizes strategies and 
techniques in line with the belief that a child and his or her family are the central focus and that the 
partnership exists in an effort to find solutions that ensure safety, permanency and well-being for 
children.   
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The Supporting Father Involvement (SFI) program is a family focused, evidenced-based, clinical 
intervention aimed at effectively engaging fathers as key participants in family support and 
strengthening. For the past couple of years HHSA Children’s Services has been implementing the 
evidence based Supporting Father Involvement (SFI) Curriculum.  This curriculum involves two types of 
group interventions one for Fathers and one for co-parenting Couples. We implemented our first groups 
June 2012.  During this past year we have implemented one round of Couples groups and two rounds of 
Fathers only groups. We have found that the Fathers only group tends to be more successful then the 
couples, but we suspect that this may be due to specific recruitment strategies. The total number of 
participants since June of 2012 has been 33 clients (this includes fathers and spouses).  The number of 
participants from June 2013 to present has been eight.  Eight cases (of the 33 total) have been analyzed 
so far.  Of those 50% have reunified, 25% were voluntary cases that have since been closed and 25% are 
still open.  In an effort to increase referrals and retention in our SFI groups, we are evaluating different 
points in the child welfare process where Fathers and Couples may be more receptive to participating.  
Some potential areas include at disposition, 6 month review and family maintenance cases.    
Children’s Services has established written policy and procedure regarding the Supporting Father 
Involvement Program.  Recruitment into the Supporting Father Involvement program is an active and 
ongoing process that involves direct outreach through the following internal venues: 

 Mental Health Access team clinicians; 

 Family Team Meetings; 

 Parent Court Orientation; and 

 Parent Leadership Advisory Group 
 
The Positive Parenting Program -Triple-P® parenting education program is delivered through several 
different venues in our agency.  We have several contracts with different community partners where 
Triple P is built in.  Our Medi-Cal service partners have been trained in varying levels of Triple P and 
provide these services to children who are receiving therapy and their parents when Triple P® is clinically 
appropriate to address the child’s mental disorder.  The community partner who has been contracted to 
deliver our Parent Partner Program also has been trained to deliver Triple P services to our clients as 
part of our Differential Response efforts.  Finally, another community partner who delivers our Visitation 
and Parent Class Services also has had staff trained in Triple P and provides group training to parents 
who have been mandated by the court to attend parenting classes.  HHSA CS Family Workers are trained 
to support the Positive Parenting Program skill set during facilitation of parent-child contacts to increase 
parenting skills, enhance the parent-child relationship and increase child safety. 
 
Linkages is a collaborative project between Children’s Services and CalWORKs to integrate services for 
clients involved in both systems through the development of a Coordinated Services Plan and to 
increase the socio-economic functioning of parents by providing CalWORKs support services to parents 
while children are in care..  The coordinated and focused efforts of Linkages helps families reduce 
barriers to economic self-sufficiency, safe parenting, provides increased support services, and can 
reduce time to reunification.  Linkages is a practice that enhances intra-agency collaboration and helps 
to provide a broader picture of the family’s needs and services utilized across programs to increase 
support and success for families.  Linkages results in: improved communication between programs; 
sharing of resources; prevention of service duplication; and reduction in costs. Open cases with families 
involved in both Children’s Services and CalWORKs are considered Linkages cases.  Family 
Maintenance/Family Reunification cases are assessed for possible CalWORKs eligibility with those 
families not already receiving Linkages referred to CalWORKs, as applicable. Children’s Services and 
CalWORKs coordinate to ensure that the Child Welfare Services case plan and the Welfare-to-
Work/CalWORKs case plan are aligned to meet the family’s needs.  The Linkages Team has worked with 
CalWORKs to provide expedited cash aid to Linkages families that have reunified with their children.  
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Linkages is working to expand expedited cash aid to Children’s Services families and to broaden our 
definition of Linkages to all of the families in common that are involved with Children’s Services and 
requesting cash aid assistance.  CalWORKs has put together a team of Welfare to Work (WTW) Case 
Managers to provide more preventive and oversight work around Welfare to-Work families that have 
been identified to have barriers to employment and are at risk.  Children’s Services is monitoring the 
development of the Family Stabilization Act by CalWORKs in order to better coordinate Children’s 
Services and CalWORKs efforts to prevent child endangerment and negligence. 
 
Adoption Services 
Shasta County HHSA Children’s Services Adoption Services have been designed to encourage more 
adoptions out of the foster care system and support adoptive families (before and after finalization). 
The Adoptions Unit provides adoption services for children in the Child Welfare System in Shasta 
County. The Adoptions Unit is collocated with Children’s Services. The Adoptions Unit has one full-time 
supervisor, five full-time Adoption Social Workers and two clerical staff assigned. Recruitment and 
training for prospective adoptive parents is provided in conjunction with the Foster 
Care/Options/Licensing, Training and Recruitment” program.  
 
Children in the process of adoption, or who have been adopted, have a unique set of needs.  Adoption 
Promotion and Support services include pre- and post-adoptive clinical assessment/counseling services, 
support services and support group services designed to expedite the adoption process and support 
adoptive families.  Services are specialized, targeting the impact of adoption on the lives of the adoptive 
family.  Services may be directed to a child who is grieving the loss of his biological family, or to a 
married couple in which spouses have different levels of commitment to the child they are adopting.  
Additionally services focus on the more challenging situations, reevaluating difficult to place older youth 
and/or children with special needs, providing more intensive clinical services for children struggling in 
their current placements, and connecting adoptive families to more community support resources.   The 
target population is families that would benefit from services and activities designed to encourage more 
adoptions out of the foster care system, when adoptions promote the best interests of children, 
including such activities as pre- and post-adoptive services and activities designed to expedite the 
adoption process and support adoptive families. Children and foster/adoptive families who are in some 
stage of the process of adoption:  the children are in foster care, awaiting an adoptive placement; are in 
a potential adoptive placement; or, are living with the family that has adopted them. 
 
The Shasta County HHSA Children’s Services High Risk Team is a support network for youth and 
caregivers who are involved with Children Services.  The High Risk Team concept was initiated by foster 
and adoptive parents who recognized that a certain percentage of our youth have special needs 
requiring more than the average level of care and services normally provided to youth in our system.  It 
was further recognized that a failure to respond to these children’s needs in a timely and comprehensive 
manner had a destabilizing effect on the child and the placement as well as post-adoptive homes.  A 
specialized case manager and high-risk team focus on early identification of high-risk youth. They work 
closely with care providers and social workers to access needed services.  
   
Kinship care/Support Services 
The support services that are available to our relative care providers is the same that is available to our 
biological and foster families.  These services include family team meetings, safety organized practice, 
social worker ongoing support, relative home assessment and approval and a kinship care support group 
that is provided by Shasta College.  We recognize that there is an unmet need within our county for 
services directly tailored to this population. 
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Family finding and engagement efforts facilitate the location of relatives as a placement option for 
children. Relative placements are more stable than non-relative placements and therefore increase 
placement stability, reduce foster care re-entry rates, and reduce the isolation and negative 
consequences on youth who exit the foster care system without long term supportive relationships.  
Relatives/NREFMs give the family support and encouragement as the parents try to resolve the 
problems that led to the child being removed from them. 
 
The Positive Parenting Program (Triple-P®  and SafeCare® evidence-based practices include the training 
of Relative/Non-Relative Extended Family Members to increase parenting skills and enhance the care 
provider-child relationship and home safety.   The goals are to promote the independence and health of 
families through enhancement of parents’ knowledge, skills, and confidence; to promote the 
development of safe, protective, and nurturing environments for children; to promote the development, 
growth, and social competence of young children; to reduce childhood behavioral and emotional 
problems and adolescent delinquency, substance abuse, and academic failure; to enhance the 
competence, resourcefulness, and self-sufficiency of parents in raising their children; and to reduce the 
incidence of child maltreatment.  Relative/Non-Relative Extended Family Members care providers are 
offered Triple-P® training through Shasta College Foster and Kinship Care Education.  Additionally, HHSA 
Children’s Services has started SafeCare® implementation with relative placements when appropriate.  
Relative placements are familiar with the behaviors of their own family, therefore are more 
understanding of the behaviors of the child in their care. Relative placements are open, willing to ask 
more questions, and want to know how implementing the program will benefit the child and the family 
unit.  
 
Independent Living Services 
Through contract with the Northern California Youth and Family Programs community based 
organization Shasta County provides and Independent Living Program that includes, but is not limited to, 
independent living skill assessments, basic living education, vocational training, job-seeking skills, 
individualized services, and implementation of Transitional Independent Living Plans.  Independent 
Living Program services are provided to Youth who are about to, or who already have transitioned out of 
the foster care system. The eligible Youth are Wards and Dependents of the juvenile court. There are 
approximately 225 – 250 individuals from Shasta County eligible for ILP services. There are also 
approximately 40 individuals eligible for ILP services from other counties who currently reside in Shasta 
County.  In addition, there are a number of individuals from Shasta County, currently in other counties, 
who are eligible to receive ILP services.  The Independent Living Program: (1) identifies youth who are 
likely to remain in foster care until 21 years of age and helps these youth make the transition to self-
sufficiency by providing services such as assistance in obtaining a high school diploma, career 
exploration, vocational training, job placement and retention, training in daily living skills, training in 
budgeting and financial management skills, substance abuse prevention, and preventive health activities 
(including smoking avoidance, nutrition education, and pregnancy prevention); (2) helps youth who are 
likely to remain in foster care until 21 years of age receive the education, training, and services 
necessary to obtain employment; (3) helps youth who are likely to remain in foster care until 21 years of 
age prepare for and enter postsecondary training and education institutions; (4) provides personal and 
emotional support to youth aging out of foster care and probation, through mentors and the promotion 
of interactions with dedicated adults; (5) provides financial, housing, counseling, employment, 
education, and other appropriate support and services to former foster care recipients up to 21 years of 
age to complement their own efforts to achieve self-sufficiency and to assure that program participants 
recognize and accept their personal responsibility for preparing for and then making the transition from 
adolescence to adulthood; and (6) makes available vouchers for education and training, including 
postsecondary training and education, to youths who have aged out of foster care. 
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Additionally two of our Foster Family Agencies have housing available for transitional age youth and we 
have an arrangement with Shasta College for use of their dormitory facilities to meet our Supervised 
Independent Living Placement needs. The County also hosts monthly Transitional Age Foster Youth 
meetings where the agency and community service providers meet to discuss the needs of the 
Independent Living Program population. 
 
One area of continued focus is the youth’s participation in the development in his/her own transitional 
plan. Staff has been trained in motivational interviewing to strengthen their skills in engaging the youth 
to participate and develop their own goals. The overall goal is to ensure youth emancipating or aging out 
of foster care are prepared to transition to adulthood. Our youth will be better prepared for adulthood 
through increased Independent Living Program services and further involvement of the youth in his/her 
own case plan development. Their participation in comprehensive case planning will lead to an 
increased sense of efficacy, self-sufficiency and empowerment.  
 
Permanency Planning Services  
HHSA Children’s social workers connect youth that do not have a case plan goal of adoption or 
guardianship with the community’s Plus one Mentor’s program, ILP services, Court Appointed Special 
Advocate services, education services, mental health services, SMART center and other services as 
needed.  
 
HHSA Children’s Services continues to work on expanding Family Finding and Relative Engagement 
processes to expand opportunities for foster youth to gain connections to positive examples and to 
increase permanency in placements where possible. The Probation Department also engages in Family 
Finding procedures to benefit Probation youth who may not be able to return to their homes upon 
release (such as a sexual offender whose victim is in the home).  A policy and procedure needs to be 
formalized to facilitate verification of the safety and appropriateness of life-long connections with 
relatives and non-relative extended family members with youth. Connections with relatives and family 
friends are important for all children, especially for children whose families are in crisis. 
Relatives/NREFMs give the family support and encouragement as the parents try to resolve the 
problems that led to the child being removed from them. Relatives/NREFMs also help by calling and 
visiting the child, inviting them to their home for holidays and other occasions, remembering birthdays, 
etc. Relatives/NREFMs assist the child’s social worker or probation officer in locating other relatives and 
family friends who might be able to help the child and family, including those who live out of state 
 
Programs and services that address the unique characteristics of the populations, previously identified 
in the demographic section to be at greatest risk of maltreatment.   
Based on the County’s demographic profile, alcohol and substance abuse, domestic violence, 
homelessness and poverty continue to be a dynamic within the population that puts children at risk of 
maltreatment.  There are many services throughout the community that address the special needs of 
this population.  People of Progress is a long standing organization within the community that addresses 
the needs of the homeless population, and most recently several community forums have been held to 
identify strategies to aid this issue.  Planned Parenthood is also part of the community based resources 
available to families and teen moms.    One Safe Place and Wright Education provide services to victims 
and perpetrators of domestic violence.   Within the HHSA agency itself there are several resources 
available to families struggling with substance abuse and mental health issues.  Our Regional Services 
branch offers perinatal services for Moms who are abusing while pregnant.  The Public Health branch 
has a comprehensive Maternal Child and Adolescent Health Program available, and alcohol and drug 
treatment services are offered through our Adult Services Branch.  This past year, Children’s Services has 
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launched a Sober Living Pilot Project that provides comprehensive assessment, outpatient treatment 
services, and housing for alcohol/substance addicted parents whose children have come into the child 
welfare system.  In addition to the Sober Living Program the branch has approximately 13 different 
mental health service contracts. These contracts provide a diverse range of services with Medi-Cal 
providers, group homes, tele-psychiatrists and individual psychiatrists/psychologists.  Children’s 
Services, through the Mental Health Services Act Funding, trained several staff clinicians in the Evidence 
Based Practice called Trauma Focused Cognitive Behavioral Therapy, thereby expanding our capacity to 
meet the needs of children experiencing PTSD.   
 
In examining our Demographic Profile single moms and grandparents raising grandchildren are two 
segments of the population that represent a gap in agency knowledge about what their unique needs 
may be. 
 
Culturally Relevant Services  
The Agency contracts out for translation services through the Adult System of Care.  These services 
cover languages including Spanish, Punjabi, Arabic, Mien, etc.  Children’s Services also has staffs on site 
that are fluent in Spanish and Mien/Laotian.  In the community the Courts can appoint an interpreter if 
needed and there are many resources available to the Native American population through our 
participation with the ICWA workgroup through the Redding Rancheria and Pit River Tribe. 
 
Programs that target underserved populations.  
In addition to the items mentioned in the bullet above, the community also has agencies that can serve 
the needs of children with disabilities.  Some of these agencies include Remi Vista, Rowell 
Empowerment and Far Northern Regional Center. 
 
Services provided to find a permanent family for children ages 0 - 5.  
Children’s Services provides the Options Program for foster parents and relative care providers to 
receive special training to infants, toddlers and young children who were born exposed to drugs and or 
alcohol.  We use the ASQ screening for children who are under age 5.  This tool allows us to identify if 
the child is developing at the appropriate rate and stage.  Other services for this age group include 
Family Finding, Family Team meetings, Safe Care, and Triple P. As mentioned in previous areas of this 
report, the branch also has a strong collaborative partnership with First 5 Shasta to provide additional 
support for this age group.  The Interstate Compact for the Placement of Children (ICPC) to find a 
permanent family is another service offered to this age group. 
 
Services which address the developmental needs of infants, toddlers, and children.  
The Ages and Stages Questionnaire Third Edition (ASQ-3) is a comprehensive screening and monitoring 
program.  The screening system is composed of 21 questionnaires designed to be completed by parents 
or other caregivers at any point for a child between 1 month and 5 ½ years.  Each questionnaire contains 
30 developmental items organized into five areas:  Communication, Gross Motor, Fine Motor, Problem 
Solving, and Personal-Social.  An Overall section addresses general caretaker concerns. Based upon the 
ASQ-3 scores and the needs of the child, referrals will be made to the following agencies: 

 Far Northern Regional Center (FNRC) Early Start/Early Head Start 
All screenings with at least one area scoring below the established cutoff will be considered 
for referral.  Additionally, scores with multiple areas scoring close to the cutoff, or multiple 
overall concerns will be considered for referral. Screenings of concern that are not referred 
will be rescreened within 90 days of the initial screening. 

 Shasta County Office of Education (SCOE) Early Intervention Program (EIP)  
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All children with delays due to a condition such as impairment in vision, hearing or speech, 
orthopedic condition, congenital syndrome, seizure disorder, Autism-like behavior, 
Intellectually Delayed, or Emotional Disturbance will be referred to the SCOE EIP. 

 
Services, within the agency, that address developmental needs include the Substance Abuse/HIV Infant 
Program and the ASQ and ASQ-SE social emotional assessment services.  Within the community, Remi 
Vista, Rowell Empowerment, Far Northern Regional Center headquarters and SCOE Early Childhood 
services. 
 
Services available to children and/or caregivers with physical, mental or other disabilities 
Additional services beyond what has already been mentioned include Katie A and High Risk Team 
meetings that are performed at Children’s Services with assistance from our three county Medi-Cal 
organizational providers.  Mental Health Services are addressed extensively throughout the 
management of cases and other sections of this report. 
 
The Shasta County High Risk Team is a support network for children and caregivers who are involved 
with Children’s Services.  The goal is to create safe, stable homes for children through collaborative 
team meetings, comprehensive assessment of children’s needs and the development of individualized 
action plans.  The purpose of the meeting is centered on providing support and services to children in 
collaboration with care providers. If a child is being transitioned due to their behaviors, social workers 
are to call for a High Risk Team meeting.  A “Transition” means, the planned move of a child/youth in 
foster care from one placement to another that may occur between foster parents, from foster parents 
to biological parents, from a higher/lower level of placement to a lower/higher level of placement, 
etc.  When a transition is going to take place the social worker develops a transition plan in collaboration 
with the family and all key members associated with the case.  Each transition plan must be 
individualized to the needs and strengths of the child involved and should ensure the child is able to 
maintain a relationship with siblings, relatives, and adults who are important to them.  Social Workers 
monitor the child's physical, emotional, social, and educational development and solicit the child’s input 
regarding the future. When a transition occurs or is being planned the following people should be 
informed: Mental Health Clinician associated with the case, any Organizational Provider, Public Health 
Nurse, Family Workers, Education Liaison, the child’s attorney, sibling and/or parents when appropriate, 
and Placement Clerk. 
 
Wraparound Interagency Network for Growth and Stability (WINGS) is an intensive strength based family 
focused program for high-risk juveniles. The court-based program uses an interagency family treatment 
team to meet the needs of the minor and family. The team consists of two probation officers and a mental 
health therapist. Minors with diagnosed mental illness, as well as those whose level of functioning is 
impaired by learning disabilities and severe substance abuse, require extremely high levels of supervision 
and support in order to be successful in their school, home and community. Family members help in 
developing plans and strategies to deal with issues presented when the minor remains in the home. 
 
Probation has access to Thinking for a Change which is a 16 week course designed to help minors cope 
with the stresses of life by teaching concepts and skills that enable them to manage their anger without 
resorting to aggression.  They are currently being conducted in the Juvenile Hall and at Oasis School, 
Anderson and Redding at Wright Education Services by Wright Education Services. 
 
Indian Child Welfare Act Services  
Services for Native American Families are primarily provided through the County’s ICWA process. 
Children’s Services is a core member of the local ICWA workgroup, other primary players include Pit 
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River Tribe and Redding Rancheria.  Services provided through these organizations include Tribal TANF 
financial assistance, behavioral health services, head start services, drug and alcohol services, medical 
and dental services as well as cultural and recreational activities for tribal children. 
 

QUALITY ASSURANCE SYSTEM 
  

Evaluating the adequacy and quality of the child welfare and probation placement systems 
throughout the continuum of care  
Shasta County Children’s Services uses the Berkeley CWS-CMS data, the SafeMeasures monitoring 
system, and Business Objects to assist with quality assurance. These database systems allow us to run a 
variety of reports to meet individual service and program evaluation needs.  Oversight of the quality of 
decisions made by staff is a primary role of the front-line supervisors and the multi-disciplinary team, 
prior to major decisions being made on behalf of children and families.  Case decisions are based on a 
multi-disciplinary approach where several parties with different areas of expertise help to weigh in on a 
decision. 
 
In addition to this database infrastructure, we have the following collaborative decision making methods 
in place: 

 Initial intake case staffings typically include supervisors, a court officer, a mental health clinician, 
and/or drug and alcohol counselor, public health nurse, domestic violence counselor, and the 
primary Social Worker.  Intake supervisors as a group, review referrals for compliance and criteria 
prior to approving substantiated allegations that are reported to the Child Abuse Central Index 
(CACI). 

 Court and Ongoing Social Workers present their recommendations at a Multi-Disciplinary Team 
(MDT) meeting for approval before the court report is written. The following are within the 
scope of cases for review at MDT: 

o All cases opened to services, except those that are opened and closed in Intake. 
o Original Dispositional recommendations, unless otherwise reviewed for appropriateness 

and concurrence by another interagency/Children’s Services case staffing (e.g. critical 
case staffing, family team meetings). 

o Recommendation of reunification (e.g., return of child or perpetrator to the home) at 
any stage of court case to include exercising court discretion for overnight visits and trial 
home visits. 

o  Any termination of court dependency that could pose a potential threat to the 
child(ren) (e.g. cases involving severe abuse, death of a sibling, critical cases, court 
findings under WIC Section 300(e), (f), or (i)).  Workers or supervisors may, at their 
discretion, include any case for review of the plan for closure. 

o Staffing requested by Children’s Services workers. 
o Cases involving a major shift in the case plan or court recommendation (e.g., Permanent 

Plan to Family Reunification, Family Reunification to Family Maintenance, Family 
Reunification to Permanent Plan). 

o Preventive services to support a Voluntary case prior to the birth of a child. 
This meeting typically includes representatives from child welfare (1-4 supervisors and a program 
manager), a clinician/therapist, public health nurse, Parenting Center, drug and alcohol counselor, 
Shasta County Office of Education, CalWORKs, the Probation Department, the Redding Rancheria, 
One Safe Place and the Foster Parent Association.  Social Workers may also present their case at 
a Concurrent Case Plan Multi-Disciplinary Team (CCPMDT) at which time concurrent planning 
issues are reviewed and refined. 
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 Social Workers and probation officers are required to present their case to a Placement 
Prevention and Resource Team (PPRT) prior to children being placed in a group home, and to be 
considered for Wraparound or Therapeutic Behavioral Services (TBS). The PPRT reviews for the 
most appropriate placements to meet the child or youth’s special needs. PPRT includes 
multidisciplinary staff including child welfare social workers, family workers, a clinician, probation 
officer, an educational representative, and staff from the Independent Living Program.   

 Monitoring foster care payments and eligibility compliance is accomplished through 
communication via the SOC 158A form. This form, signed by the Social Worker, certifies that the 
Adoptions and Safe Families Act (ASFA) requirements have been met and acts as an invoice to 
determine eligibility for placement funding and medical benefits.  

 
Quality of programs is evaluated through the assessment of client needs, client progress, and satisfaction.  
In addition quality is evaluated through performance measures such as family participation in activities 
and trainings, usage of resources, and client feedback.    
 
Children’s Services has a designated program evaluation analyst whose role is to develop logic models and 
evaluation plans for new and existing programs.  The program evaluation analysts helped to develop 
performance measures and outcomes that are written into all contracts.  Shasta County HHSA Children’s 
Services monitor’s contractors and services provided to ensure accountability by incorporating program 
requirements into the written contracts, with the service providers, PSSF/CAPIT/CBCAP quarterly progress 
report tools, and periodic program reviews.  Contractual requirements are monitored by the Shasta 
County HHSA Business Support Services’ (BSS) contracts analyst and Children’s Services analysts.  The 
fiscal requirements of the contract are monitored by the Shasta County HHSA BSS fiscal analyst and 
Children’s Services analysts.   
 
Over the last few years Children’s Services has been focusing on improving outcomes with contract 
providers through increased monitoring, analyst and program manager support and adding outcome 
measures to performance expectations.  Included in several contracts with service providers is the 
utilization of the Protective Factors Survey.   The Protective Factors Survey is a pre-post evaluation tool 
for use with caregivers receiving child maltreatment prevention services. It is a self-administered survey 
that measures protective factors in five areas: parental resiliency, social supports, concrete supports, 
nurturing and attachment, and knowledge of parenting/child development.  The Protective Factors Survey 
is an Evidence Based Tool that is a product of the FRIENDS National Resource Center in collaboration with 
the University of Kansas Institute for Educational Research and Public Service. The primary purpose of the 
Protective Factors Survey is to provide feedback to agencies for continuous quality improvement and 
evaluation purposes. The survey results are designed to help agencies measure changes in protective 
factors and identify areas where workers can focus on increasing individual family protective factors. 
 
Since 2012 Children’s Services has completed 36 new and updated Policies and Procedures to help 
improve the consistency of practice and services.  There is a designated analyst assigned that helps to 
develop the policies with staff and leadership, and then provides staffing training to ensure compliance.  
Many of the policies and procedures developed improve quality assurance in the services provided such 
as: Relative Home Assessment Process, HIV Testing of Clients, Placement of Medically Fragile Children, 
and Adoption Assistance Program Funding. 
 
Shasta County Health and Human Services Agency has made a commitment to utilize Lean Six Sigma 
efforts to improve the quality of services throughout the agency.  As part of this effort every Branch, 
including Children’s Services, dedicated two staff to implement the application of the principles of Lean 
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Six Sigma within their own branch to encourage a culture of service excellence, continuous improvement 
and empirically based decision making.   

 The Lean approach utilizes a set of standard tools and techniques to design, organize, and manage 
operations, support functions, providers, and clients.  Lean techniques cut costs by eliminating 
waste of materials, time, activity, and errors.  These reductions increase the quality of services 
provided.   

 Lean Six Sigma is both a project management framework as well as a set of statistical tools to aid 
in solving quality improvement problems.  

 
Senior management establishes clear goals, middle management acts as a liaison, providing tools and 
removing barriers, front-line workers identify problems and provide ideas for improvement.  Children’s 
Services has been increasing staff awareness about quality improvement efforts by doing presentations 
at unit and leadership team meetings.  We have applied Lean Six Sigma concepts to several of our business 
practices, including policy development, contracts, and training systems.  
 
Shasta County Health and Human Services Agency has made a commitment to apply Implementation 
Science when implementing Evidence Based Practices and embarking on certain systems change 
strategies.  Implementation Science is an approach to ensure that innovative, promising or evidence‐
based practices/interventions utilize a reliable, supportive, and sustainable delivery system that maintains 
fidelity.  We created the Implementation Science Coordinating Core Group to guide our application of 
Implementation Science.  This group received training in implementation science techniques and practice.  
Leaders of the group developed tools for the branch to use when applying the implementation science 
framework to branch programs. 
 
We have created the Implementation Science teams for our Katie A., Triple P, Sober Living Program, and 
Safety Organized Practice.  We are in the process of creating a team for Family Finding and Engagement.  
These teams are charged with assessing each of these areas for their various stage of implementation and 
developing a plan to address gaps and/or challenges in current practice.  To help these teams with their 
assessment we have developed checklists for each stage of implementation.   
 
Shasta County Probation Department utilizes the same systems as mentioned above: placement cases are 
staffed with a probation supervisor, a child welfare supervisor, presented at PPRT, and brought to court 
every six months for review and permanency hearings. Before a Probation Officer can recommend to the 
court that a minor be placed in foster/group home care, they must complete a checklist, which ensures 
that they have a completed case plan, that a relative search has been completed, and their educational 
and health needs are properly met.  
 
The determination of whether a child has Native American heritage is added to the initial case plan, and 
probation has referred Native American children to their respective tribe’s ICWA worker for several years.  
At probation’s court intake level, the supervising Probation Officer approves all petition requests, 
detention requests, and case plans. For minors already receiving family maintenance services, their case 
plans are reviewed every six months by the Supervising Probation Officer. 

 
Evaluating achievement of the performance measures identified in the county Quarterly Data Reports  
Children’s Services utilizes the Quarterly Data Reports, provided through the Berkeley website, to assess 
progress and determine if certain initiatives or practice changes are improving outcomes over time.  
Quarterly Data Reports are shared with the Leadership team.  Quarterly Data is also utilized when 
updating the Systems Improvement Plan and when assessing how well a certain program or initiative is 
doing to influence or change a current measure.  Children’s Services has seen a consistent high rate of 
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referral as much of the state is starting to trend lower.  It has been a practice shift in recent years to add 
more preventative services to the front end of child welfare and do more with community partners to 
implement the Differential Response Program. 
 
Shasta County Probation Department utilizes the Quarterly Data Reports provided through the Berkeley 
website to assess, monitor, and determine if current practices are improving outcomes over time.  
Probation has enhanced a few of the preventative services in hopes of having fewer minors enter the 
foster care system. The Probation Wraparound (WINGS) intensive supervision caseload, for minors who 
have a mental health diagnosis, has added a Parent Partner and a Skill Builder to the team to better 
address all concerns within the family. Probation has been facilitating the Parent Project parenting 
course for close to three years and this has proven to assist in parents developing better parenting and 
coping skills to avoid out of home placement recommendations. 
 
Compliance with the Indian Child Welfare Act (ICWA) and Multiethnic Placement Act (MEPA.)  
Congress passed the Indian Child Welfare Act to protect the best interests of Indian children, promote the 
stability and security of Indian tribes and families by the establishment of minimum federal standards for 
the removal of Indian children from their families, and the placement of such children in foster or adoptive 
homes which will reflect the unique values of Indian culture, and to provide assistance to Indian tribes in 
the operation of children and family service programs.  
 
In regard to foster care, ICWA recognized the tribes’ involvement in the provision of child welfare services 
to Indian children and required that, when necessary, the preferred placement of an Indian child in foster 
care be the home of the Indian child’s extended family, or a licensed or approved foster home, as specified 
by the Indian child’s tribe.  A designated Court Officer monitors and ensures compliance with ICWA and 
follows up with tribes that the agency does not hear back from.  Children’s Services communicates with 
local tribal partners and other tribes on a regular basis.  Children’s Services is an active member of the 
local Shasta County ICWA Workgroup, ensures tribes are notified in a timely fashion for new open cases 
or voluntary services, and encourages foster parents and tribal children to attend cultural events. 
 
When it comes to placement of children in tribal approved homes, Children’s Services developed a policy 
and procedure to help staff understand what is expected when doing a home assessment.  The Relative 
and Non-Relatives Extended Family Member Home Assessment Policy and Procedure outlines the 
specifications for Tribally Approved and Tribally Specified Homes to help ensure all placement regulations 
in these types of homes have been met. 
 
The Multiethnic Placement Act (MEPA) of 1994 and the Interethnic Adoption Provisions (IEP) of 1996 
are federal laws that govern how foster and adoption placement decisions involving race, color or national 
origin are considered. They were implemented to remove barriers to permanency for the vast number of 
children in the child welfare system. The purposes of MEPA-IEP are to:  

 Reduce the length of time that children wait to be adopted. 
 Facilitate the diligent recruitment and retention of foster and adoptive families. 
 Eliminate discrimination on the basis of the race, color, or national origin of either the prospective 

parent or the child. 
 
The Multiethnic Placement Act (MEPA) contains three major provisions affecting child welfare policy and 
practice: 

 Prohibits agencies from refusing or delaying foster or adoptive placements because of a child's or 
foster/adoptive parent's race, color, or national origin; 
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 Prohibits agencies from considering race, color, or national origin as a basis for denying approval 
as a foster or adoptive parent; 

 Requires agencies to diligently recruit a diverse base of foster and adoptive parents to better 
reflect the racial and ethnic makeup of children in out of home care. 

 
Children’s Services incorporates ICWA and MEPA into Foster Pride training and Foster Kinship Care 
Education for foster parents and relative caregivers explaining the importance of these two federal laws.  
UC Davis offers trainings annually to staff on ICWA, MEPA and cultural sensitivity and staff are encouraged 
to attend annually. 
 
Screening, assessment and treatment plan of children’s mental health and trauma needs, including 
psychiatric evaluation, as necessary, to identify needs for psychotropic medication 
Biological parents are interviewed during the Children’s Services Intake process by a Public Health Nurse 
(PHN) regarding their child/children’s physical and mental health.  The Intake PHN aids the biological 
parent in completing a comprehensive court form, the JV225 – Your Child’s Health and Education and 
enters the obtained information into the Health and Education Notebook in CWS/CMS.  The Health and 
Education Passport is generated that lists all of the gathered information.  Medical records are obtained 
on detained children to ensure the most comprehensive medical information is entered into the Health 
and Education Passport to aid the child’s medical care and treatment.  The Intake PHN and Medical 
Services Clerk ensure each child receives a comprehensive well-child exam and dental exam if age three 
or over.  The Intake PHN or case carrying social worker will complete a mental health screening form 
and ensures that the Access Mental Health Clinician receives it to ensure timely evaluation if needed 
and mental health services based on evaluation including therapy and medication evaluation. 
 
Mental Health clinicians that are collocated in Child Welfare provide crisis intervention, facilitate 
admission to a psychiatric hospital when necessary, and provide discharge planning for dependents who 
have been hospitalized.  Since there are no pediatric psychiatric hospital beds locally, Shasta County 
provides transportation for the youth to a hospital outside of the community. Children’s Services clinicians 
work with caregivers, families and social workers to develop workable safety plans in an attempt to avoid 
hospitalization, but if a child is a danger to themselves/others or gravely disabled, staff work with local 
law enforcement, emergency rooms and hospital staff to meet the child/youths mental health needs 
before, during and after a hospitalization.   
 
Children’s Services utilizes a team-based case management system providing intensive support to abused 
and neglected children and their families.  Perspectives of people and organizations involved with children 
including: families, caregivers, social workers, clinicians, public health nurses, Shasta County Office of 
Education, Alcohol and Drug Programs, inform service plans and treatment plans that meet the children’s 
mental health needs. The tools offered through Safety Organized Practice (SOP) are utilized to bring 
protective factors and safety concerns to the forefront in a family driven approach to case management. 
 
Children’s Services develops Case Plans for children to reflect services related to health, dental, mental 
health services, educational needs, visitation, and social worker contacts.  Case Plans are updated at 6 
month increments to address client progress and change or add any services to meet the needs of the 
child. 
 
All children receive a mental health screening.  Based on the mental health screening some children will 
receive a mental health assessment.  Children that are age 0-5 receive the Ages and Stages Questionnaire 
(ASQ) from a Public Health Nurse every 6 months or 1 year based on the child’s age.  For children that are 
5-18 or are non minor dependents a public health nurse completes a mental health screening upon entry 
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into the child welfare system and the social workers screen at 90 days from entry if no mental health 
needs were noticed upon entry.  Every child that is not open to mental health services receives a mental 
health screening annually thereafter.   
 
There is a mental health Access Clinician that helps to review screenings, make referrals to internal or 
organizational providers to complete a mental health assessment and informs social workers of the 
disposition/findings.  An analyst tracks all mental health screenings to ensure that the necessary 
guidelines are met for initial, 90 day and annual screenings.  The analyst works with the Access Clinician 
and will contact and supply Social Workers with a screening form if one is missed or due to help ensure 
that every child is screened for indicators of mental health treatment needs.  Children’s Services 
developed and trained staff on the Access to Mental Health Services Policy and Procedure and the Katie 
A. Policy and Procedure to help improve consistency in practice and explain the screening and assessment 
process. 
 
The Comprehensive Mental Health Assessment is a measurement or evaluation of the clients’ mental 
health including their social, emotional and behavioral functioning. The Comprehensive Assessment may 
be conducted by HHSA staff clinicians or contracted organizational providers. The mental health 
assessment includes completion of the trauma informed Child Adolescent Needs and Strengths (CANS) to 
assist with treatment planning and outcome measurements.  Child and Adolescent Needs and Strengths 
(CANS) is a multi-purpose tool developed for children’s services to support decision making, including level 
of care and service planning, to facilitate quality improvement initiatives, and to allow for the monitoring 
of outcomes of services.   
 
Probation refers children with mental health diagnoses and/or needing clinical case management to the 
mental health clinician in order to ensure they receive a mental health assessment and case 
management.   

 
Administration of prescription medications, including psychotropic medications for children in foster 
care 
All children in foster care placement through child welfare and probation have an assigned Public Health 
Nurse (PHN).  The assigned PHN communicates with the child’s medical provider and substitute caregiver 
or group home on a regular basis regarding medication and provides the caregiver with an initial and 
updated Health and Education Passport.  The Health and Education Passport contains information 
regarding current medications and medications prescribed in the past.   
 
The Medical Legal Liaison (Psychotropic Medication Registered Nurse) works in conjunction with the 
prescribing physician and the Court to initiate the process of starting a child or youth in placement on 
psychotropic medication if necessary.   The Psychotropic Medication Registered Nurse attends the initial 
medication evaluation and follow up appointments as necessary.  This nurse is a resource for caregivers, 
social workers, probation officers, and the court regarding the need for medication, the effects, and the 
side effects of the medication.  The nurse is assigned to every child or youth on psychotropic medication 
and aids in the initiation of the medication and monitors the effectiveness of the medications through 
communication with the caregivers, social workers, and physicians.  The nurse appropriately documents 
the child’s progress and ensures that the court order is obtained for psychotropic medication for all Shasta 
County dependent children who need psychotropic medication. 
 
Children’s Services developed and trained staff on a policy and procedure outlining the JV220 Psychotropic 
Medication process and expectations for staff that includes follow up, documentation, the court process, 
and tracking.  A Foster Care Nursing Health Information Management policy and procedure was also 
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developed and staff has been trained to ensure timelines and confidentiality standards are met regarding 
foster children’s health information. 
 
Probation follows the procedure for obtaining JV 220 orders from court which involves a public health 
nurse preparing the JV forms and providing psychotropic medication information to the court.   

 
Identifying and addressing the child’s physical health and educational needs 
Children’s Services monitors the child’s health needs through obtaining their CHDP well child exams.  
The CHDP well child exams are done according to the CHDP periodicity schedule and then yearly after 
the age of 2 (this is a more stringent standard for children in foster care than it is for the general 
public).  Obtaining the CHDP PM 160 form on all children in placement (including probation placements) 
and entering that information in the Health and Education Passport (HEP) demonstrates that our foster 
care nurses are following state mandates.  The Foster Care Public Health Nurse also collects and enters 
information regarding a child’s health, dental, vision, any problems that were identified at his or her 
exam, and what follow up needs to be completed.  The Foster Care Public Health Nurse will follow up on 
any identified problem and make sure that the child gets appropriate referrals to specialists, providers, 
etc.  
 
The Supervising Public Health Nurse audits the nurses work, reviews all PM 160s that have problems 
listed, and follows up to ensure the child receives appropriate treatment.  The Supervising Public Health 
Nurse reports to the CHDP Department at Public Health all required information related to CHDP exams 
for children in foster care, which is then submitted to the state.  Through the use of Safe Measures, the 
Foster Care Public Health Nurses can see that all children are receiving CHDPs and Dental Exams, as well 
as whether foster parents are receiving the Health and Education Passport within the appropriate time 
frame set forth by the state.  The Foster Care Public Health Nurses helped to develop and train staff on 
the Foster Care Nursing Health Information Management Policy and Procedure that outlines all the 
steps, documentation, and tracking that is done to ensure children in foster care receive timely health 
care. 
 
Children’s Services has collocated Shasta County Office of Education workers who specialize in meeting 
the education needs of children in foster care.  The onsite education workers are able to input 
information directly into CWS/CMS to ensure that the information social workers have is accurately 
reflecting information obtained from the child’s school district.  The education workers also attend 
family meetings like Family Team Meetings, High Risk Teams, and Child and Family Teams to help 
address the educational needs of children in care and ensure any referrals or Individualized Education 
Plan (IEP) are in place. 
 
All Shasta County Probation children in foster care are assigned to a foster care public health nurse.  The 
probation department communicates with placements to notify them to provide the child’s health 
information to the foster care public health nurses.   

 
The system used to ensure children with special needs and their families receive effective services 
Children’s Services has established several internal processes to help address the needs of children with 
special needs, examples include: a Foster Care Public Health Nurse who is assigned to the special needs 
population of children, Ages and Stages Screening for all children 0-5, training for caregivers on how to 
care for substance exposed infants, designated process to refer children to Far Northern Regional 
Center, and continued work with the Quality Parenting Imitative (QPI) to develop and assess our 
caregiver training and service needs. 
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Children’s Services developed and trained staff on the Medically Fragile and Non-Ambulatory Placement 
Policy and Procedure which outlined for staff the necessary steps to take if doing an initial placement of 
a child that is medically fragile and/or non-ambulatory.  Children’s Services utilizes a team approach for 
placing medically fragile and/or non-ambulatory children.  This team will include a Public Health Nurse, 
Licensing Worker and/or Supervisor, Mental Health Clinician, Placement Supervisor, team meeting 
facilitator, and Program Manager who will work closely with the Social Worker.  The team helps to ensure 
that health needs, medication support, mental health, transportation and placement are addressed and 
handled in the best way possible. In some situations the team may decide the best way to precede is to 
have the child/youth transported to the hospital for assessment and/or treatment.  The Social Worker is 
given direction on how to access care and placement by the team.  For non-emergent permanency 
placement of a medically fragile and/or non-ambulatory child the team will include an Adoptions Social 
Worker.  
 
In accordance with Welfare and Institutions Code 17710, children with special health care needs may not 
be placed in foster family homes that are pending certification or licensure.  The placement home must 
have a current license or certification to be considered as an eligible foster home.  A licensed foster home 
includes Shasta County licensed Foster Homes and State licensed Small Family Homes. 
 
In accordance with Health and Safety Code 1501.1(d) children, including non minor dependents, with 
developmental disabilities, mental disorders, or physical disabilities may be placed in licensed foster 
family homes or certified family homes, provided that an appraisal of the child/non minor dependent’s 
needs and the ability of the receiving home to meet those needs is made jointly by the placement agency 
and the licensee in the case of licensed foster family homes or the placement agency and the foster family 
home agency in the case of certified foster family homes.  The appraisal is followed by written 
confirmation prior to placement.  The appraisal shall confirm that the placement poses no threat to any 
child in the home. 
 
 Before a licensed foster home can accept a child who is non-ambulatory the caregiver must have proof 
of current fire clearance, if the fire clearance is pending or there is no current approval the caregiver must 
notify the licensing agency so that a fire clearance can be obtained prior to any non-ambulatory child 
placement.  No more than two children can be placed in a foster home if they are non-ambulatory or 
medically fragile.  
 
Social Workers will coordinate with the Licensing unit to ensure that all regulation requirements are met 
when considering placement of medically fragile and/or non-ambulatory children.  In accordance with 
Health and Safety Code 13131 and the Foster Family Homes, Title 22, Division 6, Chapter 9.5, §89410 a 
caregiver will ensure that a child who is non-ambulatory is not sharing a room with other children. 
 
When placing with a relative or non relative extended family member (NREFM) a fire clearance must be 
obtained before placing a non-ambulatory child in an approved Relative/NREFM home.  This is done to 
keep with our obligation to meet the same standards as foster family homes and to ensure the health and 
safety of the child in care. 
 
Children 0-5 are screened using the Ages and Stages Questionnaire that addresses developmental needs 
of children.  Based on this screening the Public Health Nurse may refer a child to the Far Northern Regional 
Center or early childhood services for testing and/or possible services.  There are Public Health Nurses 
assigned to monitor the special needs population and ensure that the appropriate services through Far 
Northern and education are obtained.  The education worker ensures that when eligible for special 
education an IEP is in place that will help address the specific needs of the child. 
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When appropriate, probation makes referrals to Far Northern Regional Center for testing for possible 
services.  Probation also follows treatment recommendations set forth in psychological evaluations.   

 
Child and Family Involvement in the Case Plan process - Concurrent Planning 
Children Services Social Workers begin concurrent planning once the Jurisdiction/Disposition Hearing 
occurs.  Parents are informed that we begin concurrent planning during Court Orientation to help 
emphasize the importance of permanency for children in the care of child welfare.  Program Managers 
are working to ensure Safety Organized Practice (SOP) Case Mappings are completed for every open 
child welfare case.  A Case Mapping is a process of dialogue and inquiry, a conversation, designed to 
help social workers, families and extended networks organize and surface the different aspects of 
danger and safety present in the family and move toward group agreements about “what needs to 
happen next” in their work with us to ensure the safety of the child. 
 
Mapping helps bring clarity about the actual harm to children from the caregivers, what the complicating 
factors that make the work more difficult, what future danger exists, and what actions of protection the 
family has been able to take so far.  Mapping is the basis for surfacing and creating harm and danger 
statements, goals and initial safety plans. 
 
Documenting, updating, and ensuring the Case Plan is signed by children and parent(s) has proven to be 
difficult over the last 6 months.  Judging from the Safe Measures reporting we noticed a large number of 
Case Plans not being signed or updated since January 2014 to present.  Much of this can be attributed to 
a large amount of turnover, hiring and training of new staff, and significant changes in leadership. 
 
There is a Concurrent Planning meeting that takes place prior to termination of parental rights and 
includes the Social Workers completing the .26 report that deal primarily with this population of children 
and families. 
 
For Probation, the concurrent plan is set forth in every reunification case plan should reunification 
services fail.   
 
Child and Family Involvement in the Case Plan process - Meeting Termination of Parental Rights (TPR) 
timelines and documentation  
Children’s Services Social Workers review Case Plans with parents and age appropriate children and 
have them sign the Case Plan to acknowledge what he or she will be working on.  The expectation is that 
all contacts are documented in CWS/CMS and then contacts are entered into Court Reports.  Court 
Reports must be reviewed and signed off by Supervisors before it is viewed by County Council.  Twice a 
week County Council has office hours to review with Social Workers the Court Report for any 
discrepancies or feedback, and to prepare for court hearings. 

 
It has been identified that Social Workers need to develop routines and plans for consistently updating 
Case Plans and entering contacts in a timely manner.  Supervisors need to develop routines for 
reviewing and auditing Social Workers Court Reports, Case Plans, and documentation to ensure that 
timelines are met consistently. 
 
Termination of Parental Rights is reviewed at MDT to ensure consensus and that no one person makes 
the final decision on recommendations to the Juvenile Court.  Program Managers are currently in the 
process of helping Social Workers and Supervisors complete Safety Organized Practice Case Mappings 
for each case to help with consistency of practice and to ensure compliance with standards. 
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Child and Family Involvement in the Case Plan process - Transitional Independent Living Plan (TILP) for 
each child age 16 or over 
Since AB12 and Extended Foster Care came into effect there have been several new initiatives to help 
with development of the TILP for children age 16 and over.  The Transitional Independent Living Plan (TILP) 
is created between the social worker and the foster youth and is attached to Court Reports for the judge 
and attorneys to view.  Children’s Services has a designated unit of Social Workers that work directly with 
Non Minor Dependents (NMD).  Children’s Services have a Transitional Age Foster Youth meeting 
quarterly with service providers, staff, leadership, and the Independent Living Program (ILP) Coordinator.  
Social Workers and ILP workers help to coordinate the TILP and ensure youth have access to the needed 
services. 
 
A TILP is required for every youth in out of home placement beginning at age 16.  A monthly report is 
generated to notify all social workers who have youth age 16 and older on his or her caseload so that a 
TILP can be created.  For the past six months, we have been sorting our weekly placement reports to 
include an ILP tab that identifies by social worker and all youth age 16 and older who require ILP services. 
 
Supervisors are checking on each eligible youth as part of weekly/monthly supervision.  Supervisors can 
check in Safe Measures to see if the TILP was completed or at minimum documented in CWS/CMS.  The 
TILP is submitted along with other court documents.  Children’s Services in the process of developing a 
policy and procedure for staff regarding Extended Foster Care, ILP, transitional housing, services, credit 
checks, and youth involvement in these processes. 
 
The probation officer creates a TILP for each youth age 16 or over.  These plans are jointly created with 
the youth and attached to their 6 month review.  The placement supervisor requires the forms to be 
updated in order to be attached to the 6 month review before it can be filed with the Court.  One area 
of continued focus is the youth’s participation in the development in his/her own transitional plan. 
Shasta County Probation staff has been trained in motivational interviewing to strengthen their skills in 
engaging the youth to participate and develop their own goals. The overall goal is to ensure youth 
emancipating or aging out of foster care are prepared to transition to adulthood. Our youth will be 
better prepared for adulthood through increased Independent Living Program services and further 
involvement of the youth in his/her own case plan development. Their participation in comprehensive 
case planning will lead to an increased sense of efficacy, self-sufficiency and empowerment.  
 
Needs of infants, toddlers, children and youth (i.e., priorities for safety assessments, service delivery 
for reunification, and standards regarding the foster parent-to-child ratio) 
Children’s Services has developed several different Safety Organized Practice inspired teams and multi-
disciplinary approaches to help ensure that the needs of all children and youth in child welfare receive 
the necessary services and care.  Children’s Services assess children throughout the life of the case to 
ensure the medical, dental, school and mental health needs have been met.  Children’s Services utilizes 
SDM and is striving to achieve consistent utilization by staff.   
 
Case Plans are updated every 6 months to ensure that services are delivered.  It has been identified that 
consistency in staff updating case plans has not been achieved.  Children’s Services staff meets with 
children/youth for monthly contacts as often as possible in the home, with high caseloads and turnover 
this has led to not meeting our goal of over 90% on a few occasions.  
 
Oversight of foster parent-to-child ratio is monitored through the onsite licensing unit and Program 
Manager communication with the Foster Family Agencies.  It is always the goal to place a child in the 
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least restrictive setting and ensure that the caregiver has information and resources to care for foster 
children in his or her care. 
 
Participation and Evaluation Data for programs supported with CAPIT/CBCAP/PSSF funds 
Contracted service providers for programs supported with CAPIT/CBCAP/PSSF funds capture 
participation and evaluation data as part of their deliverable products.  The process is to collect 
unduplicated counts for direct service provision.  Participants who access multiple services at multiple 
times are counted once for each service provided.  Outcomes, defined as changes in skills, behaviors, 
attitudes, conditions, etc., are identified for the programs and measured with satisfaction, pre/post, 
self-assessment, and/or Protective Factors surveys.  Data is reported to the county on a monthly or 
quarterly basis as part of the programs’ written report. 
 
Provision and Quality of Services funded by CAPIT/CBCAP/PSSF 
The county monitors the provision and quality of services funded by CAPIT/CBCAP/PSSF by measuring 
client satisfaction and evaluating the method of service delivery.  For the CAPIT, PSSF Family Support 
and PSSF Family Preservation funded evidence-based programs satisfaction surveys are completed by 
clients at the end of each program module.  Parents have the opportunity to convey satisfaction with 
new skills, training, written materials, conduct of the staff, etc.  Completed surveys are reviewed by the 
county and service provider.  To ensure consistent, efficient, service delivery staff participate in rigorous 
field training with fidelity monitoring.  The county and service providers conduct monthly program 
development and review meetings. The CBCAP, PSSF Time-Limited Family Reunification, and PSSF 
Adoption Promotion and Support programs utilize client satisfaction surveys and pre/post and/or self- 
assessment tools and monthly/quarterly program development and review meetings. With PSSF TLFR 
service provider co-location, the county continuously monitors, evaluates, and improves the service 
provider’s delivery system.  
 
Accountability of Service Providers receiving CAPIT/CBCAP/PSSF funds  
Concerns are identified and discussed at the monthly/quarterly program development and review 
meetings.  Concerns Identified as needing corrective action, are reviewed by the county and service 
provider(s) to determine/implement the needed corrective action(s).  Subsequent communications, 
data, and/or program meetings review and assess the effectiveness of the implemented corrective 
action. 
 
Expenditure of CAPIT/CBCAP/PSSF funds on allowable Services and Populations.  
The county uses the contracting process to ensure that service providers are expending 
CAPIT/CBCAP/PSSF funds on allowable services and populations.  The contract Scope of Work delineates 
the allowable services.  Monthly invoices must be accompanied by itemized receipts and 
monthly/quarterly/yearly program reports identify who services were provided to. 
 
Tracking Participation Rates for separate funding sources 
CAPIT/CBCAP/PSSF funded programs are funded with multiple funding sources identify participation 
rates by either identifying characteristics of participants linked to the separate funding sources or 
prorated based on the proportional distribution of the separate funding sources. 
 
 

Critical Incident Review Process 
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Review process of child deaths determined to be the result of abuse and/or neglect in which the 
child/family was known to receive Child Welfare Services 
Children’s Services follows written policies for Responding to Child Fatalities (August 2009) and 
Reporting Child Fatalities (April 2014).  Children’s Services will generate a referral in CWS/CMS per MPP 
Division 31 §31-502.1 for all reported cases of child death in Shasta County.  For every report of child 
death, the phone screeners will complete the “Hotline Tool” to determine the appropriate level of 
response. If an investigative response is conducted, a determination is made as to whether the incident 
was the result of abuse or neglect. As part of the investigation, the social worker will review CWS/CMS 
for any previous referrals of abuse/neglect of the deceased child and family.   
 
If previous referrals or cases involving the deceased child or family are found in CWS/CMS, the 
investigating social worker and social work supervisor will review the following documents: 

 Any emergency response (ER) referral information and referral disposition records of all 
previous referrals or cases,  

 Any cross reports by CWS/Probation to law enforcement relating to the deceased child or 
siblings named in previous referrals or cases, 

 All risk and safety assessments completed by CWS/Probation relating to the deceased child, 

 All health records of the deceased child, excluding mental health records, related to the child’s 
death and previous injuries reflective of a pattern of abuse/neglect, 

 Copies of police reports about the person against whom the child abuse or neglect was 
substantiated. 

 
The social worker supervisor provides the second level of review through all aspects of the investigation. 
In accordance with Welfare and Institutions Code (WIC) § 10850.4 (j), Shasta County notifies CDSS of 
every child fatality that occurred within its jurisdiction that was the result of abuse or neglect. The 
information is transmitted to CDSS using form SOC 826.  
 
Process for annually reconciling the county agency’s child death information with data from other 
entities, such as county Child Death Review Teams (CDRTs) 
The Shasta County Child Abuse Prevention Coordinating Council (CAPCC) coordinates the Child Death 
Review Team (CDRT) of Shasta County.  Children’s Services is a permanent member of the CDRT.  As a 
member of the CDRT, Children’s Services works collaboratively with law enforcement, Shasta County 
Public Health, and the Shasta County Coroner’s office to cross report information.  The committee 
meets to review every child (under age 18) that has died and share information between the various 
organizations. 
 
When it has been determined that a child fatality was due to abuse or neglect the Children’s Services 
representative at the CDRT gathers information (death and birth certificates) and ensures that a referral 
is created in the CWS/CMS system and the death reported to CDSS using form SOC 826, if not previously 
completed.   
 
Process for participation in meetings of local CDRTs as available 
A Children’s Services Intake Unit Supervisor is assigned as a permanent member of the CDRT.  The 
Supervisor attends each meeting of the CDRT. The CDRT agenda is available prior to the meeting. The 
Children’s Services Supervisor prepares by reviewing the CWS/CMS for history on all child deaths under 
review. 
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National Resource Center (NRC) Training and Technical Assistance 

 
Shasta County is not currently receiving training and technical assistance available through the federal 
partners at the Western Pacific Implementation Center and through the various National Resource 
Centers provided by the ACF, U.S. Department of Health and Human Services. In collaboration with the 
CDSS, via our CSOAB consultant, Shasta County will continue to explore opportunities to build the 
capacity of our local child welfare department and family and juvenile courts through the provision of 
training, technical assistance, research, and consultation on the full array of federal requirements 
administered by the Children's Bureau. 

 

Peer Review Results 

 

FOCUS AREA 
 

Shasta County conducted the Child Welfare and Probation Peer Review in coordination with the CDSS to 
learn, through qualitative examination of county practice, how to improve services for children and 
families.  After consultation with our CSOAB and review of our Outcome Data Measures, C4.1 Placement 
Stability (8 days to 12 months) was selected as the Peer Review focus area. The Peer Review focused on 
this specific outcome, C4.1 Placement Stability (8 days to 12 months) in order to analyze county practice, 
and identify strengths and areas needing improvement.  
 

C4.1 – Placement Stability (8 days to 12 months in care) – Child Welfare and Probation 
The percentage of children in a specified year with two or fewer placements who have been in care for 8 
days or more but less than 12 months. Time in care is based on the latest date of removal from the 
home. 
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Shasta County has been underperforming both the National Standard/Goal and the California average.   
The National Standard/Goal for C4.1 Placement Stability (8 days to 12 months in care) is 86.0% of 
children in a specified year with two or fewer placements who have been in care for 8 days or more but 
less than 12 months.  Shasta’s most recent performance at 81.1% is below the National Standard/Goal 
and trending in a negative direction.   

 Measure description 

National 
Standard 
or Goal Goal 

One-year 
percent 
change Goal 

Five-year 
percent 
change 

         

  Placement Stability               

C4.1 Placement Stability (8 Days-12 Mths In Care) 86.0 > < -4.9% > < -2.5% 
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 

 
Shasta County Children’s Services 
Placement Stability Demographic Analysis (Placement Stability Measure C4.1)   
Number of Children with 3 or more placements (In care 12 months or less):  53 
Point in Time – 07/30/2014 
 

Gender Count Percentage 

Male 28.00 52.83% 

Female 25.00 47.17% 

     

Age Range Count Percentage 

0 to 2 17.00 32.08% 

3 to 5 9.00 16.98% 

6 to 10 9.00 16.98% 

11 to 15 10.00 18.87% 

16 to 17 4.00 7.55% 

18-21 4.00 7.55% 

   

Placement Type Count Percentage 

FFA Certified Home 23.00 43.40% 

Foster Family Home 12.00 22.64% 

Group Home 1.00 1.89% 

Relative/NREFM Home 16.00 30.19% 

Supervised Independent Living Placement 1.00 1.89% 

     

Ethnicity Count Percentage 

American Indian 6.00 11.32% 

Black 6.00 11.32% 

Hispanic 1.00 1.89% 

White  40.00 75.47% 

     

Placement Statistics Count  

Highest Placement Count 14  

Average Placement Count 3.85  

Median Placement Count 3  
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METHOD  
 

In coordination with the CSOAB consultant who provided technical assistance and oversight to ensure 
the integrity of the process, the Shasta C-CFSR team planned the Peer Review and developed a work 
plan. The CSOAB staff facilitated the Peer Review including: 1) Orientation of peer and host county staff, 
2) Training of the interview process and the standardized tool, 3) Facilitation of the debriefing process 
and 4) Reporting of results to county management upon completion of the event.  Together we 
determined Peer Review logistics including the selection of dates and location for the Peer Review 
(September 9 – 12, 2014).   
 
In coordination with the CSOAB consultant cases were selected for review that provided the most 
comprehensive information to highlight the strengths and challenges for practice in the selected focus 
area: 

 18 total cases  
o 14 Child Welfare Cases & 4 Probation Cases 
o 3 ICWA related cases 

 All cases had 3 or more placements within 12 months of initial placement 

 All cases were opened during the time period:  April 1, 2013 – March 31, 2014 

 Age of the child ranged from Newborn to 17 years old 
 
The Peer Review process utilized the expertise of peers from our participating peer counties (Contra 
Costa, Humboldt, Lassen, Monterey, Siskiyou, San Francisco, and Trinity) as well as Shasta County social 
workers and probation officers. During the review, staff from peer counties interviewed Shasta County 
case-carrying social workers and probation officers regarding county practice. Social workers and 
probation officers have unique knowledge of the system and the families they serve and were able to 
discuss challenges to improving practice in a particular area and offer suggestions for change. We had 3 
review teams. Teams included both child welfare (2) and probation (1) staff. Mixing teams increased 
shared learning and promoted networking between child welfare and probation agencies. Each team 
reviewed at least 1 child welfare case and 1 probation case.  Standardized interview tools developed by 
CDSS were used. We added additional county specific questions to the interview tool to accommodate 
local need.  
 

SUMMARY OF FINDINGS 
 

Shasta County Peer Review 2014 - CWS Debrief  
Case Management & Concurrent Planning 

Strengths: 

 Social workers used family team meetings (FTM) and High Risk Team Meetings (HRT) as a multi-
disciplinary team approach to obtain input from family members, in order to prevent multiple placement 
changes and to discuss barriers.  

 Social workers discussed and created a safety plan with the family. 

 Continuity of social worker assignments to sibling groups. 
Challenges: 

 Emergency placements/use of receiving homes add to total number of child’s placements.  

 Family finding efforts to locate family members/relatives throughout the life of the case. 

 Limited development of concurrent plans at beginning of case (i.e. in ER phase). 

Engagement 

Strengths: 



 

 207 

C
a

li
fo

rn
ia

 -
 C

h
il
d

 a
n

d
 F

a
m

il
y 

S
e

rv
ic

e
s
 R

e
v
ie

w
 

 Social workers often voice empathy towards families. 

 Social workers acknowledge parents and extended family members as experts of the family and how to 
best interact with the children. 

 Families incorporated in FTM and decision making. 
Challenges: 

 Inconsistent contact with children placed out of county. 

 Caretakers (County foster homes and FFA homes) unwilling to accept services in their home. 

Assessment & Services 

Strengths: 

 Public Health Nurse available to support the child’s medical, dental and developmental (ASQ) needs and 
enter data into CWS/CMS. 

 Services are provided early on to children and family (parents) with ongoing assessment. 

 Multidisciplinary team to do case reviews and help with service selection/referral. 
Challenges: 

 Difficulty coordinating out of county dental for children. 

Placement Matching 

Strengths: 

 Placement Prevention Resource Teams are used to review higher care cases to elevated placement. 

 Meet and greets and other transitional tools used between youth and new placement. 

 Parents and children involved in formal and informal decision making around placement.  
Challenges: 

 No further family finding efforts once relative identified for placement. 

 High use of FFA and out of county group homes and foster homes. 

 Limited placement-matching occurs at removal. 

Caretaker Support &  Services 

Strengths: 

 Relative/foster parent support group along with other supportive services.  

 Meet and greet between social worker and caregiver. 

 Substitute care provider willing to engage with the parents and extended family members. 

 Public health nurse assigned to each child in care supports children’s needs as well as the substitute care 
provider with regard to medical and dental care. 

Challenges: 

 Bio-families distrustful of system/agency. Parents afraid to be truthful due to fear of not getting their 
children back. 

 Caregivers did not want to provide long term care due to lack of commitment.   

Placement Changes 

Strengths: 

 Social workers kept youth involved regarding potential placement changes. 

 Social workers coordinated/facilitated pre-placement visits to ensure youth was supported. 

 Current/previous therapist remained in contact with youth through transition to new therapist.   
Challenges: 

 Foster parents are too quick to give notice to have youth removed from their homes and unwilling to 
utilize Wraparound, Therapeutic Behavioral Services (TBS), or other supportive services.  

 Use of receiving center/emergency placements greatly contributes to multiple placements during first 3 
months in care. 

 Ongoing trainings of foster homes and the ability of the foster homes to demonstrate what they learned.  

Training, Resources, Policies & Procedures 

Strengths: 

 County offers trainings to social workers such as PP, Core, trauma, concurrent planning, SOP, HRT, which 
support placement stability. 

 County has services available to help meet the needs of children and parents. 
Challenges: 
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 There is a need for ongoing permanence trainings that would better prepare the social workers with 
placement stability. 

 Foster parents need training to support youth with emotional/behavioral challenges. 

 More recruitment of local/county foster homes versus FFA homes. 
Other 

Strengths: 

 Social workers presented a comprehensive understanding and knowledge of the cases about which they 
were interviewed. 

Challenges: 

 Caseloads are too high to effectively manage foster youth placed in/out of county. 

 Social workers’ opinions and expertise not valued or supported by supervisors/upper management.  
 

Shasta County Peer Review 2014 - Probation Debrief 
Case Management & Concurrent Planning 

Strengths: 

 Probation Officer (P.O.) engages and appropriately assesses youths’ needs in case plan involvement and 
supported youth in meeting case plan goals. 

 Placement team meetings incorporate family and youth input in decision making. 

 WINGS (Wraparound) services available and provided by County as intervention and prevention. 
Challenges: 

 All placements are out of county and few group homes available in county.  

 Families not wanting youth back in home and offering only conditional support and visits. 

Engagement 

Strengths: 

 Strong intervention and prevention activities including Wraparound and mental health prior to Court 
detention. 

 County/P.O. involved family in pre-placement decisions before and while youth is in placement. 

 P.O. very engaged in youth’s success. P.O.’s experiences and history added to engagement with youth. 
Challenges: 

 Minimal resources to help facilitate visits between families and youths placed out of county.  

 Mental health issues affect ability to find appropriate services and placement.  

 Group home at which youths refrained from AWOLing for longest amount of time closed.  

Assessment & Services 

Strengths: 

 P.O. conducted PACT assessment for case plan development and risk assessment. 

 Youth receive services in out of home placement. 

 County Office of Education foster youth liaison is very involved in cases and attends IEP and SST meetings. 
Challenges: 

 Placement changes caused dental care lapses. 

 Limited mental health services available out of county. 

 Service gaps when minors placed out of county. 

Placement Matching 

Strengths: 

 Family Team Meetings occur regularly, pre-placement and prior to placement moves. 

 Pre-planning by screening teams that include outside agencies; county and placement agency both 
conduct placement screenings. 

 Youth engaged in placement decisions. 
Challenges: 

 Placement assessment gaps and/or duplicated placement assessments for out of county placement. 

Caretaker Support &  Services 

Strengths: 
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 Health and Education Passport and, psychological evaluations, IEPs, etc. provided to placement homes in 
timely manner. 

 Frequent contact between youth, P.O., care providers, and service providers. 

 P.O. had pre-established relationships with service providers and placements.  
Challenges: 

 Lack of foster homes and group homes in county. 

 Inability to maintain youths in placement due to frequent AWOL of youths. 

Placement Changes 

Strengths: 

 P.O. discussions with youth to prepare youth for placement changes. 

 P.O. discussions with youth about plans after placement (i.e. college, job corps, military, Ca Conservation 
Corps) 

Challenges: 

 Only 1 placement available within county for youth with high needs. 

 Lag or gap in services when youth changes placement. 

 Lack of resources for parents to remain engaged with youth placed out of county. 

Training, Resources, Policies & Procedures 

Strengths: 

 County provides ongoing training for P.O.s, especially new hires. 
Challenges: 

 More training regarding AB12, family finding, local placements, mental health issues, and case planning. 

 Develop policy/procedure to support visitation between parents and out of county youth. 

 Develop clear policies and procedures regarding transporting opposite and same sex youth. 

Other 

Strengths: 

 P.O. very engaged with youth. 

 P.O. serves as mentor to youths. 
Challenges: 

 Recruitment of 602 placements (foster home and group home). 

 

PEER PROMISING PRACTICES 
 

Participating peer counties were informed in advance of the expectation to share promising practices 
that exist within their counties relevant to the selected focus area, C4.1 Placement Stability (8 days to 12 
months).  Utilizing peers from other counties for the Shasta Peer Review process promoted the 
exchange of best practice ideas between Shasta County and the peer counties. 
Contra Costa, Humboldt, Lassen, Monterey, Siskiyou, San Francisco, and Trinity 
 
To improve placement stability and keep the number of placements moves to 2 or less our participating 
peer counties (Contra Costa, Humboldt, Lassen, Monterey, Siskiyou, San Francisco, and Trinity) offered 
the following suggestions.  Siskiyou County uses placement aids for their Probation youth.  The 
placement aid checks in with the youth at placement, then weekly.  Siskiyou County provides gas cards 
for parents to visit Probation youth out of county.  Siskiyou County is a dual jurisdiction county.  Contra 
Costa County shared using 23 hour Receiving Centers where children get a Public Health Nurse or 
Registered Nurse assessment, a Mental Health assessment, and a Team Decision Making meeting 
utilizing Safety Organized Practice to develop plan A, B, and/or C.  It was shared that San Francisco 
County and Alameda County also have Receiving Centers.  Contra Costa County uses a Placement Unit 
comprised of non case carrying social workers.  Humboldt County, now a Safety Organized Practice 
county, uses Family Team Meeting instead of Team Decision Making.  Monterey County uses CASA for 
Family Finding.  They use Roots Training for relative and nonrelated extended family member 
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placements.  They use Cluster Group for Foster Parent.  A Cluster Group is a group to learn, where new 
foster parents get a foster parent mentor, with a monthly coffee connection and twice yearly picnics.  
  
To improve ongoing Family Finding our participating peer counties offered the following suggestions.  
Humboldt County has a designated Family Finding staff person.  Contra Costa County does not after 
finding the first relative, they have expanded their vision of how relatives can be utilized in case 
management.  Siskiyou County currently asks about family at all monthly visits.  Monterey County has 
permanency conferences for all youth 15+, they have transition life conferences at 16½+.  Contra Costa 
County has permanency planning meetings every 3 months. 
     
The critical pieces that we took away from the peer review as potential follow-up areas for our System 
Improvement Plan (SIP) include: 

 Expanded use of FTMs and HRTs. 

 Increased Family Finding throughout the life of the case. 

 Concurrent planning training for all (SWs, Caregivers, etc). 

 Exploration of development of a Placement Resource Management Team. 

 Usage of Receiving Home placements for up to 8 days only. 

 Development of methods to improve access and acceptance of in-home services. 
 

 

Outcome Data Measures 

  

S1.1 - No Recurrence of Maltreatment in Foster Care (Child Welfare only) 
 
Of all children who were victims of a substantiated maltreatment allegation during the 6-month period, 
what percent were not victims of another substantiated maltreatment allegation within the next 6 
months? 
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C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Jul 2014
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Both Shasta County and the State have remained under the federal standard for the past five years.  
Shasta County experienced a 4 year period in which recurrence of maltreatment was happening more 
frequently than the state average, however currently Shasta County is trending upward and performing 
better than the state average.  Outcome measure S1.1 No Recurrence of Maltreatment has a National 
Standard/Goal performance level of greater than or equal to 94.6 children having a substantiated 
incident of child abuse/neglect within a specified time period not having another substantiated incident 
in a subsequent time period.  Shasta baseline for this measure at the beginning our System 
Improvement Plan was 89.8, our 5% improvement goal was to be greater than or equal to 94.3 by June 
2015, and our most recent performance level was 93.7.  This is better than the California average of 
93.3.    For the most recent time period, the Under 1, 3-5, and 16-17 age groups of children performed 
above the National Standard/Goal with 95.0%, 96.7%, and 100% experiencing no recurrence of 
maltreatment within 6 months.  The lowest performing age group was 6-10 at 90.2%, followed by 1-2 at 
91.2% and the 11-15 age group at 92.5%.  By allegation type, 20% of the children with substantiated 
Sexual Abuse; 14.3% of children with substantiated Caretaker Absence/Incapacity; and 6.5% of children 
with substantiated General Neglect experienced recurrence of maltreatment within 6 months.  General 
Neglect, Sexual Abuse, and Caretaker Absence/Incapacity together account for nearly 75% of our 
substantiated allegations.  (General Neglect alone accounts for approximately 69% of our substantiated 
referrals.)   
 

 Measure description 

National 

Standard or 

Goal Goal 

One-year 

percent 

change Goal 

Five-year 

percent 

change 

S1.1 No Recurrence Of Maltreatment 94.6 > > 2.4% > > 0.3% 

C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
Both the one and five-year performance trends show we are moving in the required direction. 
 
External factors that may have affected performance of this outcome measure, and many others, 
include the economic downturn, drug and alcohol abuse and domestic violence to name a few 
examples.  The recent economic downturn has negatively affected Shasta County.  The unemployment 
rate in Shasta County peaked in 2010 at 17.7%, a 20 year high.  The 2013 unemployment rate in Shasta 
County was 10.2% compared to 8.8% in California. The median income of households in Shasta County 
was 27.7% less than the median income of households throughout California. Fifteen percent (15.4%) of 
households in Shasta County had income below $15,000 a year compared to 10.7% in California while 
5.9% had income over $150,000 or more compared to 13.8% in California.  Another indicator of poverty 
level is the number of students enrolled in a subsidized school lunch program.  The number of students 
enrolled in a subsidized school lunch program has been steadily increasing in Shasta County from 13,407 
in 2001-2002 to 14,898 in 2011-2012, a 24.9% rate increase of 439 and 548 per 1,000 students, 
respectively. Similarly, the subsidized school lunch programs in California experienced a steady, though 
smaller, rate increase of 17.9% from 473 to 558 per 1,000 students during the same time period. 
 
In Shasta County, the rate of arrests for felony drug-related offenses was 489 arrests per 100,000 
population age 10 to 69 years in 2012, the most current data available.  The rate for California during 
the same year was 407 arrests per 100,000 population age 10 to 69 years.  There is a larger rate 
difference in arrests for misdemeanor DUI offenses.  Shasta County had 784 arrests per 100,000 
population age 10 to 69 years in 2012 while California only had 573 arrests per 100,000 population age 
10 to 69 years.  From 2000 to 2011, the rate of unintentional Drug & Alcohol poisoning hospitalizations 
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in Shasta County has been more than double California’s rate for every year.  The drug-induced death 
rate has been rising in both Shasta County and in California.  The 3-year average from 1999-01 showed 
Shasta County had a drug-induced death rate of 16.4 deaths per 100,000 population and California had a 
rate of 8.6 deaths per 100,000 population.  By 2010-12, Shasta County’s rate grew to almost triple 
California’s rate, 28.4 and 10.8 respectively. 
 
 

STAKEHOLDER FOCUS GROUPS 

Biological Parents – Relative caregivers and foster parents– Independent Living Program participants 
Indian Child Welfare Act Workgroup – Parent Leadership Advisory Group – HHSA Children’s Branch staff 

 

HHSA Children’s Branch 
One participant felt that many of the underlying issues for families are traced back to generational poverty. They 
stated that there is a large population who struggle with abuse tied to poverty, low educational attainment, and 
teen pregnancy.   They felt that it was important for public health, mental health, and drug and alcohol programs 
to work together to identify areas for prevention that would decrease entry rates into the system. Another 
participant felt that the lack of jobs in the area was an important factor. While there are job assistance programs 
such as CalWORKS and the Smart Center, when there aren’t enough jobs it is a significant barrier to escaping 
poverty.  

 
 
The rate of domestic violence calls for assistance in Shasta County has been unsteady from 2002 to 2012 
but has remained well above the state rate in every year.  The rate per 1,000 population in Shasta 
County in 2012 was 6.  California’s rate of domestic violence calls for assistance has been declining from 

2002 to 2012 with a 2012 rate of 4 calls per 1,000 population. 

 
Policies, practices, and values that may have impacted the performance of this outcome measure 
include collocated, integrated services for children and their families; Differential Response; Triple P – 
Positive Parenting Program®; SafeCare®; and Strengthening Families.  Children’s mental health clinicians 
and public health nurses providing support services are integrated into the Children’s Management 
structure.   Through memorandums of understanding and contracts, Children’s Services has 
relationships with many community based agencies and individuals to provide services for children and 



 

 213 

C
a

li
fo

rn
ia

 -
 C

h
il
d

 a
n

d
 F

a
m

il
y 

S
e

rv
ic

e
s
 R

e
v
ie

w
 

their families.  Children’s staff includes Alcohol and Drug Counselors and a Mental Health Clinician that 
provide assessment and some limited direct services to parents of children in child welfare services.  A 
contracted domestic violence specialist is collocated part-time in a children’s building.   
 
Differential Response is a strategy to ensure child safety by expanding the ability of child welfare 
agencies to respond to child abuse/neglect.  Through contract with the Shasta County Child Abuse 
Prevention Coordinating Council, Shasta County Differential Response is an alternative parent partner 
response for referrals that are evaluated out or are closed because, after investigating Children’s 
Services believes that the child is safe and there is no current risk of harm to the child.  These referrals 
may still benefit from a community response if the family is experiencing stress.  The core element of 
Differential Response is to engage parents with the goal of preventing future occurrences.  The 
strengthening of Differential Response through the incorporation of the evidence-based and evidence-
informed practices (Triple P – Positive Parenting Program®, SafeCare®, and Strengthening Families) 
enables the parent partners to connect with families who are considered at risk of child abuse/neglect 
to offer them concrete training and resources to prevent behavioral and emotional problems in children 
and to address the neglect precursors to child abuse/neglect.  Differential Response parent partners 
help to assess the needs of the participating family and connect them to community resources.  These 
services are built on a Strengthening Families approach that seeks to help families increase protective 
factors, including: parental resilience, social connections, knowledge of parenting and child 
development, concrete supports in times of need and children having social and emotional competence.   
 
CAPIT/CBCAP/PSSF funded services that may have impacted this measure include CAPIT funded 
SafeCare®; CBCAP funded Parent Leadership development focusing on building the five protective 
factors; PSSF Family Support funded Differential Response that also includes Triple P – Positive Parenting 
Program®, SafeCare®, and Strengthening Families; PSSF Family Preservation funded SafeCare® for court-
ordered and voluntary Family Maintenance. The PSSF Family Preservation on-site Domestic Violence 
Specialist at Children’s Services helps to identify, evaluate and address domestic violence issues with 
clients. The Domestic Violence Specialist provides domestic violence crises counseling, consultation and 
support to parents and caretakers regarding the effects of domestic violence and information on 
domestic violence resources. The Domestic Violence Specialist works to reduce the recurrence of child 
abuse and neglect by helping to identify, evaluate and address domestic violence issues with clients and 
their social workers for immediate support and case planning.  Domestic Violence Services are provided, 
as needed, to all families participating in Child Welfare services including minority populations, families 
with children with special needs, families with children at high risk of abuse and neglect.   
 
System Improvement Plan – October 2010 – June 2015 

Goals Strategies Outcome Measures 

Prevention of Child 
Maltreatment 

Community Collaborative 
SafeCare® Differential Response  
CBCAP Parent Leadership 

Participation Rates: Referral Rates  
Participation Rates: Substantiation Rates  
S1.1 No Recurrence of Maltreatment 

 
The strategies of our prevention of child maltreatment focus area were implemented to address the 
federal Child Welfare Services safety outcome; children are first and foremost protected from abuse and 
neglect.  Strategies included:  Community Collaboration toward Prevention of Adverse Childhood 
Experiences; support services for high risk pregnant mothers; SafeCare® Differential Response; and 
increased opportunities for Parents/Consumers of Services to be involved in the Child Welfare Services 
system as parent leaders and advisors.   
 



 

 
214 

C
a

li
fo

rn
ia

 -
 C

h
il
d

 a
n

d
 F

a
m

il
y 

S
e

rv
ic

e
s
 R

e
v
ie

w
  

 

To prevent adverse childhood experiences, an expanded prevention initiative called the Strengthening 
Families Community Collaborative was formed to: increase community awareness of and engagement in 
preventing adverse childhood experiences. Subcommittee structure and work was organized around 
perinatal exposure to violence and substance use, maternal mental and emotional well being; increased 
protective factors for youth who identify three or more types of adverse childhood experience in their 
personal history; and increased parenting abilities among parents.  Most recently Collaborative focus is 
on increasing protective factors in families through pilot programs and community education pilot 
projects.  
 
Additional community based prevention activities included support services provided for high risk 
pregnant mothers.  Coordination with the local Maternity Center allowed an assessment of pregnant 
women with identified high risk factors during pregnancy (including the use of illegal substances during 
pregnancy, domestic violence, prior removal of other children by CFS and current or past CFS 
involvement). The goals of these assessments included: offering preventative services to the client such 
as referrals to community resources, obtaining necessary releases of information in order to expedite 
the referral and investigative process and to allow for the sharing of pertinent information amongst 
providers, and explaining the Child Welfare investigative process in an attempt to alleviate anxiety in the 
client prior to delivery.  
 
Children’s Services Differential Response services were strengthened through implementation of the 
SafeCare® evidence-based Home Visitation program.   Parent leadership education/development and 
parent mutual support activities included the Shasta County Parent Leadership Advisory Group and 
opportunities for increasing leadership skills, motivation to succeed, positive socialization, and 
development of supportive relationships to continue positive parenting. 
 
Progress 
In the development of our System Improvement Plan we identified, to track our progress over time, 
outcome measures baselines and desired improvement goals.  To measure the effectiveness of our 
prevention of child maltreatment strategies we tracked Referral rates, Substantiation rates and outcome 
measure S1.1 No Recurrence of Maltreatment.  Our baseline for Referral rates was 77.9 referrals per 
1000 child population.  With the selection of a 5% improvement goal we worked toward a Referral rate 
less than or equal to 74.0 by the completion of our System Improvement Plan.  Contrary to our goal, 
county Referral rates peaked in 2012, a time of unfavorable economic conditions, to 92.2.  
Most recent county performance as of the first quarter of 2014 is 85.0.  Although still above our baseline 
and more than 1.6 times the California average of 52.7, we are starting to see the desired downward 
trend in Referral rates.  We tracked progress on a quarterly basis and display below our annual progress. 
Our baseline Substantiation rate was 19.1, our 5% improvement goal was a Substantiation rate less than 
or equal to 18.1, and our most recent performance was 16.3.  Although successful in obtaining our 
improvement goal at 16.3 we are still more than 1.7 times the California average substantiation rate.  
Outcome measure S1.1 No Recurrence of Maltreatment has a National Standard/Goal performance level 
of greater than or equal to 94.6 children having a substantiated incident of child abuse/neglect within a 
specified time period not having another substantiated incident in a subsequent time period.  Shasta 
baseline for this measure at the beginning our System Improvement Plan was 89.8, our 5% 
improvement goal was to be greater than or equal to 94.3 by June 2015, and our most recent 
performance level was 93.7.  This is better than the California average of 93.3.     
 
 Outcome/Systemic Factor - Participation Rates: Referral Rates 

o County’s performance at beginning of SIP year 1; Q4-2009: (77.9)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▼   78.5) 
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o County’s performance at beginning of SIP year 3; Q4-2011: (▼   88.3)    

o County’s performance at beginning of SIP year 4; Q4-2012: (▼   92.2)    

o County’s performance at beginning of SIP year 5; Q4-2013: (▼   84.2)    

o County’s most recent performance as of Q1-2014: (▼   85.0)   (CA average 52.7) 

o County’s goal: 5% improvement of original data by June 2015 (<=74.0) 
 

 Outcome/Systemic Factor - Participation Rates: Substantiation Rates 
o County’s performance at beginning of SIP year 1; Q4-2009: (19.1)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   17.1) 

o County’s performance at beginning of SIP year 3; Q4-2011: (▼   19.8)    

o County’s performance at beginning of SIP year 4; Q4-2012: (▲   18.2) 

o County’s performance at beginning of SIP year 5; Q4-2013: (▲   15.9) 

o County’s most recent performance as of Q1-2014: (▲   16.3)   (CA average 9.2)    

o County’s goal: 5% improvement of original data by June 2015 (<=18.1) 
 

 Outcome/Systemic Factor - S1.1 No Recurrence of Maltreatment 
(National Standard/Goal >= 94.6) 
o County’s performance at beginning of SIP year 1; Q4-2009: (89.8) 
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   92.8) 

o County’s performance at beginning of SIP year 3; Q4-2011: (▲   93.8)    

o County’s performance at beginning of SIP year 4; Q4-2012: (▲   91.0)    

o County’s performance at beginning of SIP year 5; Q4-2013: (▲   92.5)  

o County’s most recent performance as of Q1-2014: (▲   93.7)   (CA average 93.3)   

o County’s Goal: 5% improvement of original data by June 2015 (>=94.3) 
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 

Explanation of symbols: 
Green text with (▲ ) indicates performance moving in the desired direction and better than baseline measurement   
Blue text with (▲ ) indicates performance moving in the desired direction and better than baseline but still below National Standard/Goal 
Red text with (▼ ) indicates performance moving away from the desired direction or not as good as the baseline measurement  

 
S2.1 – No Maltreatment in Foster Care (Child Welfare and Probation) 
 
Of all children served in foster care during the year, what percent were not victims of a substantiated 
maltreatment allegation by a foster parent or facility staff member?  
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Shasta County has performed above the National Standard/Goal regarding No Maltreatment in Foster 
Care over the past five years.   
 

Policies and practices that may have impacted the performance of this outcome measure include the 
Quality Parenting Initiative.  The focus of Shasta’s QPI participation is recruiting and retaining caregivers 
to provide the loving, committed, skilled care that the child needs, while working effectively with the 
child welfare system to reach the child’s long term goals.  Shasta has embraced QPI and has developed 
the following brand statement: 
o Excellent Shasta County Foster Parents are valued, trusted, team member who make a commitment 

to children in our community by: 
 Normalizing childhood experiences 
 Identifying and advocating for children’s needs and services 
 Practicing and modeling positive and strength based parenting 
 Compassionately partnering with parents 
 Participating in training and support services with flexibility, integrity and humor 

 
QPI Ice Breaker Meetings policy and procedure has been completed.  The purpose of the Ice Breaker 
meeting is to help create an environment of team work and compassion, and to demonstrate to the 
child/youth that caregiver’s are united for their best interest.  The Ice Breaker meeting also provides an 
opportunity for foster parents and birth parents to discuss the children’s strengths/needs and minimizes 
the potential for a contentious relationship. The policy and procedure established directions to schedule 
and conduct Ice Breaker meetings for children and families involved with the Child Welfare System.  
Participation in any meetings between biological parent and out of home care providers are voluntary 
for parents and the care providers involved.   
 
System Improvement Plan – October 2010 – June 2015 

Goals Strategies Outcome Measures 

Increase 
Placement 
Stability 

Family Finding and Engagement 
Support Services to Secondary Care Providers, 
(including Triple-P®, Participatory Case 
Planning, and High Risk Team)  

C.4 Permanency Composite 4 Placement Stability  
 C4.1 Placement Stability (8 days-12 month in care) 
 C4.2 Placement Stability (12 - 24 months in care) 
 C4.3 Placement Stability (24+ months in care) 

 
Although not intentionally implemented to affect this outcome measure our Support Services to 
Secondary Care Providers strategy may have had an impact on this outcome measure. 
 
The Support Services to Secondary Care Providers strategy of our increasing placement stability focus 
area was implemented to address the federal Child Welfare Services permanency outcome; children 
have permanency and stability in their living situations.  Support services (including Triple-P®, 
Participatory Case Planning, and High Risk Team) were increased for secondary care providers (Foster 
Parent, Relative/nonrelated extended family member care providers, etc.).  These tools, strategies, and 
support services were provided to the secondary care providers to minimize placement disruptions 
leading to multiple foster care placements. 
 
Our Foster Parent Licensing Unit receives and investigates Licensing complaints; however the Licensing 
complaints may not reach the required level for substantiation for Child Welfare Services.  Licensing 
complaints could be child rights related versus abuse and/or neglect. 
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C1.1 – Reunification within 12 months - exit cohort (Child Welfare and Probation) 
 
Of all children discharged from foster care to reunification during the year who had been in foster care 
for 8 days or longer, what percent were reunified in less than 12 months from the date of the latest 
removal from home? 

 
 
Shasta County focused on the Outcome/Systemic Factor - C1 Permanency Composite 1 Timeliness and 
Permanency of Reunification measures for the 2010-2015 System Improvement Plan.  The strategies 
focused on reducing the time to reunification (without increasing reentry) were implemented to address 
the federal Child Welfare Services permanency outcome; children have permanency and stability in their 
living situations.  Strategies targeting permanency included:  implementation of the Supporting Father 
Involvement program; application and integration of the Positive Parenting Program (Triple-P)® during 
the first six months of Family Reunification services; implementation of the Linkages collaborative 
project between Children’s Services and CalWORKs to integrate services for clients involved in both 
systems;  expansion of the provision of SafeCare® home visitation model to reunifying families at time of 
reunification or imminent reunification;  decreasing the number of Continued Hearings; and increasing 
family engagement through Participatory Case Planning. 
 
Although we met the National Standard/Goal only in C1.4 Reentry Following Reunification (Exit Cohort) 
we did track improvement in C1.1 Reunification within 12 Months (Exit Cohort) and C1.2 Median Time 
to Reunification (Exit Cohort).  We recorded progress in C1.3 Reunification within 12 Months (Entry 
Cohort) in 2011 and 2012 but then lost the timeliness gains we were attaining by the end of 2013.  
Factors contributing to timeless loss include staff turnover and although considerable progress has been 
achieved in the training of staff and the institutionalization of Safety Organized Practice as the basis for 
all our work, we continue to struggle with the consistent implementation and utilization of Safety 
Organized Practice and increasing family engagement through Participatory Case Planning.   
 

 C1.1 Reunification within 12 Months (Exit Cohort) - (National Standard/Goal >= 75.2) 
o County’s performance at beginning of SIP year 1; Q4-2009: (52.4)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   62.6)   

o County’s performance at beginning of SIP year 3; Q4-2011: (▲   61.9)   

o County’s performance at beginning of SIP year 4; Q4-2012: (▲   78.3)  

o County’s performance at beginning of SIP year 5; Q4-2013: (▲   64.2)     
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o County’s most recent performance as of Q1-2014: (▲   69.7)   (CA average 63.8)   
 

 C1.2 Median Time to Reunification (Exit Cohort) - (National Standard/Goal <= 5.4) 
o County’s performance at beginning of SIP year 1; Q4-2009: (11.9)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   9.5) 

o County’s performance at beginning of SIP year 3; Q4-2011: (▲   9.4)   

o County’s performance at beginning of SIP year 4; Q4-2012: (▲   6.5)   

o County’s performance at beginning of SIP year 5; Q4-2013: (▲   8.8)   

o County’s most recent performance as of Q1-2014: (▲   8.1)   (CA average 8.7)   
 

 C1.3 Reunification within 12 Months (Entry Cohort) - (National Standard/Goal >= 48.4) 
o County’s performance at beginning of SIP year 1; Q4-2009: (39.9)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▼   36.0)  

o County’s performance at beginning of SIP year 3; Q4-2011: (▲   43.3)  

o County’s performance at beginning of SIP year 4; Q4-2012: (▲   40.4)  

o County’s performance at beginning of SIP year 5; Q4-2013: (▼   31.3)   

o County’s most recent performance as of Q1-2014: (▼   26.1)   (CA average 38.6) 
 

 C1.4 Reentry Following Reunification (Exit Cohort) - (National Standard/Goal <= 9.9) 
o County’s performance at beginning of SIP year 1; Q4-2009:  (11.8) 
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   7.0) 

o County’s performance at beginning of SIP year 3; Q4-2011: (▲   4.5)  

o County’s performance at beginning of SIP year 4; Q4-2012: (▲   4.3)  

o County’s performance at beginning of SIP year 5; Q4-2013: (▲   3.4)  

o County’s most recent performance as of Q1-2014: (▲   3.6)   (CA average 12.1)  
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 

Explanation of symbols: 
Green text with (▲ ) indicates performance moving in the desired direction and better than baseline measurement   
Blue text with (▲ ) indicates performance moving in the desired direction and better than baseline but still below National Standard/Goal 
Red text with (▼ ) indicates performance moving away from the desired direction or not as good as the baseline measurement  

 

Of all children discharged from foster care to reunification during the year who had been in foster care 
for 8 days or longer, 100% of the Under 1, 75.0% of the 1-2, 66.7% of the 3-5, 64.5% of the 6-10, 77.8% 
of the 11-15, 28.6% of the 16-17 age group were reunified in less than 12 months from the date of the 
latest removal from home.  Shasta was above the National Standard/Goal of 75.2% for the Under 1 and 
11-15 age groups.  By ethnicity, only 33.3% of the Native American and 52.9% of the Latino children 
discharged from foster care to reunification were reunified in less than 12 months.  By placement type, 
only 58.3% of FFA and 70.6% of Kin, and 0% Group Home children discharged from foster care to 
reunification were reunified in less than 12 months. 
 

 Measure description 

National 

Standard 

or Goal Goal 

One-year 

percent 

change Goal 

Five-year 

percent 

change 

   

  

 

  

 

  Reunification               

C1.1 Reunification Within 12 Months (Exit Cohort) 75.2 > < -1.9% > > 31.8% 

C1.2 Median Time To Reunification (Exit Cohort) 5.4 < > 11.0% < < -25.7% 

C1.3 Reunification w/in 12 Months (Entry Cohort) 48.4 > < -15.7% > < -11.6% 

C1.4 Reentry Following Reunification (Exit Cohort) 9.9 < < -21.4% < < -56.0% 

   C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 
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C1.2 – Median Time to Reunification - exit cohort (Child Welfare and Probation) 
Of all children discharged from foster care to reunification during the year who had been in foster care 
for 8 days or longer, what was the median length of stay (in months) from the date of latest removal 
from home until the date of discharge to reunification? 
 

 
 
 
Both Shasta County and California have underperformed relative to the National Standard/Goal of 5.4 

months.  Shasta County is exhibiting a five-year downward trend and has been showing improvement in 

decreasing the median length of stay of those children discharged from foster care to reunification. 

 

Of all children discharged from foster care to reunification during the year who had been in foster care 
for 8 days or longer, what was the median length of stay (in months) from the date of latest removal 
from home until the date of discharge to reunification? 
 
 

Age Group Months in care,  
Median 

Under 1 3.8  

1-2 8.8  

3-5 8.6  

6-10 8.2  

11-15 8.0  

16-17 25.8  

Total 8.1  

 

Only the Under 1 age group experienced a median length of stay better than the National Standard/Goal 
of 5.4 months.  By ethnicity, Native American and Latino experienced long median lengths of stay at 19.8 
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months and 8.7 months.  By placement type, children who exited foster care to reunification from 
Group Home experienced median length of stay of 28.4 months in care, Kin 8.9 months, and FFA 7.3 
months.  This is in comparison to children who exited foster care to reunification from Foster Family 
Homes who experienced median lengths of stay of 3.8 months. 
 
C1.3 – Reunification Within 12 Months - entry cohort (Child Welfare and Probation) 
Of all children entering foster care for the first time in the 6-month period who remained in foster care 
for 8 days or longer, what percent were discharged from foster care to reunification in less than 12 
months from the date of latest removal from home? 

 
 
Shasta County and California have consistently underperformed relative to the National Standard/Goal 
of 48.4%. 
 

C1.4 – Reentry following Reunification (Child Welfare and Probation) 
 
Of all children discharged from foster care to reunification during the year, what percent reentered 
foster care in less than 12 months from the date of the earliest discharge to reunification during the 
year? 

 
 
Shasta County currently is outperforming both the California average and the National Standard/Goal. 

0

10

20

30

40

50

60

%
 o

f 
C

h
ild

re
n

 R
e

u
n

if
ie

d

Reunification Withn 12 Months (entry cohort)
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Jul 2014

Shasta

California

National Standard

0
2
4
6
8

10
12
14

%
 o

f 
C

h
ild

re
n

 R
e

e
n

te
re

d
 

in
 le

ss
 t

h
an

 1
2

 M
o

n
th

s

Reentry Following Reunification
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Jul 2014

Shasta

California

National Standard



 

 221 

C
a

li
fo

rn
ia

 -
 C

h
il
d

 a
n

d
 F

a
m

il
y 

S
e

rv
ic

e
s
 R

e
v
ie

w
 

Of all children discharged from foster care to reunification during the year, the National Standard/Goal 
is to have less than 9.9% reenter foster care in less than 12 months from the date of discharge to 
reunification.  Most recent data shows the following areas of underperformance:  

 By age, the Under 1 age group reentering at a rate greater than the National/Standard Goal 

 By ethnicity, Black reentering a at a rate greater than the National/Standard Goal 

 By placement type, Group Home reentering at a rate greater than the National/Standard Goal 
 
Policy and Practice improvement to improve timeliness and permanency of Reunification outcome 
measures (C1.1 Reunification within 12 Months (Exit Cohort), C1.2 Median Time to Reunification (Exit 
Cohort), C1.3 Reunification within 12 Months (Entry Cohort), and C1.4 Reentry Following Reunification 
(Exit Cohort)) has centered around the Safety Organized Practice approach to collaborative teamwork 
that seeks to build and strengthen partnerships within a family, their informal support network of 
friends and family, and the agency.  To increase family engagement case workers utilized Safety 
Organized strategies and techniques in line with the belief that a child and his or her family are the 
central focus and that the partnership exists in an effort to find solutions that ensure safety, 
permanency and well-being for children.  As discussed throughout this County Self-Assessment we have 
not reached an optimum level of consistent implementation of Safety Organized Practice although we 
have made considerable progress in our utilization of Family Team Meetings.  This shared decision-
making approach is used with families and their support systems as partners to define family strengths, 
needs and goals. This service also assists families to identify helpful local services and resources. The 
goal is for the team to share decision making.  Additional strategies to improve timeliness and 
permanency of Reunification included the Supporting Father Involvement program and the Linkages 
collaborative project between Children’s Services and CalWORKs to integrate services for clients 
involved in both systems.  We are working to increase participation numbers in both of these programs.  
Another area we have been working on to improve reunification timeliness is decreasing the number of 
Continued Hearings.  
 

STAKEHOLDER FOCUS GROUPS 

Biological Parents – Relative caregivers and foster parents– Independent Living Program participants 
Indian Child Welfare Act Workgroup – Parent Leadership Advisory Group – HHSA Children’s Branch staff 

 

HHSA Children’s Branch staff 
Focus group participants felt that the improvement noted in timely reunification since implementing the most 
recent Self-Improvement Plan (SIP) was in part due to the hard work of staff that communicate well, care about 
their clients, connect them with the right services, and work hard at their jobs. They also felt the use of Safety 
Organized Practice at FTMs and SafeCare in the homes has been an effective way to address identified issues 
and get the children reunified with their parents. Another factor mentioned was the Sober Housing Program; the 
connections that the parents receive to substance abuse treatment, mental health, and parenting services have 
been successful in meeting the needs of the pilot program participants in order to reunify them with their 
children. 
 
When discussing the decreased rates of re-entry into the foster care system since implementing the last SIP, 
many participants felt that factors contributing to success included the purposeful engagement of the family’s 
support network. Other participants felt that making early connections for parents to the mental health system 
and substance abuse treatment were key.  
 
When asked what keeps children stable in their placements, focus group participants listed several factors. High 
Risk Teams, well-trained foster parents who know what to expect from their foster children, and having a 
placement liaison that works with families from the beginning of the case were discussed, although it was 
mentioned that there was no longer funding to sustain a placement liaison position. 
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CAPIT/CBCAP/PSSF funded services that may have impacted this measure include PSSF Family 
Preservation funded SafeCare®, PSSF Family Preservation and PSSF Time-Limited Family Reunification 
funded Preservation/Family Reunification Assistance Fund, PSSF Family Preservation and PSSF Time-
Limited Family Reunification funded on-site Domestic Violence Specialist, and PSSF Time-Limited Family 
Reunification funded Supporting Father Involvement.  SafeCare® is an Evidence-Based, parent-training 
curriculum for parents who are at-risk or have been reported for child maltreatment. Through the PSSF 
Family Preservation SafeCare® program trained home visitors provide services to families who have 
been reported for child maltreatment and have open court ordered or voluntary Family Maintenance 
cases or open Family Reunification cases in immediate progression toward reunification. Parents are 
taught through a health module that targets risk factors for medical neglect, through a home safety 
module that targets risk factors for environmental neglect and unintentional injury, and through a 
parent-child/parent-infant interactions module that targets risk factors associated with neglect and 
impaired parent/child interaction.   
 
The Family Preservation/Family Reunification Assistance Fund to purchase goods/services to assist a 
family to stabilize so that children will not be placed in foster care, or to assist in a family reunification 
case so that the child will be able to return home.  To be eligible, the family must: have an open case 
and be receiving Family Reunification, Family Maintenance or Permanent Plan services (families 
receiving Permanent Plan services must be in the immediate progression toward reunification). 
Expenditures are on a one-time only basis unless otherwise approved due to special circumstances.  
Items and services include, but are not limited to: Housing Assistance, Utility Installation, Furniture, 
Emergency Food Assistance, Household Goods, Health Care, Recreation and Respite Care, Employment 
Training.   
 
The on-site Domestic Violence Specialist at Children’s Services helps to identify, evaluate and address 
domestic violence issues with clients. The Domestic Violence Specialist provides domestic violence crises 
counseling, consultation and support to parents and caretakers regarding the effects of domestic 
violence and information on domestic violence resources. The Domestic Violence Specialist works 
identify, evaluate and address domestic violence issues with clients and their social workers for 
immediate support and case planning.  The Domestic Violence Specialist provides a Discovery class and 
support group on an ongoing basis.  Through the Discovery Class group victims learned about the cycle 
of abuse; enforcing boundaries to have healthy relationships; and how children are affected 
emotionally, physically, behaviorally and cognitively when witnessing domestic violence. 
 
Supporting Father Involvement (SFI) is a family focused intervention aimed at effectively engaging 
fathers as a key participant in family support and strengthening. It is also a method of fostering 
organizational development and growth for agencies and professionals serving at-risk families. 

 
Three quotes from SFI participants in our County:  
 
· “My experience with the Supporting Father Involvement program has been uplifting to my spirit.  The program 
helps me [with] how to deal with my daughter in a positive manner. [SFI] also helps me to deal with Children and 
Family Services.”  
 
· “It has opened my eyes to see how to become a better father to my daughter.  We laugh and have discussions on 
topics [of how to be] a better father when my child comes home.” 
 
· “I like it because I get listened to and I get things off my chest.  [SFI] lets me know that I’m not alone and helps me 
know there is hope for me and mine.  I learn good stuff about how to be a better father and husband.” 
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Examples of external factors that may have affected performance of the C1 Permanency Composite 1 
Timeliness and Permanency of Reunification outcome measures (C1.1 Reunification within 12 Months 
(Exit Cohort), C1.2 Median Time to Reunification (Exit Cohort), C1.3 Reunification within 12 Months 
(Entry Cohort), and C1.4 Reentry Following Reunification (Exit Cohort)) include drug and alcohol abuse 
and domestic violence.  As discussed earlier in this Outcome Data Measures section the rate of arrests 
for felony drug-related offenses per 100,000 population age 10 to 69 years in 2012, the most current 
data available, was 20% higher in Shasta County than California. From 2000 to 2011, the rate of 
unintentional Drug & Alcohol poisoning hospitalizations in Shasta County has been more than double 
California’s rate for every year.  The drug-induced death rate has been rising in both Shasta County and 
in California.  By 2010-12, Shasta County’s rate grew to almost triple California’s rate.   
 
 

STAKEHOLDER FOCUS GROUPS 

Biological Parents – Relative caregivers and foster parents– Independent Living Program participants 
Indian Child Welfare Act Workgroup – Parent Leadership Advisory Group – HHSA Children’s Branch staff 

 

Biological Parents 
Several barriers were mentioned by participants that made it difficult to reunify with their children. One barrier 
discussed was transportation; a participant mentioned that one day they had to make a six-hour travel itinerary 
from a neighboring county in order to arrive at a visit on time, due to lack of transportation. Another barrier 
discussed was housing; one person mentioned that they had difficulties finding housing in a place suitable for 
their child, in part due to lack of financial stability, and in part due to having other substance using household 
members when they were staying with relatives. Another barrier that was mentioned was showing consistently 
clean drug tests. One participant mentioned that they had to wait a long time between drug tests ordered by the 
social worker and they were hoping to prove sobriety by paying for their own tests, but the County and court 
system would not accept those test results. These challenges were also delaying the parents’ attempts to have 
“start/stop” visits with their child. 
 
Independent Living Program Participants 
All of the focus group participants had experienced difficulties with permanent reunification with their families. 
One participant mentioned being reunified at age 14,only to be returned to foster care two years later due to 
their parent’s relapse in using drugs. Another mentioned having been in and out of the system three times, and 
that their two younger siblings are currently up for adoption. Another participant mentioned never having been 
reunified with their mother, who was not interested in going through the steps needed to get her child back.  
When asked if there were any specific services that could have been offered to them in order to help them 
return home, none of the participants had any suggestions.  
 
  

The rate of domestic violence calls for assistance in Shasta County in 2012 was 50% higher than 
California.  Timeliness and permanency outcomes need the early and continued engagement of the 
clients in their case plan and participation in the services offered or required for reunification to occur. 
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For additional insight we surveyed our Stakeholders:  
 

STAKEHOLDER SURVEY 

Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 
Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 

 

 A clear understanding that CS believes they want to be the best parent they can be and that CS is here to 
help them get there, not punish them, including the assurance that aftercare will be provided.  

 Parents would better served by offering a group/service to help them work through the anger and 
resistance to engaging with CFS…  

 Appropriate mental health therapy both individual and Family Therapy focusing on trauma  

 Caring and compassionate social workers that have the ability to form genuine rapport and relationships.  
Right now the workload is such that it is nearly impossible to build a working relationship with our parents.  

 Case plans are often overwhelming, does not respect that some parents have to work a job, have limited 
transportation, services are spread out thru the county  

 Well-trained, …case managers who can compromise to work within the family culture to make changes… 

 Increased availability of parent partners  

 Social worker proactively and regularly staying in contact with parents and both reminding and encouraging 
them to participate in their recommended services.  

 Support from an outside group to navigate the "system" which is often viewed as the "untrustworthy and 
against them" to advocate for them and explain where to push and where to bend whom they can view as 
being on "their side" … 

 Timely referral to services needed. Support groups of other parents who have lost children & reunified.  

 Treatment or support to help parent address the areas of concern that led to child being removed from 
family - such as alcohol/drug treatment, mental health treatment, assistance with housing and job skills, 
assistance to help them leave a bad situation to start anew...  
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C2.1 – Adoption within 24 Months - exit cohort (Child Welfare and Probation) 
 
The percentage of children discharged to adoption within 24 months of removal. The denominator is the 
total number of children who exited foster care to adoption during the specified year. The numerator is 
the number of exiting children who adopted within 24 months. 

 
C2.2 – Median Time to Adoption - exit cohort (Child Welfare and Probation) 
 
The median length of stay (in months) for children discharged to adoption during a specified year. 
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Of the children who exited to adoption April 2013-March 2014, 23.4% adopted within 24 months.  After 
strides of improvement in 2009 and 2010, Shasta County has subsequently performed below the 
National Standard/Goal and California average for the past 3 years (2011-2013).  Of the children who 
exited to adoption, only the Under 1 and 1-2 age groups experienced adoption timeliness at a rate 
above the National Standard/Goal of 36.6% adopted within 24 months.  The under 1 group had a 
median time to adoption of 11.3 months and the 1-2 age group 23.5 months.  The timely rate of 
adoption of the 3-8, 6-10, and 11-15 age groups were all consistently low (10.0%, 8.7%, and 8.3%, 
respectively) with no standouts.  The median time to adoption for the 3-8 age group was 34.8 months, 
6-10 age 38.5 months, and 11-15 age 40.4 months.   
 
By ethnicity, 0% of the Black, 0% of the Latino, and 34% of the White experienced adoption timeliness, 
with Latino experiencing approximately 25% longer median time to adoption compared to Black and 
White.  By gender, 27% of the Female and 20% of the Male experienced adoption timeliness.  By 
placement type, 32.3% Foster Family Home, 18.4% Kin, and 12.5% of children in the last placement type 
of FFA adopted within the National Standard/Goal of 24 months.   
 
By last placement type, of those children who exited to adoption April 2013-March 2014, the median 
time to adoption for children with Foster Family Home last placement type was 30.1 months, 10.3% 
longer than the National Standard/Goal of 27.3 months.  Children with a last placement of Kin 
experienced a 22.9% longer median time to adoption and children with a last placement type of FFA 
experienced a 48.2% longer median time to adoption, both relative to children with a last placement 
type of Foster Family Home. 
 

C2.3 – Adoption within 12 months (17 months in care) – Child Welfare and Probation 
 
The percentage of children in foster care for 17 continuous months or longer on the first day of the year, 
who were then adopted by the last day of the year 

 
Although above the National Standard/Goal, Shasta County has been in a negative trend.   The 
percentage of children in foster care for 17 continuous months or longer on the first day of the year, 
who were then adopted by the last day of the year for April 2013-March2014 was 23.1% for Shasta 
County, above the National Standard/Goal of 22.7%.  32.3% of the 1-2 age group, 32.0% of the 3-5 age 
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group, and 30.6% of the 6-10 age group of children in foster care for 17 continuous months or longer on 
the first day of the year, were adopted by the last day of the year (March 31, 2014).  Only 13.0% of the 
11-15 age group of children in care for 17 continuous months or longer on the first day of the year were 
adopted by the last day of the year.   By ethnicity 35.2% of the Latino, 25.0% of the Black, and 20.8% of 
the White children in care for 17 continuous months or longer on the first day of the year were adopted 
by the last day of the year.   By placement type 100.0% of the Pre-Adoption, 48.3% of the Foster Family 
Home, 31.9% of the Kin, and 10.1% of the FFA children in care for 17 continuous months or longer on 
the first day of the year were adopted by the last day of the year.    
 

C2.4 – Legally Free within 6 months (17 months in care) – Child Welfare and Probation 
Of all children in foster care for 17 continuous months or longer and not legally free for adoption on the 
first day of the period, what percent became legally free within the next 6 months? 

 
Shasta County outperforms both California and the National Standard/Goal. 
 
C2.5 – Adoption within 12 months (Legally Free) – Child Welfare and Probation 
The percentage of children discharged from foster care to a finalized adoption within 12 months of 
becoming legally free out of those who became legally free during a specified year. 

 
Shasta County has experienced a decrease in performance for this measure since 2009.  The percentage 
of children discharged from foster care to a finalized adoption within 12 months of becoming legally free 
out of those who became legally free April 2013-March 2014 was 38.5%.  The National Standard/Goal is 
to be greater than 53.7%.  Only the Under 1 age group of children performed above the National 
Standard/Goal with 55.6% discharged from foster care to a finalized adoption within 12 months of 
becoming legally free.  Age groups 1-2 and 6-10 were comparable at 44.8% and 40.7%.  Only 26.1% of 
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the3-5 age group and 0% of the 11-15 age group discharged from foster care to a finalized adoption 
within 12 months of becoming legally free.  By ethnicity, 100% of the Native American, 50% of the Black, 
44.1% of the White, but only 20% of the Latino children discharged from foster care to a finalized 
adoption within 12 months of becoming legally free.  By placement type, 51.4% of the Foster Family 
Home, 33.3% of the FFA, and 30.0% of the Kin children with the respective last placement type 
discharged from foster care to a finalized adoption within 12 months of becoming legally free.   
 
Decreasing performance in our Adoption outcomes is attributable to multiple factors including a 
reduction in staffing levels imposed by economic conditions to reduce chronic financial overmatching 
and a successful practice shift of increasing relative placements overall.  Staffing levels in the Adoptions 
Unit were decreased during the economic recession because the staffing levels in this Unit were higher 
than the funding would support.  These positions were moved to other areas in Children’s Services (e.g., 
Investigation/Emergency Response, Family Maintenance, Family Reunification, Permanent Plan Units) to 
fill vacancies due to staff turnover.  However, additional vacancies due to staff turnover were created on 
a continual basis.  As the recession eased, Child Welfare Agencies across the State were hiring Social 
Worker staff.  Shasta experienced increased difficulty with staff recruitment and retention with so many 
opportunities for a limited pool of resources.  During this past year, Shasta also made the decision to 
transition from being an Interagency Merit Systems (IMS) county to being an Approved Local Merit 
Systems (ALMS) county. 
 
“A Merit System is defined as the manner of hiring and promoting government employees that emphasizes their 
ability, education, experience, and job performance rather than their connections or other political factors -- one in 
which human resources activities are governed by uniform and impersonal policies and procedures. Federal 
legislation established the following six merit principles that apply to those state and local governments that are 
required to operate merit personnel systems as a condition of eligibility for Federal assistance or participation in 
an intergovernmental program.  
 

1. Recruiting, selecting, and advancing employees on the basis of their relative ability, knowledge, and skills, 
including open consideration of qualified applicants for initial appointment. 

2. Providing equitable and adequate compensation. 
3. Training employees, as needed, to assure high quality principles. 
4. Retaining employees on the basis of the adequacy of their performance, correcting inadequate 

performance, and separating employees whose inadequate performance cannot be corrected. 
5. Assuring fair treatment of applicants and employees in all aspects of personnel administration without 

regard to political affiliation, race, color, national origin, sex, religious creed, age, or disability and with 
proper regard for their privacy and constitutional rights as citizens. This “fair treatment” principle includes 
compliance with the Federal equal employment opportunity and nondiscrimination laws. 

6. Assuring that employees are protected against coercion for partisan political purposes and are prohibited 
from using their official authority for purposes of interfering with or affecting the result of an election or a 
nomination for office. 

 
The State of California added to these six principles and developed the Local Agency Personnel Standards (LAPS) to 
implement Government Code Sections 19800 -19810. Of the 58 California counties, 28 are Approved Local Merit 
Systems (ALMS). These counties meet the requirements set forth in LAPS Chapter 1 in order to qualify for certain 
state and federally funded programs. MSS periodically reviews the personnel practices of the ALMS counties to 
ensure they are in compliance with LAPS. The remaining 30 counties comprise the Interagency Merit Systems (IMS) 
and MSS works with these counties on a daily basis in interpreting, and applying the standards (LAPS Chapters 1 
and 2) to ensure compliance with state and federal rules and regulations.”  
 

Merit System Services, Human Resource Services for California Counties, http://www.mss.ca.gov/ 

 

http://www.mss.ca.gov/
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Faced with open vacancies, approval to fill and fund positions, and limited available candidates, Shasta 
began implementation of a “grow-your-own” program of hiring at the Assistant Social Worker level.  The 
Assistant Social Worker positions in a secondary assignment capacity, work with case carrying primary 
assignment Social Workers who mentor and provide intensive on the job training. 
 
Our successful practice shift of increasing relative placements overall, although beneficial and 
preferential did not always coincide with concurrent planning to ensure the relative placements could 
transition into adoptive placement should the need/desire arise.   
 

 
 
This led to a backlogging of Permanent Placement cases that were not moving efficiently through to 
permanency.   Some of these Permanent Placement cases were long time stable relative placements 
that desired to move to adoption however could not meet the adoption requirements.   For these, 
alternatives such as guardianship are now being promoted.  This Permanent Placement backlog 
contributed to the increase in our In Care rate.   
 

 Measure description 

National 

Standard 

or Goal Goal 

One-year 

percent 

change Goal 

Five-year 

percent 

change 

   

  

 

  

 

  Adoption               

C2.1 Adoption Within 24 Months (Exit Cohort) 36.6 > > 2.0% > < -11.8% 

C2.2 Median Time To Adoption (Exit Cohort) 27.3 < > 19.8% < > 21.0% 

C2.3 Adoption w/in 12 Months (17 Months In Care) 22.7 > < -1.2% > < -28.4% 

C2.4 Legally Free w/in 6 Mths (17 Months In Care) 10.9 > < -0.2% > > 24.0% 

C2.5 Adoption w/in 12 Months (Legally Free) 53.7 > < -22.3% > < -36.4% 

   C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
The continued (one and five year) poor performance in the C2.1 Adoption Within 24 Months (Exit 
Cohort), C2.2 Median Time To Adoption (Exit Cohort), C2.3 Adoption Within 12 Months (17 Months In 
Care), and C2.5 Adoption Within 12 Months (Legally Free measures implies the need to refocus efforts 
on improvement of Adoption improvement practices. 
 
CAPIT/CBCAP/PSSF funded services related to Adoption services include the PSSF Adoption Promotion 
and Support funded activities.  Children in the process of adoption, or who have been adopted, have a 
unique set of needs. The PSSF Adoption Promotion and Support services include pre- and post-adoptive 
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clinical assessment/counseling services, support services and support group services designed to 
expedite the adoption process and support adoptive families.  Services are specialized, targeting the 
impact of adoption on the lives of the adoptive family.  Services may be directed to a child who is 
grieving the loss of his biological family, or to a married couple in which spouses have different levels of 
commitment to the child they are adopting.  Additionally services focus on the more challenging 
situations, reevaluating difficult to place older youth and/or children with special needs, providing more 
intensive clinical services for children struggling in their current placements, and connecting adoptive 
families to more community support resources.  Services are directed to children and foster/adoptive 
families who are in some stage of the process of adoption:  the children are in foster care, awaiting an 
adoptive placement; are in a potential adoptive placement; or, are living with the family that has 
adopted them. 

 Measure description 

National 

Standard 

or Goal Goal 

One-year 

percent 

change Goal 

Five-year 

percent 

change 

   

  

 

  

 

  Long Term Care               

C3.1 Exits To Permanency (24 Months In Care) 29.1 > > 8.4% > < -4.1% 

C3.2 Exits To Permanency (Legally Free At Exit) 98.0 > > 0.2% > > 5.6% 

C3.3 In Care 3Yrs or Longer (Emancipated/Age18) 37.5 < > -10.0% < < -5.3% 

   C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
One year percent change for C3.1 Exits to Permanency (24 months in care) and C3.2 Exits to Permanency 
(Legally free at Exit) show we are moving in a positive direction.  One year percent change for C3.3 In 
Care 3 Years or Longer (Emancipated/ Age 18) indicates we are moving away from the National Goal. 
 

C3.1 – Exits to Permanency (24 months in care) – Child Welfare and Probation 
The percentage of children, in care for 24 months or longer on the first day of the year, who were 
discharged to a permanent home by the last day of the year, and prior to turning 18 

 
 
Shasta County has outperformed both California and the National Standard/Goal for the past five years, 
although the County has been trending downward slightly.  When compared to the 2010 CSA, Shasta 
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County appears to be maintaining a positive performance gap on this measure.  The National 
Standard/Goal is greater than or equal to 29.1% of children, in care for 24 months or longer on the first 
day of the year, discharged to a permanent home by the last day of the year, and prior to turning 18. 
Most recent data for Shasta is 31.7% with 26.4% having exited to adoption, 2.9% to guardianship, 2.3% 
to reunification, and 1.1% to non-permanency.  By ethnicity, Latino at 44.4% and Black at 36.4% 
outperformed the National Standard/Goal of 29.1%.  Close to the National Standard/Goal was White at 
28.3% and Native American at 25.0%.  By placement type, 100% in pre-adoptive placement, 50.0% in 
Foster Family Home, and 41.2% in Kin placement in care 24 months or longer on the first day of the year 
reached permanency by the last day of the year.  Group Home, Guardian, and FFA placements were the 
least successful with only 9.1%, 20.0%, and 23.8% respectively attaining permanency by the last day of 
the year. 
 

C3.2 – Exits to Permanency (Legally free at Exit) – Child Welfare and Probation 
The percentage of legally free children exiting during the year who were discharged to a permanent 
home prior to turning 18 

 
Shasta County is currently outperforming both the California State average and the national goal.  
Shasta County has been positively trending over the past years, which continues the positive trend 
change from 2007 to 2008 noted in the 2010 CSA. 
 

C3.3 – In Care 3 Years or Longer (Emancipated/ Age 18) – Child Welfare and Probation 
The percentage of children who were in foster care for three years or longer who were then either 
discharged to emancipation or turned 18 while still in care. 
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Aside from a fluctuation in April 2001 to march 2012, Shasta County and the California average have 
performed similarly for the past 5 years.  Both Shasta County and the California average are 
underperforming relative to the National Standard/Goal.  This trend, for both Shasta County and the 
California average, has been relatively consistent since 1999 (as indicated by the 2010 CSA).  Shasta 
County appears to have a slight increase in the past year or two, which would correspond with the slight 
increase of In Care rates for children ages 18-20 in the past two years. 
 
External factors such as case carrying staffing levels directly affect performance in the permanency 
measures. 
 

 Measure description 

National 

Standard 

or Goal Goal 

One-year 

percent 

change Goal 

Five-year 

percent 

change 

   

  

 

  

 

  Placement Stability               

C4.1 Placement Stability (8 Days-12 Mths In Care) 86.0 > < -4.9% > < -2.5% 

C4.2 Placement Stability (12 To 24 Mths In Care) 65.4 > > 5.9% > > 3.3% 

C4.3 Placement Stability (> 24 Mths In Care) 41.8 > > 25.1% > > 36.6% 

   C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
 

C4.1 – Placement Stability (8 days to 12 months in care) – Child Welfare and Probation 
 
The percentage of children in a specified year with two or fewer placements who have been in care for 8 
days or more but less than 12 months. Time in care is based on the latest date of removal from the 
home. 
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The National Standard/Goal for C4.1 Placement Stability (8 days to 12 months in care) is 86.0% of 
children in a specified year with two or fewer placements who have been in care for 8 days or more but 
less than 12 months.  Shasta’s most recent performance at 81.6% is below the National Standard/Goal 
and trending in a negative direction.  Only the Under 1 age group at 88.5% experienced placement 
stability greater than or equal to the National Standard/Goal.  33.3% of the 16-17 age group, 30.6% of 
the 1-2 age group, 20.0% of the 3-5, 17.9% of the 11-15, and 17.5% of the 6-10 age group in care for 
more than 8 days and less than 12 months experienced 3 or more placement changes.  By ethnicity, 
50.0% of the Black, 31.8% of the Latino, 17.6% of the Native American, and 14.4% of the White children 
in care 8-days to 12 months experienced 3 or more placement changes.  By placement type, 40.0% of 
the Group Home, 24.7 % of the FFA, and 16.5% of the Kin placement children in care 8 days to 12 
months experienced 3 or more placement changes.  This is compared to 9.2% of the Foster Family 
Home, 0% of the Guardian, and 0% of the Pre-Adoptions placement children with 3 or more placement 
changes. 
 
 

Shasta County Children’s Services 
Placement Stability Demographic Analysis (Placement Stability Measure C4.1)   
Number of Children with 3 or more placements (In care 12 months or less):  53 
Point in Time – 07/30/2014 
 

Gender Count Percentage 

Male 28.00 52.83% 

Female 25.00 47.17% 

     

Age Range Count Percentage 

0 to 2 17.00 32.08% 

3 to 5 9.00 16.98% 

6 to 10 9.00 16.98% 

11 to 15 10.00 18.87% 

16 to 17 4.00 7.55% 

18-21 4.00 7.55% 

   

Placement Type Count Percentage 

FFA Certified Home 23.00 43.40% 

Foster Family Home 12.00 22.64% 

Group Home 1.00 1.89% 

Relative/NREFM Home 16.00 30.19% 

Supervised Independent Living Placment 1.00 1.89% 

     

Ethnicity Count Percentage 

American Indian 6.00 11.32% 

Black 6.00 11.32% 

Hispanic 1.00 1.89% 

White  40.00 75.47% 

     

Placement Statistics Count  

Highest Placement Count 14  

Average Placement Count 3.85  

Median Placement Count 3  
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For additional insight we surveyed our Stakeholders:  
 

STAKEHOLDER SURVEY 

Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 
Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 

 
“Assessments of child’s needs” was viewed as one of the most important components by 72.5% of stakeholders for 
ensuring children’s placement stability. “Provide services appropriate to needs of child” was listed the next most 
often (68.3% of stakeholders), while “Wraparound services provided” was rated the fewest (38.7%) times.  

 A child thrives on consistency.  A child needs to know they have an advocate, who is always there for them, 
and only them.  Perhaps a Big Buddy program would help provide this? Maintaining friendships and 
connections of the youth.  Counseling services for the children to ensure that they know that the situation 
they find themselves in is NOT their fault.  

 Biggest disruption cause for youth in foster care system is lack of education system support for youth with 
special needs  

 Diligent oversight of quality of foster and group homes.  Retention of high quality foster care providers.   
Provide them work Ongoing training and support.  Educating Foster Parents on how to deal, parent, or 
integrate each child into their home. They need to know all the needs of the child. Education of the substitute 
caregivers re the needs (i.e. trauma reactivity, universal signs of distress and how to help the child cope, 
support for the substitute caregivers from the time of the initial placement- info re child's behaviors towards 
adults and peers, known triggers and what caregiver can do when child is triggered). Allow foster parents a say 
in the child's well-being.  Especially after a visit with birth parent (s), foster parents know how the child is, 
(physically, and emotionally) after the return visit.   

 Not to remove them in the first place unless absolutely necessary, most families are split up over drugs and 
alcohol, if they were able to get the help to get sober while the kids were in the home that would be the best. 
The children are never the same after entering into Foster Care, I do understand that there are cases of abuse 
that they must be removed but for drug and alcohol issues the family can stay together with case 
management and the right drug and alcohol program and testing.  

 Remaining child and family centric--We are not saving children from families but rescuing families for children.  
Social worker proactively and regularly staying in contact with parents and both reminding and encouraging 
them to participate in their recommended services.  
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Shasta County was trending parallel with the California average from 2008 to 2011, however within the 
last 3 years Shasta County has negatively trended and is currently underperforming both the National 
Goal and the California average.   To help us to identify themes of agency strengths and areas needing 
improvement for child welfare and probation C4.1 Placement Stability (8 days to 12 months in care) was 
chosen as our focus area for our Peer Review Process.  
 
The Peer Review provided Shasta County with qualitative information focused on the C4.1 Placement 
Stability (8 days to 12 months in care) Outcome Data Measure.  This process put to use the expertise of 
peers from other counties as well Shasta county social workers and probation officers and promoted the 
exchange of best practice ideas.  14 Child Welfare and 4 Probation cases were reviewed.  All of the cases 
had three or more placements within 12 months of initial placement.   
 
Some of the strengths identified included:  social workers used Family Team Meetings and High Risk 
Team meetings as a multi-disciplinary team approach to obtain input from family members in order to 
prevent multiple placement changes and to discuss barriers; social workers involved parents and 
children in formal and informal decision making around placement; social workers discussed and 
created a safety plan with the family; social workers utilized the Quality Parenting Initiative meet and 
greets and other transitional tools between the youth and new placement; social workers kept youth 
involved regarding potential placement changes; and care providers showed willingness to engage with 
the parents and extended family members.   
 
Some of the challenges identified included:  a need for ongoing permanence trainings to better prepare 
social workers to address placement stability; use of receiving homes for greater than 8 days added to 
total number of child’s placements; limited Family Finding efforts to locate family members/relatives 
throughout the life of the case; limited development of concurrent plans at beginning of the case; 
limited placement-matching occurs at removal; care providers  unwilling to accept services in their 
home; care providers too quick to give notice to have youth removed from their homes and unwilling to 
utilize Wraparound, Therapeutic Behavioral Services (TBS), or other supportive services; care providers 
need training to support youth with emotional and/or behavioral challenges; bio-families distrustful of 
system/agency with parents afraid to be truthful due to fear of not getting their children back; and a 
need for more recruitment of local/county foster homes. 
 
C4.2 – Placement Stability (12 to 24 months in care) – Child Welfare and Probation 
The percentage of children in a specified year with two or fewer placements who have been in care 12 
months or more but less than 24 months 
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Shasta County and the California average have maintained close proximity to the National Standard/ 
Goal of greater than or equal to 65.4%.  The 2010 CSA indicates that Shasta County has historically 
slightly underperformed in this measure.  Shasta’s more recent performance level is 62.4% of children in 
a specified year with two or fewer placements who have been in care 12 months or more but less than 
24 months.  By age, both the Under 1 at 76.5% and 6-10 age group at 70.0% of children in care 12 
months or more but less than 24 months experienced 2 or fewer placement moves.  42.4% of the 1-2 
age group, 42.6% of the 3-5, 45.8% of the 11-15, and 66.7% of the 16-17 age group of children in care 12 
months or more but less than 24 months experienced 3 or more placement changes.  By ethnicity, 100% 
of the Asian children 12 to 24 months in care experienced 2 or fewer placement changes.  57.1% of the 
Black children 12 to 24 months in care, 41.7% of the Native American, 39.5% of the Latino, and 36.2% of 
the White children in care 12-24 months experienced 3 or more placement changes throughout their 
time in care.  By placement type, 86.4% Foster Family Home children 12 to 24 months in care and 69.6% 
of the Kin placement children 12-24 months in care experienced 2 or fewer placements throughout their 
time in care.  These are both better than the National Standard/Goal.  
 
Age and Time in Care  
For these analyses, time in care for inclusion in the denominator is calculated using the end of the specific time 
period (or episode end date if the episode ends during the period). Since age is calculated at the beginning of the 
time period, it is possible for a child to be included in the denominator although their calculated age is less than 
the minimum time in care required for inclusion in the measure. For example, for a given analysis year, a child born 
on July 1st of the previous year who entered care immediately would have been less than one year old on January 
1st, of the analysis year (when age is calculated), but in care for more than one year on December 31st of the 
analysis year (when time in care is calculated) and so would be included in the denominator. Therefore, although 
its denominator is children in care for at least 12 months, but less than 24 months, Measure C4.2 includes children 
less than one year old. Similarly, although its denominator is children in care for 24 months or more, Measure C4.3 
includes children less than age 2.  
 

Needell, B., Webster, D., Armijo, M., Lee, S., Dawson, W., Magruder, J., Exel, M., Cuccaro-Alamin, S., Putnam-Hornstein, E., Sandoval, A., Yee, H., Mason, F., Benton, 
C., Pixton, E., Lou, C., Peng, C., King, B., & Lawson, J. (2014). CCWIP reports. Retrieved 7/16/2014, from University of California at Berkeley California Child Welfare 

Indicators Project website. URL: <http://cssr.berkeley.edu/ucb_childwelfare> 
 

C4.3 – Placement Stability (at least 24 months in care) – Child Welfare and Probation 
The percentage of children in a specified year with two or fewer placements who have been in care 24 
months or longer 
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STAKEHOLDER FOCUS GROUPS 

Biological Parents – Relative caregivers and foster parents– Independent Living Program participants 
Indian Child Welfare Act Workgroup – Parent Leadership Advisory Group – HHSA Children’s Branch staff 

 

Independent Living Program Participants 
When asked why they thought some youth move between placements so often, participants shared their stories 
of having their placement change many times. One also shared a story of how their foster family was moving 
and the youth thought they would be moving with the foster family, only to be told that they weren’t. One 
participant felt that placement changes are so frequent due to a high demand for available placements and the 
lack of time to spend searching for the most suitable homes. They said the placement was usually more about 
convenience for the social worker than whether the foster family and children are able to connect. 
 

When asked for suggestions about how to reduce placement changes in the child welfare system, one 
participant suggested following the model used by the adoptions program in determining the interests of both 
child and family before initiating a placement. They felt that this would result in more long-term placements. 
Another suggested that it would be helpful if foster parents did not judge youth in the system based on first 
impressions. This participant said they felt that their foster parents were testing them and expecting them to be 
a “bad kid”. Another suggested that there be joint therapy between foster youth and foster families. They felt it 
might provide a way for the youth to voice concerns that they might otherwise feel unable to share, leading 
them to act out instead.  
 

Participants also discussed help that was needed during their placement changes. One said it would be helpful 
for the foster families to be realistic in their expectations for the youth and understand that they can’t 
necessarily overcome their traumatic experiences and be a “good kid” on the first day in the home. Another 
participant said reassurance from the foster family would be helpful so that the youth could see that they 
deserve better than what they had experienced. Another said it would be helpful for the social workers to 
explain the history of the child to the foster parent so they could have a better understanding of the 
environment they are used to.  One participant also added to that by suggesting it would be helpful for foster 
parents to be trained in dealing with youth who come from stressful environments to provide some trauma and 
mental health care to these children.  One participant said it would have been helpful for them to have 
counseling services while they were going through the adoption process. 
 

Relative Caregivers/Foster Parents 
Relative caregivers and foster parents felt that some of the issues that lead to children having multiple 
placements arise from difficulty for the caregivers in handling some of the issues that the children are dealing 
with. They felt that some of the youth come with problems that require training on the part of the caregiver to 
address, and because the County’s highest priority is to find available beds for the children, rather than a 
“match”, they sometimes end up in a foster home that is not equipped to deal with them. One participant felt 
that foster parents who do not accept adoptive placements feel more overwhelmed by the issues of the children 
and that training is often not enough to help them overcome these barriers, leading them to return the children 
to the County system. The participant felt that adoptive parents are more often ready to deal with more 
challenging issues. 
 

The National Standard/Goal for C4.3 – Placement Stability (at least 24 months in care) is greater than or 
equal to 41.8% of children in a specified year with two or fewer placements who have been in care 24 
months or longer.  Shasta’s most recent performance level of 36.9% is less than the National 
Standard/Goal.  By age 66.0% of our 1-2 age group and 48.5% of our 3-5 age group who have been in 
care 24 months or longer have experienced 2 or fewer placement changes throughout their time in care.  
Both of these age groups are performing at a level better than the National Standard/Goal.  By contrast 
68.6% of the 6-10 age group, 76.6% of the 11-15 age group, and 89.2% of the 16-17 age group of 
children who have been in care 24 months or longer have experienced 3 or more placement changes  
throughout their time in care.  By ethnicity, Latino children in care 24 months or longer at 42.3% with 2 
or fewer placement changes throughout their time in care performed better than the National 
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Standard/Goal of 41.8%.  By contrast 100% of Asian children in care 24 months or longer, 73.3% of 
Native American, 64.1% of White, and 61.1% of Black children in care 24 months of longer experience 3 
or more placement changes throughout their time in care. By placement type, 65.0% of the Foster 
Family Home children in care 24 months or longer, 50.6% of the Pre-Adoption placement children, and 
42.3% of the Kin placement children in care 24 months or longer experienced 2 or fewer placements 
throughout their time in care.  All three performed better than the National Standard/Goal.  By contrast 
70.9% of the FFA placement children in care 24 months or longer, 86.7% of the Group Home, and 94.0% 
of the Guardian placement children in care 24 months or longer had experienced 3 or more placement 
changes. 
 

2B – Timely Response (Immediate) – Child Welfare only 
The percentage of immediate response allegations where a timely response occurs 

  
Shasta County has maintained very good performance regarding immediate response timeliness.  The 
Shasta County 2010 CSA indicates a long term trend of satisfactory performance for this measure.  The 
Standard/Goal for 2B – Timely Response (immediate) is greater than or equal to 90.0% of immediate 
response allegations where a timely response occurs.  Shasta’s most recent performance level is 97.8% 
of immediate response allegations where a timely response occurred.  By age, only the 6-10 age group 
at 90.0% experienced less than a 100.0% timely response.  By ethnicity, only White at 95.7% 
experienced less than a 100.0% timely response.   
 

2B – Timely Response (10 day) – Child Welfare only 
The percentage of 10 day response allegations where a timely response occurs 
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Shasta County has outperformed the California average for the past 5 years.  The Standard/Goal for is 
greater than or equal to 90.0% of 10 day response allegations where a timely response occurs.  Shasta’s 
most recent performance level is 93.8% of 10 day response allegations with a timely response. 
 
External factors affecting 2B-Timely Response (Immediate) and 2B-Timely Response (10 day) include 
staffing levels and difficulties experienced with recruitment and retention.  
 
 Although not a component of our 2010-2015 System Improvement Plan, 2B-Timely Response (10-day) 
was an area needing improvement in the past and was a component of our 2004-2007 System 
Improvement Plan.  We wanted to improve safety outcomes for all referred children by seeing them 
within the specified time frames.  Our System Improvement Plan goal was to increase to greater than or 
equal to 90% the percentage of timely Supervisor assignment and timely Social Worker response to and 
documentation in CWS/CMS of child abuse/neglect 10-Day referrals.  We evaluated the existing 10-Day 
referral assignment process to identify where referrals were getting held up.  Social Workers not getting 
10-Day referrals assigned to them in a timely manner directly contributed to their ability to meet 
compliance requirements.  We developed standard agency guidelines and expectations for the practice 
of making timely contacts in 10 day referrals and documenting contact information (including attempted 
contacts) into CWS/CMS. Guidelines and standard agency expectations helped workers deal with 
conflicting priorities. We piloted geographical referral assignment. We tested whether geographically 
assigning referrals to Social Workers should resulted in increased timely assignment of referrals to Social 
Workers and increased the percentage of timely response.  We communicated and publicized within 
Children’s Services the agency expectation to consistently meet the 90% compliance level. Intake 
Supervisors monitored and communicated on an individual basis with each worker in their units. We 
documented and posted group performance to raise awareness of performance within the agency. Both 
methods heightened the level of awareness of the requirement to meet agency expectation of timely 
Social Worker response to and documentation in CWS/CMS of child abuse/neglect 10-Day referrals.  We 
continue ongoing monitoring of data and performance to ensure that standards are being met for both 
2B-Timely Response (Immediate) and 2B-Timely Response (10-day). 
 

2F – Timely Monthly Caseworker Visits (Child Welfare only) 
 
This measure considers each month separately, but summarizes this data for a 12-month period. For 
each month in the 12-month period, of the children in care who were required to have an in-person 
contact, i.e., who were in an open placement episode for the full calendar month; the number and 
percent of children who had at least one in-person contact during the month. 
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Shasta County’s performance has fluctuated in close proximity to the California Average, which has been 
the long term trend since 2000, as indicated in the 2010 CSA.  The National Standard/Goal is greater 
than or equal to 90.0% of children who had at least one in-person contact during the month for each 
month in an open placement episode for the full year.  Shasta’s most recent performance level is 90.8% 
of children who had at least one in-person contact during the month for each month in an open 
placement episode for the full year.  By age, 96.1% of the Under 1 age group, 93.2% of the 1-2 age 
group, 91.3% of the 3-5, 90.5% of the 6-10, 83.7% of the 11-15, and 86.6% of the 16-17 age group had at 
least one in-person contact during the month for each month in an open placement episode for the full 
year.  By ethnicity 95.9% of the Black, 90.8% of the White, 90.9% of the Latino, 94.0% of the Asian, and 
86.8% of the Native American children in placement had at least one in-person contact during the 
month for each month in an open placement episode for the full year. 
 
Probation data shows a most recent performance level of 78.3% of children who had at least one in-
person contact during the month for each month in an open placement episode for the full year.  By 
age, 82.4% of the 11-15 age group and 76.2% of the 16-17 age group of children had at least one in-
person contact during the month for each month in an open placement episode for the full year.  By 
ethnicity, 78.8% of the Black, 83.4% of the White, 7.7% of the Latino and 100% of the Native American 
children in placement  who had at least one in-person contact during the month for each month in an 
open placement episode for the full year. 
 
External factors affecting 2F-Timely Monthly Caseworker Visits include staffing levels and difficulties 
experienced with recruitment and retention.  
 
 Although not a component of our 2010-2015 System Improvement Plan, 2C- Timely Social Worker Visits 
with Children was an area needing improvement in the past and was a component of our 2004-2007 
System Improvement Plan. Our goal was to increase to greater than or equal to 90% the percentage of 
timely Social Worker and Probation Officer visits with children and timely, accurate documentation in 
CWS/CMS.  We worked to identify specific causal factors for the County’s level of performance to 
determine the percentage of noncompliance attributed to non-contacts versus inaccurate/incomplete 
documentation in CWS/CMS. We worked to develop standard agency guidelines and expectations for 
the practice of making timely visits with children and accurately and completely documenting contact 
information and exceptions in CWS/CMS. It was determined that social work staff were making their 
face-to-face visits with children but were not entering those contacts into CWS/CMS.  Policy was 
developed and communicated that all face-to-face contacts with children had to be entered into 
CWS/CMS within 30 days of the event. Supervisors frequently communicated the policy, trained their 
units and followed up on a case-by-case basis. Through SafeMeasures Supervisors are able to monitor 
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visit exception data and to assist staff in tracking needed visits. The Quality Assurance procedure 
implemented consisted of the Help Desk Analyst running SafeMeasures data at mid-month for all case 
carrying staff Supervisors so they can use the data to support staff in making their visits and entering 
contact information into CWS/CMS. Supervisors also are monitoring case transfers to ensure that all 
contacts are being entered and that visits are being made in a timely manner even though the case is 
transferring from one social worker to another.  
 

2F – Timely Monthly Caseworker Visits in Residence (Child Welfare only) 
 
This measure considers each month separately, but summarizes this data for a 12-month period. For 
each month in the 12-month period, of the number and percent of children who had at least one in-
person contact during the month, the number and percent of children where at least one of that 
month’s in-person contacts was in the placement facility. 

 

 
Shasta County underperforms relative to the California state average, but has been on a slight upward 
trend since 2008. The National Standard/Goal is of the children (summarized for a 12-month period) 
who had at least one in-person contact during the month, greater than or equal to 50.0% of children 
where at least one of that month’s in-person contacts was in the placement facility.  Shasta’s most 
recent performance level is 63.1% of children where at least one of that month’s in-person contacts was 
in the placement facility of the children (summarized for a 12-month period) who had at least one in-
person contact during the month.  By age, 65.1% of the Under 1 age group, 68.3% of the 1-2 age group, 
58.9% of the 3-5, 59.5% of the 6-10, 66.3% of the 11-15, and 65.1% of the 16-17 age group of children 
where at least one of that month’s in-person contacts was in the placement facility of the children 
(summarized for a 12-month period) who had at least one in-person contact during the month.  By 
ethnicity 74.6% of the Black, 63.3% of the White, 61.4% of the Latino, 75.0% of the Asian, and 57.8% of 
the Native American children where at least one of that month’s in-person contacts was in the 
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placement facility of the children (summarized for a 12-month period) who had at least one in-person 
contact during the month.  
 
Probation data shows a most recent performance level of 99.4% of children where at least one of that 
month’s in-person contacts was in the placement facility of the children (summarized for a 12-month 
period) who had at least one in-person contact during the month.   
 

4A – Siblings – All placed together & Some placed together (Child Welfare only) 
 
The percentage of children in care at a point in time with at least one sibling where all the children in a 
given sibling group were placed together. 
 

 
 
 
The percentage of children in care at a point in time with at least one sibling where one or more of the 
children in a given sibling group were placed together. 
 

 
 
 
Shasta County’s performance has been in close proximity to the California average since the year 2000, 
as indicated in the 2010 CSA.  Currently Shasta County is outperforming the State average.  Placement 
capacity and availability is a primary contributor to variability in this measure.  Some foster homes are 
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unable, unwilling, or unsuitable for multiple children, opposite genders, or certain age groups.  A large 
portion of sibling placement availability depends on foster home characteristics and quantity.  Shasta 
County has had many instances in which placement’s result out of necessity due to other, more ideal, 
homes being already occupied. 
 

STAKEHOLDER FOCUS GROUPS 

Biological Parents – Relative caregivers and foster parents– Independent Living Program participants 
Indian Child Welfare Act Workgroup – Parent Leadership Advisory Group – HHSA Children’s Branch staff 

 

Parent Leadership Advisory Group 
When asked for their thoughts about whether it was important for siblings to be placed in the same home, focus 
group participants were united in their thinking that it is less traumatic for children through all phases of their 
case if they are able to stay with their siblings. They felt that at the beginning of their separation from their 
parents, it was important for them to have the familiarity and comfort of having their siblings with them. They 
felt this was especially the case in younger children, who have more behavioral outbursts if they are separated 
from their siblings. In addition, they felt that if children are separated from their siblings, it makes things more 
difficult when they are reunified with their biological parents to have to adjust to siblings they may have been 
separated from for a long time.  
 

 

First Entry – by placement type (Child Welfare and Probation) 
 
The percentage of children entering foster care for the first time over a 12 month period who were 
placed with a relative, foster home, FFA, group/shelter, or other placement type at first entry.  
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Most recent data for Shasta (C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) 
Sep 2014 - Child Welfare) shows:  4B Least Restrictive (Entries First Placement: Relative) = 10.9%, Least 
Restrictive (Entries First Placement: Foster Home) = 47.2%, Least Restrictive (Entries First Placement: 
FFA) = 35.8%, Least Restrictive (Entries First Placement: Group/Shelter) = 1.3%, Least Restrictive (Entries 
First Placement: Other) = 4.8%.  For our 4B Least Restrictive (Entries First Placement: Relative) we have 
been moving in the desired direction of increasing our first placements with relatives.  Shasta one-year 
percent change shows an increase of 23.6%, our five-year percent change shows an increase of 94.9%.  
We have been slightly decreasing our use of Foster Homes as a first placement with a one-year percent 
decrease of 4.0% after a five-year percent increase of 2.7%.  Our five-year percent change for FFAs as a 
first placement showed a positive decrease of 18.1% as we moved practice to more relative first 
placements.  Unfortunately, as our relative first placement decreased in the year prior to the most 
recent, our one-year percent change for FFAs as a first placement negatively increased by 7.8%.  As 
desired, we decreased our use of Group Homes over the past five years however this past year has 
shown an 85.4% increase in the use of Group Homes as a first placement option. 

 

Point In Time – by placement type (Child Welfare and Probation) 
 
The percentage of children in out of home placement on the first day of a given quarter who were 
placed with a relative, foster home, FFA, group/shelter, or other placement type.  

 
Most recent data for Shasta (C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) 
Sep 2014 - Child Welfare) shows:  4B Least Restrictive (Point In Time Placement: Relative) = 29.5%, Least 
Restrictive (PIT Placement: Foster Home) = 14.9%, Least Restrictive (PIT Placement: FFA) = 29.5%, Least 
Restrictive (PIT Placement: Group/Shelter) = 4.2%, Least Restrictive (PIT Placement: Other) = 21.8%.  For 
our 4B Least Restrictive (Point In Time Placement: Relative) we have, over the long term, been moving in 
the desired direction of increasing our relative placements with a five-year percent change showing an 
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increase of 45.3%.  Shasta one-year percent change shows that we have lost some of our gains with a 
decrease in relative placements of 11.0%.  Our five-year percent change for FFA placements showed a 
positive decrease of 19.3% as we moved practice to more relative placements.  Unfortunately, as our 
relative placements decreased in the year prior to the most recent, our one-year percent change for FFA 
placements negatively increased by 8.0%.  As desired, we decreased our use of Group Homes over the 
past five years however this past year has shown a 4.3% increase in the use of Group Home placements. 
 
To build more connections for youth in foster care, to address the federal Child Welfare Services 
outcome; the continuity of family relationships and connections is preserved for children our 2010-2015 
System Improvement Plan included increasing relative placements.  One strategy was to expand the 
family finding and relative engagement processes to locate relative and nonrelated extended family 
members willing to be care providers and/or involved in youth connection building. Connections with 
relatives and family friends are important for all children, especially for children whose families are in 
crisis. Relatives and nonrelated extended family members give the family support and encouragement 
as the parents try to resolve the problems that led to the child being removed from them.  
 
Progress 
To measure the progress of building more connections for youth in foster care by increasing the 
proportion of relative placement strategies we tracked measure 4B Least Restrictive Placement (Entries 
First Placement: Relative) and 4B Least Restrictive Placement (Point in Time: Relative).  Our baseline for 
4B Least Restrictive Placement (Entries First Placement: Relative) was 4.6 and 4B Least Restrictive 
Placement (Point in Time: Relative) was 22.5.  With concerted efforts to increase relative placements we 
readily achieved our 5% improvement goals for both first placement and point in time placement 
measures.   Although improvement was achieved we are below the California average for each measure.  
First placements with relatives has been the more difficult to attain even with the addition of strategies 
to streamline the relative approval process. 
 
 4B Least Restrictive Placement (Entries First Placement: Relative) 

o County’s performance at beginning of SIP year 1; Q4-2009: (4.6)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▼   1.9) 

o County’s performance at beginning of SIP year 3; Q4-2011: (▲   12.3)   

o County’s performance at beginning of SIP year 4; Q4-2012: (▲    8.3)   

o County’s performance at beginning of SIP year 5; Q4-2013: (▲   9.5)   

o County’s most recent performance as of Q1-2014: (▲   10.9)   (CA average 27.7)   

o County’s Goal: 5% improvement of original data by June 2015 (>=4.8) 
 

 4B Least Restrictive Placement (Point in Time: Relative) 
o County’s performance at beginning of SIP year 1; Q4-2009: (22.5)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   26.3) 

o County’s performance at beginning of SIP year 3; Q4-2011: (▲   29.2)   

o County’s performance at beginning of SIP year 4; Q4-2012: (▲   34.9)   

o County’s performance at beginning of SIP year 5; Q4-2013: (▲   31.0)   

o County’s most recent performance as of Q1-2014: (▲   29.5)   (CA average 35.4)      

o County’s Goal: 5% improvement of original data by June 2015 (>=23.6) 
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
4E – ICWA Eligible Status (Child Welfare and Probation) 
 
The percentage of children who are ICWA Eligible in out-of-home placement by their placement status 
at a given point in time 
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Surveying our stakeholders also provided useful input. 
 

STAKEHOLDER FOCUS GROUPS 

Biological Parents – Relative caregivers and foster parents– Independent Living Program participants 
Indian Child Welfare Act Workgroup – Parent Leadership Advisory Group – HHSA Children’s Branch staff 

 

Indian Child Welfare Act Workgroup 
Focus group participants felt that early communication with ICWA workers and family team meetings were 
important tools in helping to increase placement stability for Native American children. They said many social 
workers are doing a good job in alerting the ICWA about the potential for removing a child from the home which 
gives them the chance to put them in a placement with a Native American family. One participant also 
mentioned that FTMs are helpful in bringing the support system, including Tribal members, together to discuss 
the issues that need to be resolved in the family and coming up with plans for addressing those issues. 
 

When discussing what causes lack of stability in placements for Native American children, one focus group 
member said there was a shortage of Tribal approved homes for the children to be housed with. They felt that 
there are a lot of families that could house the children, but many will not due to fear of the system and the 
hoops that they would have to jump through.  Another participant suggested a challenge comes from the 
inability of non-native families to adopt Tribal children. They said that sometimes when a family hears they may 
not be permitted to adopt the child due to Tribal regulations, the children will usually be moved. It was also 
mentioned that cultural differences may lead to placement changes; sometimes a child might be seen as 
misbehaving by a non-native family, but it is normal behavior for a child of a particular tribe.  They also 
suggested that sometimes some of the County’s service providers may make recommendations about separating 
siblings based on a lack of cultural awareness about typical behavior for a tribal child.  
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The majority of ICWA eligible children within Shasta County and throughout California are being placed 
with Non Relative, non Indian, and substitute care providers.  Although a substantial percentage of 
ICWA eligible children in Shasta County are being placed with relatives, the Non Relative, non Indian 
placement frequency is roughly double that of the relative placements.  Challenges such as the 
availability of ICWA homes, the proximity to available ICWA placements (which may not allow for 
feasible child/parent visitation), and the placement preference of the child can be factors in the 
placement characteristics of this measure. 
 

5B-1 – Rate of Timely Health Exams (Child Welfare only) 
The percentage of children in out-of-home care who have received timely health exams 

 
 
Shasta County has consistently outperformed the California average and performed better than the 
Standard/Goal.  The Standard/Goal is greater than or equal to 90.0% of children in out-of-home care 
who have received timely health exams. Contributing factors for the one-year percent change in this 
measure could include nursing staff turnover and associated workload capacity, Health Center capacity 
due to changes in health care laws, and the degree of cooperation and timeliness of the caregiver 
responsible for ensuring a child’s presence at a scheduled health exam. 
 

5B-2 – Rate of Timely Dental Exams (Child Welfare only) 
The percentage of children in out-of-home care who have received timely dental exams 
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Shasta County has consistently outperformed the California average.  The Standard/Goal is greater than 
or equal to 90.0% of children in out-of-home care who have received timely dental exams. For three of 
the last five years Shasta County performance exceed 90%.  The most recent two years show 89.7%, and 
most recently 85.2%. 
 
External factors affecting these wellness measures include limited community resources.   
 

STAKEHOLDER FOCUS GROUPS 

Biological Parents – Relative caregivers and foster parents– Independent Living Program participants 
Indian Child Welfare Act Workgroup – Parent Leadership Advisory Group – HHSA Children’s Branch staff 

 

Independent Living Program Participants 
Two focus group participants mentioned barriers in receiving healthcare services. Both were Medi-Cal recipients. 
One said they needed a specialist and was only able to find one through a friend who worked in the office, 
because so few physicians accept Medi-Cal. Another mentioned needing prescription glasses and not being able 
to get them through their normal provider which had stopped accepting Medi-Cal. 
 
Relative Caregivers/Foster Parents 
Participants mentioned the lack of a pediatric dentist who does sedation services in the area who also accepts 
Medi-Cal. Participants mentioned having to go as far as Sacramento, Vacaville, or Red Bluff to find this service. 
Transportation was a challenge particularly in this area.  One participant mentioned transportation also being a 
barrier for their Foster Family Agency that has children come from out of county. They said they have difficulty 
transporting the child to visits, doctor’s appointments, and court appointments, and often they have to pull 
multiple children out of school in order to take just one to an appointment. Another mentioned that the cost of 
fuel to transport their children to all of their appointments was difficult to cover. 
  

5F – Authorized for Psychotropic Medications (Child Welfare only) 
 
The percentage of children in out-of-home care who have been authorized for psychotropic medications 

 
 
 
Both Shasta County and the California state average appear to be increasing in this measure.  Shasta 
increased from 0.2% in 1998 to 14.1% in 2014, California from 0.2% in 1998 to 12.4% in 2014.   
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Shasta shows a 17.7% one-year increase and a 52.1% five-year increase in the percentage of children in 
out-of-home care who have been authorized for psychotropic medications.  By age group, 45% of Shasta 
youth age 18 in out-of-home care have been authorized for psychotropic medications, 51.4% of age 16-
17, 30.6% of age 11-15, 17.5% of 6-10, and 0.8% of 3-5.  By contrast, the California average by age group 
is 25.2% of youth age 18, 28.2% of age 16-17, 23.7% of age 11-15, 11.5% of age 6-10, and 1.1% of age 3-
5.     
 

6B – Individualized Education Plans (Child Welfare only) 
The percentage of children in out-of-home care who have an IEP 

 
  
Shasta County has a considerably higher rate of Foster Children needing an IEP when compared to the 
California State Average.  To gain additionally information regarding how we can better meet the 
educational needs of Shasta County children in out of home care, we surveyed our stakeholders. 
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8A – Exit Outcomes for Youth Aging Out of Foster Care (Child Welfare and Probation)  
 
The percentage of children who have aged out of foster care who have completed high school 
equivalency, obtained employment, made housing arrangements, received ILP services, made a 
permanent connection with an adult. 
 

 
Both Shasta County and the California average experience the lower percentages for “obtained 
employment” than all the other measure subsets.  Shasta County quarter 4 for 2012 and 2013 had no 
data to report.  Shasta County has had no more than 4 youth aging out of foster care for any one 
measured time frame.  This leads to less adequate graphical representation as one child has the 
potential to change a measure by 25%. 
 
Shasta County focused on building more connections for youth in foster care for the 2010-2015 System 
Improvement Plan.  The strategies of our building more connections for youth in foster care focus area 
were implemented to address the federal Child Welfare Services outcome; the continuity of family 
relationships and connections is preserved for children.  Strategies included:  Family 
Finding/Engagement and Participatory Case Planning. 
 
One strategy was to expand the family finding and relative engagement processes to include more 
eligible youth in connection building.  Through family finding and engagement relatives are located and 
people are identified who are willing to be involved in youth connection building. Connections with 
relatives and family friends are important for all children, especially for children whose families are in 
crisis. Relatives and nonrelated extended family members give the family support and encouragement 
as the parents try to resolve the problems that led to the child being removed from them. Relatives and 
nonrelated extended family members also help by calling and visiting the child, inviting them to their 

0
10
20
30
40
50
60
70
80
90

100

Sh
as

ta

C
al

if
o

rn
ia

Sh
as

ta

C
al

if
o

rn
ia

Sh
as

ta

C
al

if
o

rn
ia

Sh
as

ta

C
al

if
o

rn
ia

Sh
as

ta

C
al

if
o

rn
ia

Sh
as

ta

C
al

if
o

rn
ia

Oct - Dec 2008 Oct - Dec 2009 Oct - Dec 2010 Oct - Dec 2011 Oct - Dec 2012 Oct - Dec 2013

%
 o

f 
ag

e
d

 o
u

t 
yo

u
th

Exit Outcomes for Youth Aging Out of Foster Care
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Jul 2014

Percentage who Completed High School or Equivalency Percentage who Obtained Employment

Percentage of Youth w/Housing Arrangements Percentage of Youth Received ILP Services

Percentage of Youth with Permanency Connection



 

 251 

C
a

li
fo

rn
ia

 -
 C

h
il
d

 a
n

d
 F

a
m

il
y 

S
e

rv
ic

e
s
 R

e
v
ie

w
 

home for holidays and other occasions, remembering birthdays, etc.  Family Team Meetings could be 
expanded to include a component of family community connections to develop ongoing support in a 
mentoring or service oriented role. The Probation Department also engaged in family finding procedures 
to benefit Probation youth who may not be able to return to their homes upon release.   A large 
percentage of probation placement youth age out of care while in placement.  Many of these youth are 
unable to reunify with family members for various reasons and the need for independent living skills is 
imperative. Efforts were also expended to increase youth participation in case planning including active 
participation in Transitional Independent Living Plan and National Youth in Transition Database. 
 
Progress 
To measure the progress of building more connections for youth in foster care by increasing the 
proportion of relative placement strategies we tracked measure 4B Least Restrictive Placement (Entries 
First Placement: Relative) and 4B Least Restrictive Placement (Point in Time: Relative).  Our baseline for 
4B Least Restrictive Placement (Entries First Placement: Relative) was 4.6 and 4B Least Restrictive 
Placement (Point in Time: Relative) was 22.5.  With concerted efforts to increase relative placements we 
readily achieved our 5% improvement goals for both first placement and point in time placement 
measures.   Although improvement was achieved we are below the California average for each measure.   
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Summary of Findings   

 
Populations at greatest risk of maltreatment  
 
Two age groups 
exhibit the highest 
risk of maltreatment 
(according to 
substantiation 
rates).  In terms of the 
highest quantity of 
substantiation, the 6 
to 10 age group has 
experienced an 
average of 
approximately 194 
substantiations per 
year (averaged from 
2008 to present), and 
is currently at 158 for 
the latest data point.   
 
In terms of population 
relativity, the 
incidences of 
substantiation per 
1000 children by age 
group indicates the 
trend of infants under 1 year old being the most susceptible to a substantiation of maltreatment.  The 
most recent data point shows that approximately 65 out of every 1000 infants under the age of 1 year in 
Shasta County experienced a substantiated maltreatment referral.  When compared to other age groups 
we find that this is almost triple that of the next most frequent (ages 3 to 5 with approximately 22 out of 
every 1000 experiencing a substantiated maltreatment referral). 
 
County strengths  
 
County strengths continue to center around the Shasta County Health and Human Service Agency that 
combined the former Departments of Social Service, Mental Health, and Public Health into one super 
agency in 2006.  The Agency’ infrastructure includes four service delivery branches, Adult Services, 
Children’s Services, Regional Services and Public Health, and a business operations branch called 
Business and Support Services.  Children’s Services provides child welfare services for Shasta County 
children, including child protective services, on-going services under the supervision of the Juvenile 
Court, foster care licensing and adoption services, as well as children’s mental health and drug and 
alcohol services.   
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Shasta County HHSA was conceived to simplify and streamline the provision of a variety of services for 
residents of our county.  The HHSA Mission is to partner with communities to protect and improve 
health and well-being.  One of our values is collaboration.  In keeping with our mission, vision and 
values, Children’s Services promotes collaboration through development of collocated, integrated 
services for children and their families.  Children’s mental health clinicians and public health nurses have 
been assigned to provide support services for many years and are now integrated into the Children’s 
Management structure.  Additionally Probation Officers providing pre-placement services are integrated 
and collocated with children’s mental health staff for the provision of wraparound services for high risk 
Juvenile Court wards in a program called WINGS.  Probation Officers who supervise Wards of the Court 
in out of home placement, and County Office of Education staff who support educational services for 
Dependents and Wards in out of home care are collocated with Children’s Social Workers who supervise 
children in foster care placements.   Collocation allows for better communication and problem solving at 
the staff level. 
 

Stakeholder Survey 
Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 

Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 

 
 
 
Through memorandums of understanding and contracts, Children’s Services has relationships with many 
community based agencies and individuals to provide services for children and their families.  Children’s 
staff includes Alcohol and Drug Counselors and a Mental Health Clinician that provide assessment and 
some limited direct services to parents of children in child welfare services.  A contracted domestic 
violence specialist is collocated part-time in a children’s building.  Differential Response services are 
closely coordinated with a non-profit contracted provider.  All Differential Response referrals are 
initiated through a warm handoff between a Children’s Social Worker and a contracted Parent Partner.  
Shasta County’s implementation of SafeCare®, an evidence-informed home visiting program is jointly 
managed and supervised by Children’s Services and the Shasta County Child Abuse Prevention 
Coordinating Council.  Recently, Children’s initiated a contract with a drug and alcohol provider for the 
provision of sober housing.  All participants in this program voluntarily agree to participate in this service 
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and a multidisciplinary treatment team meeting process that coordinates the service.  The treatment 
team includes the contracted provider, Shasta County Children’s Services staff and Peri-Natal Drug and 
Alcohol Services staff, and other treatment providers on a case by case basis. 
 
 

Stakeholder Focus Groups 
Biological Parents – Relative caregivers and foster parents– Independent Living Program participants 

Indian Child Welfare Act Workgroup – Parent Leadership Advisory Group – HHSA Children’s Branch staff 
 

        County Strengths 

 Numerous service providers exist throughout the community that collaborate with HHSA Children’s 
Services to provide resources to clients of the child welfare system.  

 Independent Living Program youth felt that their interactions with their probation officers and CASA staff 
were helpful to them in coping with their situation. 

 Parents felt that many resources including parenting classes, substance abuse treatment, the Parent 
Partner program, and benefits from the Regional Services Branch were helpful to them in addressing 
some of the challenges they needed to overcome to be reunified with their child.  

 Family Team Meetings were identified across multiple focus groups as an effective tool in providing a 
support system and providing solutions for families in the child welfare system. 

 Participants felt that the collaboration between the ICWA workgroup and Children’s Branch was effective 
in facilitating case planning. 

 Participants felt that the ICWA workgroup members demonstrated cultural sensitivity and awareness. 

 
 
Transition to evidence-based, evidence-informed, and/or best practice is a County strength.  Children’s 
Services and Probation strive to utilize evidenced-based and, evidence-informed or child 
welfare/probation best practice in-house and in our contracting process with community providers.  The 
following are practices we have implemented in the context of existing service systems: 
 

 SafeCare® is a parent-training curriculum for parents who are at-risk or have been reported for 
child maltreatment due to neglect. SafeCare® trained staff work with at-risk families in their home 
environments to improve parents’ skills in several domains. Parents are taught, for example, how 
to plan and implement activities with their children, respond appropriately to child behaviors, 
improve home safety, and address health and safety issues.   

 

 Positive Parenting Program (Triple-P®) is a multi-level system of parenting and family support. It’s 
goals are to promote the independence and health of families through enhancement of parents’ 
knowledge, skills, and confidence; to promote the development of safe, protective, and nurturing 
environments for children; to promote the development, growth, and social competence of young 
children; to reduce childhood behavioral and emotional problems and adolescent delinquency, 
substance abuse, and academic failure; to enhance the competence, resourcefulness, and self-
sufficiency of parents in raising their children; and to reduce the incidence of child maltreatment. 

 

 Trauma Focused-Cognitive Behavioral Therapy (TF-CBT) is a therapeutic intervention designed to 
help children, adolescents, and their parents overcome the impact of traumatic events. It is 
designed to help with traumas related to sexual abuse, physical abuse, domestic abuse, 
community violence, unexpected death of a loved one, natural disaster, and war.  

 

 Child and Adolescent Needs and Strengths (CANS) is a multi-purpose tool developed for use with 
children and families to support decision making, including level of care and service planning, to 
facilitate quality improvement initiatives, and to allow for the monitoring of service outcomes.   
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 Supporting Father Involvement (SFI) is a family focused intervention aimed at effectively engaging 
fathers as a key participant in family support and strengthening. It is also a method of fostering 
organizational development and growth for agencies and professionals serving at-risk families. 

 
Three quotes from SFI participants in our County:  
 
· “My experience with the Supporting Father Involvement program has been uplifting to my spirit.  The program 
helps me [with] how to deal with my daughter in a positive manner. [SFI] also helps me to deal with Children and 
Family Services.”  
 
· “It has opened my eyes to see how to become a better father to my daughter.  We laugh and have discussions on 
topics [of how to be] a better father when my child comes home.” 
 
· “I like it because I get listened to and I get things off my chest.  [SFI] lets me know that I’m not alone and helps me 
know there is hope for me and mine.  I learn good stuff about how to be a better father and husband.” 

 
 

 Structured Decision Making (SDM) is an approach to child protective services that uses clearly 
defined and consistently applied decision-making criteria for screening for investigation, 
determining response priority, identifying immediate threatened harm, and estimating the risk of 
future abuse and neglect. Child and family needs and strengths are identified and considered in 
developing and monitoring progress toward a case plan. 
 

 Motivational Interviewing (MI) focuses on exploring and resolving ambivalence and centers on 
motivational processes within the individual that facilitate change. The method differs from more 
“coercive” or externally-‐driven methods for motivating change as it does not impose change (that 
may be inconsistent with the person's own values, beliefs or wishes); but rather supports change 
in a manner congruent with the person's own values and concerns. 

 

 Forward Thinking Journaling is a Cognitive Behavioral Therapy (CBT) journaling and discussion 
course designed to develop the minor’s ability to plan for better decision-making.  This course is 
part discussion, part journaling, some homework and group role play. The course is designed to 
improve decision-making skills, therefore lowering the minor’s risk to re-offend. 

 

 Thinking For a Change (T4C) is an integrated, cognitive behavioral change program for offenders 
that includes cognitive restructuring, social skills development, and development of problem 
solving skills. Cognitive self-change teaches individuals a concrete process for self-awareness 
aimed at uncovering risky thoughts, feelings, attitudes, and beliefs. It is taught by using the simple 
principle that our thinking controls our behavior and to change our behavior, we must change our 
thinking.  Social skills instruction prepares participants to engage in pro-social interactions based 
on self-awareness and consideration of the impact their actions will have on others. Participants 
learn how to actively listen, ask questions, appropriately respond to others’ anger, give feedback 
to others, effectively communicate apologies, negotiate, effectively communicate a complaint, 
understand the feelings of others, and recognize one’s own feelings. 

 

 Moral Reconation Therapy (MRT) is a Cognitive Behavioral Treatment strategy that seeks to 
decrease recidivism among juvenile and adult criminal offenders by increasing moral reasoning. Its 
cognitive-behavioral approach combines elements from a variety of psychological traditions to 
progressively address ego, social, moral, and positive behavioral growth. 
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 The Positive Achievement Change Tool (PACT) assessment is completed with probation youth.  
Every probation youth that is going through court has the PACT assessment prior to 
disposition. The PACT assessment reviews 12 domains: criminal history, demographics, education, 
use of free time, employment, relationships, family, alcohol and drugs, mental health, attitudes 
and behaviors, aggression, and skills. Based on the results of the youth’s PACT assessment, the 
probation officer works with the youth and parent(s) to create goals related to his/her 
criminogenic needs (factors that contribute to reoffending).   The results of the youth’s PACT 
assessment also inform case planning and assist with determining program and service needs. 

 
A small sample from our July 1, 2013 to June 30, 2014 PACT 2.0 Full Assessment: 
DOMAIN 9A – 2. History of violence/physical abuse: Include incidents of violence/physical abuse disclosed by minor, whether or 
not reported or substantiated, but exclude reports investigated and proven to be false. 

Total participants:  91 Total Participants Responded:  91 Percentage Responded:  100% 

Answer Responses Percentage 

Not a victim of violence/physical abuse 54 59.3% 

Victimized by a family member 27 29.7% 

Victimized by someone outside the family 10 11% 

Victimized at home 26 28.6% 

Victimized in a foster/group home 1 1.1% 

Attacked with a weapon 5 5.5% 

 

DOMAIN 9A – 3. History of witnessing violence: Include perpetrators and victims of violence as having witnessed violence.  
Include witnessing of violence disclosed by minor, whether or not reported or substantiated, but exclude reports investigated 
and proven to be false. 

Total participants:  91 Total Participants Responded:  91 Percentage Responded:  100% 

Answer Responses Percentage 

Has not witnessed violence 22 24.2% 

Has witnessed violence at home 51 56% 

Has witnessed violence in a foster/group home 3 3.3% 

Has witnessed violence in the community 54 59.3% 

Family member killed as a result of violence 1 1.1% 

 

DOMAIN 9A – 4. History of sexual abuse/rape:  Include incidents of sexual abuse/rape disclosed by minor, whether or not 
reported or substantiated, but exclude reports investigated and proven to be false. 

Total participants:  91 Total Participants Responded:  91 Percentage Responded:  100% 

Answer Responses Percentage 

Not a victim of sexual abuse/rape 75 82.2% 

Victimized by family member 4 4.4% 

Victimized by someone outside the family 12 13.2% 

 

DOMAIN 9A – 5. History of being a victim of neglect:  Include neglect disclosed by minor, whether or not reported or 
substantiated, but exclude reports investigated and proven to be false. 

Total participants:  91 Total Participants Responded:  91 Percentage Responded:  100% 

Answer Responses Percentage 

Not a victim of neglect 62 68.1% 

Victim of neglect 29 31.9% 

 

DOMAIN 9A – 7. History of mental health problems:  Such as schizophrenia, bi-polar, mood, thought, personality, and 
adjustment disorders.  Exclude conduct disorder, oppositional defiant disorder, substance abuse, and ADHD.  Confirmed by a 
professional in the social service/healthcare field. 

Total participants:  91 Total Participants Responded:  91 Percentage Responded:  100% 

Answer Responses Percentage 

No history of mental health problem(s) 56 61.5% 

Diagnosed with mental health problem(s) 20 22% 

Only mental health medication(s) prescribed 2 2.2% 

Mental health treatment and medications(s) prescribed 13 14.3% 
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Child Welfare and Probation practice strengths include maintaining, expanding and/or enhancing 
current practices and the introduction of some new strategies as identified below: 
 

 Safety-organized practice (SOP) is a holistic approach to collaborative teamwork in child welfare 
that seeks to build and strengthen partnerships within a family, their informal support network of 
friends and family, and the agency. SOP utilizes strategies and techniques in line with the belief 
that a child and his or her family are the central focus and that the partnership exists in an effort 
to find solutions that ensure safety, permanency and well-being for children.  SOP employs 
standardized SDM assessment tools and social work practitioner tools.  
 

 Family Team Meetings (FTM), a part of Safety Organized Practice, involves families currently 
within, or at risk of becoming involved with, the child welfare or juvenile probation systems. A 
shared decision-making approach is used with families and their support systems as partners to 
define family strengths, needs and goals. This service also assists families to identify helpful local 
services and resources. The goal is for the team to share decision making.  

 

 Katie A. implementation in Children’s Services utilizes a team-based case management system 
providing intensive support to abused and neglected children and their families.  Through the 
Child and Family Team (CFT) meeting process perspectives of people and organizations involved 
with children including: families, the children when age appropriate, caregivers, social workers, 
clinicians, public health nurses, Shasta County Office of Education, Alcohol and Drug Programs, 
inform service plans and treatment plans that meet the children’s mental health needs. The tools 
offered through Safety Organized Practice (SOP) are utilized to bring protective factors and safety 
concerns to the forefront in a family driven approach to case management. 

 

 High Risk Team (HRT) was developed in response to requests from foster and adoptive parents. A 
specialized case manager and high-risk team focus on early identification of high-risk children. 
They work closely with care providers and social workers to access needed services.  One purpose 
of the High Risk Team meeting is to quickly identify additional services and supports needed to 
stabilize children in placement.  An HRT may refer children for Katie A. services.  

 
Excellent Shasta County Foster Parents are valued, trusted, team members who make 

A commitment to children in our community by: 
 

 Normalizing childhood experiences 
 

 Identifying and advocating for children’s needs and services 
 

 Practicing and modeling positive and strength based parenting 
 

 Compassionately partnering with parents 
 

 Participating in training and support services with flexibility, integrity and humor 
 

 

 The Quality Parenting Initiative (QPI) began as a collaborative effort with CDSS, the County 
Welfare Directors Association (CWDA) and the Youth Law Center with support from the Stuart, 
Walter S Johnson and David B. Gold Foundations. The goal of the initiative, formerly known as the 
Caregiver Recruitment and Retention Pilot, is to develop a statewide approach to recruiting and 
retaining high-quality caregivers to provide excellent care to children in California's Child Welfare 
System. 
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 Family Finding & Engagement includes methods and strategies to locate and engage relatives and 
non-related extended family members of families and children involved in the Child Welfare 
System.  The goal of Family Finding & Engagement is identifying, finding, and engaging family 
members and other adults who care about a child placed in out-of-home care. Other adults may 
include friends, neighbors, mentors, school teachers, coaches, teammates, religious leaders, youth 
group leaders, and community supports.    

 

 Linkages is a collaborative project between Children’s Services and CalWORKs, that seeks to 
coordinate and integrate the activities of the two programs for individual families served in both 
programs into one integrated case plan.  The benefit for families is reducing barriers to 
accomplishing case plan goals by the two service systems working more closely together and 
being able to leverage services from both systems into a plan to support the family’s economic 
self-sufficiency and capacity to safely parent their children. Linkages system barriers have been 
reduced and capacity development has occurred. 

 

 Improvement achieved in collaboration with the Shasta County Blue Ribbon Committee has 
included meaningful participation in court by parents and youth. Parent Leaders participate in the 
Court Orientation that is mandatory for parents of children entering Child Welfare Services.  At 
this orientation, Patent Leaders sit on the panel and discuss their personal experiences of child 
welfare, as well offering encouragement to those entering services.  

 
One of the many activities that the Parent Leaders are involved in is supporting the Court Orientations that 
families are mandated to attend by the Dependency Court Judge when they are offered formal services through 
Children’s Services. At this court orientation, Parent Leaders provide support to those in the audience by 
discussing pieces of their own past stories of their involvement with Children’s Services as well as offering local 
supports and guidance. In October2013, surveys were provided to parents in the audience regarding the Parent 
Leader participation in the panel which includes Child Welfare staff.  All parents participated in completing the 
survey which rated the client satisfaction as 100% for the information being helpful and important. One parent 
felt that the most valuable thing they received from that orientation was the parents story and that this parent 
felt that “You can be at rock bottom, but still reunify with your children with cooperation and growth”. This 
parent also stated that she felt that the information she received was very helpful. She stated, “Very powerful 
speaker. I felt very connected with her coming from where I have been also”. The specific success the participant 
achieved as a result of this activity was hope.  
 

Child Abuse Prevention, Intervention, and Treatment/Community Based Child Abuse Prevention/  
Promoting Safe and Stable Families (CAPIT/CBCAP/PSSF) Shasta County Annual Report FY2013-2014 

 

 

 Wraparound services are offered by a multidisciplinary team of staff including social workers, a 
mental health clinician, parent partners, and a skill builder.  These collocated workers provide 
intensive, in-home, strength-based, solution-focused services to families at risk of having their 
children placed in group home care or transitioning from the group home back to their families. 
Services are voluntary and staff work actively with all family members with their natural supports 
and community providers to assist them in building on their strengths to maintain the child 
successfully in their home, school, and community.  
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Stakeholder Survey 
Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 

Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 

 
“Referral to services for parents” was seen as a strength of Children’s Services by 47.9% of stakeholders. The next 
most common was “Support and resources for youth” (45.1%) and “Referral to services for youth” (42.3%).  The 
least rated practice was “Accessibility to management” with 21.8% of stakeholders viewing it as a strength.  

 

 Probation Wraparound Interagency Network for Growth and Stability (WINGS) is an intensive 
strength based family focused program for high-risk juveniles. This court-based program uses an 
interagency family treatment team to meet the needs of the minor and family. The team consists 
of two probation officers and a mental health therapist. Minors with diagnosed mental illness, as 
well as those whose level of functioning is impaired by learning disabilities and severe substance 
abuse, require extremely high levels of supervision and support in order to be successful in their 
school, home and community. Family members help in developing plans and strategies to deal 
with issues presented when the minor remains in the home. 
 

 The Parent Project program is to further support the efforts of the probation department in 
strengthening families’ ability to monitor and supervise their own children.  The Parent Project 
program assists parents with setting boundaries for their strong willed teenagers. The goals of the 
Parent Project program are to: reduce family conflict, reduce juvenile crime, reduce recidivism, 
and improve school attendance and performance.  Parents learn and practice specific prevention 
and intervention strategies for destructive behaviors such as truancy, alcohol and other drug use, 
gangs and other criminal behavior, running away, violence and suicide.  These efforts have had a 
significant impact and the number of Probation group home placements has been reduced.  A 
teen component of the Parent Project program begins in 2014. 

 

 Juvenile Drug Court is designed to reduce substance abuse and related criminal activity among 
non-violent juvenile offenders by offering a structure of strength-based intensive treatment 
services, intervention, court supervision and community support. Drug court is a minimum twelve-
month program. Minors are required to appear before the Juvenile Court Judge every week, at 
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which time the judge reviews the progress or lack of progress for the minor. Frequent drug testing 
and participation in recovery services is required. 

 
County/Community strengths include partnering in the development of a community collaborative 
focused on the prevention of child abuse.  The Strengthening Families Community Collaborative for the 
Prevention of Adverse Childhood Experiences is supported by HHSA Children’s and Public Health 
leadership and staff, and also has participation from First 5 Shasta, Shasta County Office of Education 
and Probation, Shasta County Youth Violence Prevention Council, Northern Valley Catholic Social 
Services, Head Start, One Safe Place and Shasta County Child Abuse Prevention Coordinating Council.  
The collaborative has adopted a goal of promoting the Strengthening Families protective factors through 
community “pilot programs” and community level education through pilot projects.   The collaborative is 
employing collective impact strategies to achieve a common goal of building protective factors among 
families in the community including a common data collection plan and program development activities. 
Multiple agencies working in collaboration has resulted in better communication, better cross training of 
staff, and improved capacity to address the issues of children and families in the community.   
 
 

   
 
 
Additional community based prevention activities that we see as county strengths include support 
services provided for high risk pregnant mothers and parent leadership development activities. 
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Children’s Services coordinates with the Mercy Maternity Center Social Worker to do an assessment of 
pregnant women with identified high risk factors during pregnancy (including the use of illegal 
substances during pregnancy, domestic violence, prior removal of other children by Children’s Services 
and current or past Children’s Services involvement). The goals of these assessments include: offering 
preventative services to the client such as referrals to community resources, obtaining necessary 
releases of information in order to expedite the referral and investigative process and to allow for the 
sharing of pertinent information amongst providers, and explaining the Child Welfare investigative 
process in an attempt to alleviate anxiety in the client prior to delivery.   
 
 
“This report series details findings from a project in which the birth records of all children born in California in 2006 
and 2007 were matched to statewide child protection records through each child’s fifth birthday.  These linked 
records were then analyzed by county, allowing us to describe the characteristics of children at birth and generate 
longitudinal, cumulative estimates of how many children were involved with CPS during the first 5 years of life.  
Additionally, these data provide an opportunity to examine child-and family-level characteristics at a population 
level, helping us to identify attributes that are most strongly correlated with later CPS-involvement.  In this report, 
we document findings for Shasta County, California.” 
 

Findings: 

 27.6% of children born 2006-2007 in Shasta County were reported to CPS for alleged abuse or neglect 
before age 5  
o Low-birth-weight children had a 24.0% greater likelihood of being reported for abuse/neglect 
o An inverse relationship was observed between a child’s risk of being reported for alleged 

maltreatment and maternal age  

 12.9% of children born 2006-2007 in Shasta County were substantiated as victims of maltreatment before 
the age of 5   
o 20.9% of births covered by public insurance were substantiated compared to 3.2% covered with non-

public insurance 
o Although representing only a small percentage of births overall, nearly 1 in 5 children with no 

recorded prenatal care were subsequently substantiated for abuse or neglect 

 6.6% of children born 2006-2007 in Shasta County spent time in foster care before age 5 
o Maternal education was strongly correlated with the likelihood of foster care placement before age 5 
o Among children for whom paternity was not established, 19.6% entered foster care at some point 

before age 5, compared to 5.1% among those with established paternity 
 

A Birth Cohort Study of Involvement with Child Protective Services before Age 5, Shasta County (Vol 2-45), 2014, 
Children’s Data Network, University of Southern California, www.datanetwork.org 

 
 
 
Parent leadership education/development and parent mutual support direct services include the Shasta 
County Parent Leadership Advisory Group (PLAG) and opportunities for increasing leadership skills, 
motivation to succeed, positive socialization, and development of supportive relationships to continue 
positive parenting. The PLAG increases opportunities for Parents/Consumers of Services to be involved 
in the Child Welfare Services system as parent leaders and advisors. The strengthening of processes that 
ensures meaningful involvement by parents in the prevention/family support planning and decision-
making of child welfare, including Child Abuse Prevention, Intervention and Treatment/Community 
Based Child Abuse Prevention/Promoting Safe and Stable Families (CAPIT/CBCAP/PSSF) funded 
programs allows us to develop parent leaders to assure consumers of services have a forum to gain 
knowledge and provide feedback on current and future child welfare issues. The Parent Leadership 
Advisory Group is a collaboration of Parent Volunteers/Leaders, Parent Partners, HHSA Children’s 
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Services staff, and Community Based Organizations meeting monthly, working together to improve 
outcomes for families involved with child welfare services.  
 
 
Parent Leader, M, attended the National Certification of Parent Leaders in Ontario, California. This certification was 
provided through the National Center on Shared Leadership and Parents Anonymous. During this conference, 
Parent Leaders gained knowledge, skills, and abilities on: 

 The 5 Exemplary Leadership Practices   

 Communication  

 Cultural Responsiveness  

 Ethics and Professionalism 

 Life’s Balancing Act 

 Individualized Action Plan  
This conference not only supported M’s growth in the Parent Leadership Advisory Group, but through her 
participation, she gained the knowledge of how to ensure best practices in Parent Leadership, improve outcomes 
for families, facilitate mutually beneficial networks, enhance program effectiveness, and strengthen social capital.  
 
After her participation in this certification, M has utilized learned leadership skills in the PLAG meetings.  M has 
gained increased confidence in her role in Parent Leadership. 
 
In her own words, M shared her experiences from this conference. “The Leadership part was learned. They make 
you feel like you are the leader and there isn’t anything you CAN’T do. I came back and I wanted to be a part of so 
much. All the inspiration they taught us there, and why not us. It all started with someone wanting to help 
somebody. I have increased confidence, and it gave me the confidence to stand up and say, let’s do this! The 
experience from the other girls that were there also was great! They showed me what can be done and what isn’t 
being done. They made me want to strive to do more!”  
 

Child Abuse Prevention, Intervention, and Treatment/Community Based Child Abuse Prevention/ Promoting Safe 
and Stable Families (CAPIT/CBCAP/PSSF) Shasta County Annual Report FY2013-2014 

 
 
Areas needing improvement / Service needs and gaps 
 
Shasta County’s child population has been decreasing.  From 2008 to 2012 Shasta’s child population 
decreased by 6.1% as compared to the California average decrease in child population of 
3.7%.  Although child population has been decreasing Shasta’s Allegation rate increased 21% from 2008 
to 2012 as compared to the California average increase of 4.1%.  For 2012 Shasta’s Allegation rate at 
92.1 was 1.7 times greater than the California average of 53.1.  Shasta’s Substantiation rate for 2012 at 
19 was 2 times higher than the California average of 9.3 and Shasta’s Entry rate at 9 was 2.6 times  
greater than the California average of 3.4.  Shasta’s Allegation, Substantiation, and Entry rates have 
consistently tracked significantly higher than the California average.  After a peak Allegation rate of 92.1 
in 2012 we decreased to 85.0 for 2013.  Coincidently the Substantiation rate for 2013 at 16.3 was the 
lowest since the 2002 value of 14.9 and similarly the 2013 Entry rate at 7.3 was the lowest since 2004. 
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C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) 

 
External factors include the economic downturn, drug and alcohol abuse and domestic violence to name 
a few examples.  The recent economic downturn has negatively affected Shasta County.  The 
unemployment rate in Shasta County peaked in 2010 at 17.7%, a 20 year high.  The 2013 unemployment 
rate in Shasta County was 10.2% compared to 8.8% in California. The median income of households in 
Shasta County was 27.7% less than the median income of households throughout California. Fifteen 
percent (15.4%) of households in Shasta County had income below $15,000 a year compared to 10.7% in 
California while 5.9% had income over $150,000 or more compared to 13.8% in California.  Another 
indicator of poverty level is the number of students enrolled in a subsidized school lunch program.  The 
number of students enrolled in a subsidized school lunch program has been steadily increasing in Shasta 
County from 13,407 in 2001-2002 to 14,898 in 2011-2012, a 24.9% rate increase of 439 and 548 per 
1,000 students, respectively. Similarly, the subsidized school lunch programs in California experienced a 
steady, though smaller, rate increase of 17.9% from 473 to 558 per 1,000 students during the same time 
period. 
 
In Shasta County, the rate of arrests for felony drug-related offenses was 489 arrests per 100,000 
population age 10 to 69 years in 2012, the most current data available.  The rate for California during 
the same year was 407 arrests per 100,000 population age 10 to 69 years.  There is a larger rate 
difference in arrests for misdemeanor DUI offenses.  Shasta County had 784 arrests per 100,000 
population age 10 to 69 years in 2012 while California only had 573 arrests per 100,000 population age 
10 to 69 years.  From 2000 to 2011, the rate of unintentional Drug & Alcohol poisoning hospitalizations 
in Shasta County has been more than double California’s rate for every year.  The drug-induced death 
rate has been rising in both Shasta County and in California.  The 3-year average from 1999-01 showed 
Shasta County had a drug-induced death rate of 16.4 deaths per 100,000 population and California had a 
rate of 8.6 deaths per 100,000 population.  By 2010-12, Shasta County’s rate grew to almost triple 
California’s rate, 28.4 and 10.8 respectively. 
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The rate of domestic violence calls for assistance in Shasta County has been unsteady from 2002 to 2012 
however it has remained well above the state rate in every year.  The rate per 1,000 population in 
Shasta County in 2012 was 6.  California’s rate of domestic violence calls for assistance has been 
declining from 2002 to 2012 with a 2012 rate of 4 calls per 1,000 population. 
 
To lower the incidence of child abuse and neglect the Shasta County community has participated in an 
expanded prevention initiative called the Strengthening Families Community Collaborative focused on 
the prevention of adverse childhood experiences through adoption of the Strengthening Families 
framework for promotion of protective factors. This evidence informed community based prevention 
activity is working to increase community awareness of and engagement in preventing adverse 
childhood experiences through increasing protective factors among Shasta County families.  
 
Shasta County has a high number of adverse childhood experiences for many reasons including poverty, 
drug use, lack of employment opportunities and access to health care.   Engaging the community in the 
prevention work is particularly important given Shasta’s high rate of allegations and substantiations.  
Strengthening Families, as a framework for building community based activities, focuses on building five 
protective factors that help parents to have the resources they need to parent effectively even when 
under stress. Research is showing that these protective factors are linked to a lower incidence of child 
abuse and neglect. 
 
 

Stakeholder Survey 
Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 

Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 

 
 
 
Safety Organized Practice (SOP) includes Signs of Safety and Structured Decision Making implemented 
together with Solution Focused/Motivational/Appreciative Inquiry interviewing; Family Team Meetings; 
Safety Mapping/Planning; and inclusion of Children/Youth Voice lead to positive outcomes.  These 
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outcomes include decreased entry/reentry into foster care; positive inter-agency collaboration and 
exchange of information; increased children/youth voice in safety planning and placement decisions, 
and increased family engagement.  SOP utilizes collaborative teamwork to build and strengthen 
partnerships within a family, with their informal support network of friends and family, and the agency.  
Engaging parents/families immediately helps the social workers to address the needs of the children and 
can prevent or reduce the time children spend in foster care. Initial Family Team Meetings are offered to 
parents and their family support persons. The purpose of the Family Team Meeting is to create a family 
safety plan that is family centered and specific to the family in order to achieve safety and permanency 
for the family and the child.  
 
Differential Response was utilized to ensure child safety by expanding the ability of child welfare 
agencies to respond to child abuse/neglect.  Through contract with the Shasta County Child Abuse 
Prevention Coordinating Council, Shasta County Differential Response is an alternative parent partner 
response for referrals that are evaluated out or are closed because, after investigating Children’s 
Services believes that the child is safe and there is no current risk of harm to the child.  These referrals 
may still benefit from a community response if the family is experiencing stress.  The core element of 
Differential Response is to engage parents with the goal of preventing future occurrences.  The 
strengthening of Differential Response through the incorporation of the evidence-based and evidence-
informed practices (Triple P – Positive Parenting Program®, SafeCare®, and Strengthening Families) 
enables the parent partners to connect with families who are considered at risk of child abuse/neglect 
to offer them concrete training and resources to prevent behavioral and emotional problems in children 
and to address the neglect precursors to child abuse/neglect.  Differential Response parent partners 
help to assess the needs of the participating family and connect them to community resources.  These 
services are built on a Strengthening Families approach that seeks to help families increase protective 
factors, including: parental resilience, social connections, knowledge of parenting and child 
development, concrete supports in times of need and children having social and emotional competence.   
 

 Measure description Goal 
One-year percent 
change Goal 

Five-year percent 
change 

PR Participation Rates: Referral Rates < < -7.7% < > 11.6% 

PR Participation Rates: Substantiation Rates < < -14.3% < < -19.4% 

PR Participation Rates: Entry Rates < < -19.3% < < -25.6% 

PR Participation Rates: In Care Rates < > 14.9% < > 6.8% 

 
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
Although the above discussed initiatives and practice expansion/enhancements are moving our Referral, 
Substantiation, and Entry rates in a beneficial direction especially in the recent one to two year terms, 
the increase we note in our In Care rate is disconcerting at a 5-year percent change of +6.8% and a 1-
year percent change of +14.9%.   
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C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) 
 

While our Entries were on average level, our Exits began a steady downward trend since late 2008 
creating an In Care increase.  The In Care increase showed in our analysis to be a backlog in our 
Permanent Plan cases that were not efficiently moving through to permanency.  We believe this backlog 
is attributable to multiple factors including a reduction in staffing levels with increased difficulty 
recruiting and retaining staff and a successful practice shift of increasing relative placements overall.   
Vacancies due to staff turnover were created on a continual basis.  As the recession eased, Child Welfare 
Agencies across the State were hiring Social Worker staff.  Shasta experienced increased difficulty with 
staff recruitment and retention with so many opportunities for a limited pool of resources.  During this 
past year Shasta also made the decision to transition from being an Interagency Merit Systems (IMS) 
county to being an Approved Local Merit Systems (ALMS) county. 
 

 

 
 

C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) 

 
Faced with open vacancies, approval to fill and fund positions, and limited available candidates, Shasta 
began implementation of a “grow-your-own” program of hiring at the Assistant Social Worker level.  The 
Assistant Social Worker positions in a non case carrying secondary assignment capacity receive an 
increased level of training and staff development including working with case carrying primary 
assignment Social Workers who mentor and provide intensive on the job training. 
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Our successful practice shift of increasing relative placements overall, although beneficial and 
preferential did not always coincide with concurrent planning to ensure the relative placements could 
transition into adoptive placement should the need/desire arise.  Some of these Permanent Placement 
cases were long time stable relative placements that desired to move to adoption however could not 
meet the adoption requirements.      
 
Shasta County Health and Human Services Agency together with Shasta County Probation explored Title 
IV-E Child Welfare Waiver Demonstration Capped Allocation Project (CAP) participation to:  improve the 
array of services for children and families and engage families through a more individualized approach 
that emphasizes family involvement; increase child safety without an over reliance on out-of-home care; 
improve permanency outcomes and timelines; and improve child and family well-being.  Staff resources 
committed to the review, analysis, and evaluation of participation identified specific programmatic focus 
areas to consider for improvement/development:  Sober Living Services; Placement Prevention; Family 
Treatment Team - Engagement and Empowerment; Permanent Plan backlog decrease; Group Home 
Placements decrease; and Safety Organized Practice full utilization. 
 

 The Sober Living Services workgroup identified the need for Sober Living Services targeting the 
Parent (Mother) with child(ren) at imminent risk of out-of-home placement or already in 
placement but able to reunify with parent (mother) participation in services.   Identified needed 
services included up to 6 months of safe, sober and supportive living that would include alcohol 
treatment/substance abuse services, parenting education including Triple P – Positive Parenting 
Program®, and other treatment modalities as may be needed such as Trauma Focused Treatment, 
Trauma Focused – Cognitive Behavioral Therapy, Moral Recognation Therapy, Criminal & Addictive 
Thinking, Relapse Prevention.  The Sober Living Program Family Treatment Team composition 
would include the Mental Health Adult Clinician, Drug & Alcohol Social Worker, Children’s Services 
Social Worker, Treatment Provider, and the Parent. 

 

 The Placement Prevention Workgroup identified the need for an expanded Differential Response 
system that is a differentiated Children’s Services response to Community, non-accepted (Path 1 – 
Evaluate Out), and accepted (Path 2 and Path 3) reports of child abuse and neglect.  Enhanced 
Community response includes Community education.  Path 1 includes education and outreach to 
the Evaluate Out population.  For Path 2 and Path 3, based on such factors as the type and 
severity of the alleged maltreatment, the number of previous reports, and the source of the 
report, low-risk referrals are provided a family assessment and Community Parent Partner services 
and moderate-risk referrals are provided a family assessment, safety planning and timely services 
without a formal determination or substantiation of child abuse and neglect.  The Investigative 
Response is reserved for accepted reports that are high-risk and egregious. 

 
Differential Response Integrated into Children’s Services 

 

Community 
Hotline Report 
Community Referral 

Path 1 
Evaluate Out 
Family Support 

Path 2 
Social Worker Assigned 
Family Assessment 
Safety Plan/Family Support 
Community Parent Partners 

Path 3 
Social Worker Assigned 
Rapid Response Team  
Family Team Safety Plan Meeting 
Potential Investigative Response 
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o Community – Expanded community outreach/education around community services available, 
when/how to report child abuse/neglect, and Children’s Services new role in serving the 
community through the Expanded Differential Response Program. 

o Path 1 – HHSA Children’s Services reaches out to families that need assistance. 
Developing/Implementing/Evaluating strategies to reach out to Path 1 Evaluate Out 
population (handbook, brochure, pamphlet, etc. identifying/offering community support/help 
including steps to access Triple P – Positive Parenting Program®, SafeCare®, etc. and resources 
coming out of the Family Court system). 

o Path 2 – Expanded/streamlined Community Parent Partner Program that includes a warm 
handoff by the Social Worker of all Path 2 families to Community Parent Partners.  Social 
Worker clarifying to the Community Parent Partner, with the parent/family present, what the 
risk of Harm & Danger is and what needs to happen for Children’s Services to exit and close 
their referral.  

o Path 3 – Clinical Rapid Response Team meeting.  This team is convened for every Path 3 (Social 
Work Supervisor, Social Worker, Facilitator, Mental Health Clinician, Alcohol & Drug Social 
Worker, and Family Finder) to address Harm & Danger utilizing Safety Organized Practice.  The 
Clinical Rapid Response Team identifies families appropriate for a non-investigative alternative 
response from Children’s Services.  Facilitated meetings are then held to work with the family 
and community to come up with a Safety Plan and interventions as an alternative to court 
involvement and placement.  The Social worker will focus on pulling in people/resources to 
come up with a community of family members and nonrelated extended family members to 
engage in safety planning and to support the family. 

 

 The Family Engagement & Treatment Workgroup targeted needs for Parent(s) with open child 
welfare cases due to neglect or emotional abuse including those with substance abuse as a 
contributing factor.  The goal is to engage parent early and work towards timely reunification.  The 
strategy begins with an Intake Group co-facilitated by a Mental Health Adult Clinician, Drug & 
Alcohol Social Worker, and Parent Leadership Advisory Group Parent Leader or Parent Partner.  
The Intake Group provides early engagement and support addressing issues of anger and denial, 
educating about Children’s Services process and the importance of building relationships with 
Social Workers, and preparing parents to understand their role in their child welfare involvement 
and being open to addressing their personal problems.  After completion of 8 Intake Group 
sessions, completion of Case Planning/Empowerment Plan Meeting, and Case Plan Review 
Hearing, parent(s) are referred to the Empowerment Group to begin working on Case 
Plan/Empowerment Plan.  The Empowerment Group is co-facilitated by a Mental Health Adult 
Clinician, Children’s Services Social Worker, and PLAG Parent Leader or Parent Partner.  The 
Empowerment Group provides education and empowerment, brief therapy and support with the 
child Welfare process and includes screenings/assessments of parent(s)/child(ren). The Parent(s) 
discuss progress and challenges in meeting their Case Plan goals. 
 

 The Permanent Plan Workgroup targeted identification of needed services for the current backlog 
of children/youth with a permanent plan of Adoption and children/youth in cases heading to the 
last review hearing with recommendation of terminating services and not in a permanent home. 
Proposed intervention strategies included intensive Family Finding, Placement Team/Permanency 
Unit, and Kinship Foster Pride.  Intensive Family Finding would include digging deeper to look at 
connections with relatives, (adults and siblings), nonrelated extended family members and past 
foster parents; searching also for mentors and life-long connections.  The core of the Placement 
Team/Permanency Unit would be Safety Organized Practice utilizing Structured Decision Making & 
Signs of Safety, Katie A, Concurrent Planning and Family Finding to find the best possible 
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placement and to build life-long connections for each child.  Kinship Foster Pride training would be 
required of all relative caregivers within 3 months of placement. 

 

 The target population of the Group Home Workgroup was youth in or at risk of entering into 
Group Home placement.  Proposed Intervention Strategies 
o Family Finding that is about more than a placement.  Family Finding needs to dig deeper, to 

look for connections with relatives, (adults and siblings), nonrelated extended family members 
and past foster parents.  Finding mentors and life-long connections are as important as finding 
placements. 

o Mental Health Clinician monthly contacts with youth in group homes possibly conducted via 
Skype or other internet service to allow more time for Clinicians to provide support services to 
families in Shasta County to prepare the family for the youth to return home. 

o Resource Development of more placement resources including county foster homes, FFAs, 
Intensive Treatment Foster Care and “Transition” homes. The goal is to have placements able 
to provide needed services to youth in order to avoid group home placements and to be 
available to youth stepping down from group homes. 

o Capacity building in youth to increase youth skills in emotional and behavioral regulation, 
resiliency, and capacity to manage stress; build hope and increase capacity to form 
relationships. This is especially important for youth transitioning out of care without a family 
to return to. 

 

 The Safety Organized Practice Workgroup targeted families with open child welfare 
referrals/cases. The focus was standardized Safety Organized Practice implementation with 
Quality Control tools to improve workload efficiency and staff effectiveness.  

 
Since the intervention strategies we identified through analysis were similar across programmatic areas 
we adjusted the focus of our areas needing improvement.  That is, implementation and evaluation of 
Safety Organized Practice and Family Finding/Engagement were identified as critical intervention 
strategies for Sober Living Services, Placement Prevention, Family Treatment Team, Permanent Plan, 
and Group Home progress.  As a result the following were identified as our needs:  

 We identified the need for a Safety Organized Practice Implementation Science Team to work 
towards implementation and evaluation of Safety Organized Practice to meet the needs identified 
by multiple programmatic areas.   

 Although Family Finding/Engagement is a part of Safety Organized Practice we have identified 
enough practice issues needing improvement to indicate a need for a dedicated Implementation 
Science Team regarding Family Finding/Engagement.   

 A third identified area of need is System Resource Development/Management.  This includes: 
o Youth capacity development interventions/activities 
o Placement Prevention resource development 
o Out of home placement and supportive care resources development 
o Continued evidence-based program identification/implementation  
o Staff training and development to improve and assure the quality of service provision, 

increase staff retention and capacity to increase overall level of staff resources to meet system 
needs. 

 
(After thorough analysis and review of the terms and conditions of the Title IV-E Waiver it was 
determined that participation in the Title IV-E Child Welfare Waiver Demonstration Capped Allocation 
Project (CAP) would have put Shasta County at a financial disadvantage.  The programmatic/systemic 
review, assessment, and evaluation efforts completed contributed to this County Self-Assessment 
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process.)  The findings from this County Self-Assessment corroborate the IV-E Waiver areas needing 
improvement.  For example: 
 

 When Safety Organized Practice is utilized for families in the child welfare system, families are 
much more engaged and active in their case plan.  Children’s Services has developed several 
different Safety Organized Practice inspired teams and multi-disciplinary approaches. The 
facilitated meetings (Family Team Meetings, High Risk Teams, Child and Family Teams) for families 
and caregivers utilize the Safety Organized Practice structure. Safety Organized Practice includes 
utilization of Signs of Safety and the Structured Decision Making tools: CA Hotline Tools, CA Safety 
Assessment, CA Family Risk Assessment, and CA Family Strengths and Needs Assessment.  
Through case mapping, Signs of Safety provides a structure that promotes critical thinking and 
consistency in regard to risk assessment and safety planning.  Case mapping is a process of 
dialogue and inquiry designed to help social workers, families and extended networks organize 
and surface the different aspects of danger and safety present in the family and move toward 
group agreements about “what needs to happen next” in their work with Children’s Services to 
ensure the safety of the child. Mapping is the basis for surfacing and creating harm and danger 
statements, goals and safety plans.  Mappings need to be routinely completed for every open 
child welfare case.   
 
Although there has been an increase in family inclusion in decision making, the practice of 
involving parents and children in the case planning process on a regular basis still varies. The 
Structured Decision Making Family Strengths and Needs Assessment is utilized to help develop the 
case plan, but consistency in utilization has not been identified.  Since consistent usage of Safety 
Organized Practice has not yet been achieved, Children’s Services and Probation have identified 
the need to utilize Implementation Science and Quality Improvement strategies to improve the 
consistent utilization of Safety Organized Practice.  (We have made a commitment to apply 
Implementation Science when implementing Evidence Based Practices and embarking on certain 
systems change strategies.  Implementation Science is an approach to ensure that innovative, 
promising or evidence‐based practices/interventions utilize a reliable, supportive, and sustainable 
delivery system that maintains fidelity.) 
 

 Family Finding/Engagement practices engage families through a more individualized approach 
that emphasizes family involvement.  Family finding is utilized to find the best possible relative 
placement as soon as possible and reduce placement changes.   Through our Peer Review, Focus 
Groups and self-assessment of our Systemic Factors we identified the need for improvement 
centered on documentation and increased Family Finding/Engagement throughout the life of the 
case.  Ideally, dedicated staff could be committed to complete family finding and document due 
diligence efforts.   The benefits of concerted family finding throughout the life of the case would 
include reduced isolation and increased family support and encouragement as the parents try to 
resolve the problems that led to child welfare involvement.  Additionally, through Family 
Finding/Engagement relatives are located and people are identified who are willing to be involved 
in youth connection building. Connections with relatives and family friends are important for all 
children, especially for children whose families are in crisis or Probation youth who may not be 
able to return to their homes.   
 
As mentioned above in our preparation for Title IV-E Child Welfare Waiver Demonstration Capped 
Allocation Project (CAP) participation and as discussed here relative to the findings of our Peer 
Review, Focus Groups, and County Self-Assessment we have we have identified enough practice 
issues needing improvement to indicate a need for increased resources and program development 
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through an Implementation Science team regarding Family Finding/Engagement.  Additionally 
there is a need for more Child Welfare/Probation teaming on family finding. 

 
Stakeholder Focus Groups 

Biological Parents – Relative caregivers and foster parents– Independent Living Program participants 
Indian Child Welfare Act Workgroup – Parent Leadership Advisory Group – HHSA Children’s Branch staff 

 

Areas for Improvement 

 Numerous barriers exist that prevent clients from accessing services that are available to them. 

 Clients feel that social workers do not communicate effectively. 

 Clients feel that social workers could use more training on policies and procedures and more time to learn 
about their case. 

 Participants felt that the collaboration between the ICWA workgroup and Probation was not effective. 

 ICWA workgroup participants felt that more cultural awareness and sensitivity was needed among social 
workers, foster families, and service providers. 

 Clients feel overwhelmed by multiple changes in placement and multiple social workers. 

 
 

 The identified need for youth capacity development interventions/activities originated with the 
analysis of our Child Welfare/Probation Group Home population.  Studying the intervention 
reason, placement history, medical/mental health history, services provided, family structure and 
supportive relative/nonrelated extended family member resources available for each youth we 
identified a population of youth who had no family to return to or connect with once leaving the 
Child Welfare/Probation system.  Capacity development (increased self-sufficiency, self-esteem, 
self-reliance, and skills to develop connections to community support structures) is critical to the 
success of this population.   The level and intensity of capacity development needed for this 
population exceeds the service level of the Independent Living Program.  
 

 Identified need for Placement Prevention resource development through an expanded 
multidisciplinary assessment of child abuse and/or neglect referral utilizing Safety Organized 
Practice.  

 

 Out of home placement and supportive care resources development includes increasing both the 
capacity and capability of our resources.  Through our Peer Review, Focus Groups, and self-
assessment of Systemic Factors we have identified the need for more/improved recruitment of 
local/county foster homes, relative/nonrelated extended family member homes, and adoptive 
homes.  We have made progress with implementation of the Quality Parenting Initiative to help 
care providers feel like valued, trusted, team members, however additional improvements are 
needed.   Care Providers need trauma informed training to support youth with emotional and/or 
behavioral challenges.  We need development of methods to improve access and acceptance of 
services (including in-home services).  The Peer Review identified that some caregiver homes were 
too quick to give notice to have youth removed from their homes and unwilling to utilize 
Wraparound, Therapeutic Behavioral Services (TBS), or other supportive services. Researching 
how to improve current Foster Family Agency placement resources it may be beneficial over time 
to enter into a contractual Memorandum of Understanding with Foster Family Agency providers 
to help with standardizing training, expectations, reporting and outcomes.  
 
In addition to finding better ways to recruit and retain eligible/qualified placements for our 
children we have identified the need to develop new resources such as, short term shelter care for 
youth that need high level placement or therapeutic Group Home placement, Intensive Treatment 
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Foster Care, and a step-down facility to provide a transition for youth leaving group home 
placements.  To fill a service gap we have identified the need to explore development of a 
Placement Resource Management Team.  We envision a multi-year development of a whole 
placement resource system around Family Finding/Engagement, recruitment of care providers, 
and Permanency Planning Resource Family Approval process.  This team would be available to 
provide services at the front end to find the best possible placements for children and limit usage 
of Receiving Home placements for up to 8 days only.  This resource would provide dedicated staff 
committed to completing family finding and documenting due diligence efforts; continuing 
concerted family finding throughout the life of the case to reduce isolation and increase family 
supports, and locating relative and nonrelated extended family members willing to be involved in 
youth connection building and care of the child if needed. 
 

 
Stakeholder Focus Groups 

Biological Parents – Relative caregivers and foster parents– Independent Living Program participants 
Indian Child Welfare Act Workgroup – Parent Leadership Advisory Group – HHSA Children’s Branch staff 

 

Outcomes, Planning, & Evaluation (OPE) Recommendations 

 Children’s Services staff should work to address communication issues between social workers and 
families. Communication issues that should be addressed include returning phone calls, informing 
biological parents and foster families of helpful resources, and notifying foster parents of important 
information related to the foster child and their biological family. 

 Children’s Services should consider identifying mentors to train new social workers in policies and to 
provide a sounding board for ongoing cases that the new social workers can discuss with more 
experienced social workers. 

 Children’s Services should consider providing more training opportunities that inform social workers 
about the resources that are available to their clients. 

 Children’s Services should consider creating a workgroup with the goal of decreasing barriers to accessing 
services. 

 The Health and Human Services Agency should work towards providing more co-location of services 
needed by biological parents, caregivers, and children who are clients of Children’s Branch in Anderson, 
Shasta Lake, and Burney. 

 A Juvenile Probation staff member should be recruited to participate in the ICWA workgroup. 

 
 

 The skill development and performance of staff is monitored and reviewed by Unit Supervisors 
and experienced Social Workers who serve as mentors to newer workers. The Training 
Coordinator who has multiple other assignments and roles conducts transfer of learning groups to 
assess the knowledge and skill levels of staff members. Unit Supervisors have developed core 
practices based on regulations and best practices. Social Workers are evaluated annually based on 
their performance as measured by these practice standards.  Staff performance, skill levels and 
training needs are also monitored through feedback from County Counsel, other supervisors and 
co-workers. This input helps to identify training needs for both new and experienced workers. 
 
Children’s Services has identified the need for a full time social work supervisor whose role will be 
to coordinate training and also coordinate activities to improve and assure the quality of service 
provision.  With implementation of Core 3.0 it is anticipated that more coordination and county 
support will be need for training of new staff.  Core 3.0 is skill development focused consisting of 
three training modalities: classroom, e-learning, and field based.  Increased staff development and 
training is also needed for implementation of our “grow-your-own” program to compensate for 
recruiting difficulties through hiring at the Assistant Social Worker level.  The Assistant Social 
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Worker positions in a non case carrying secondary assignment capacity require an increased level 
of training and oversight from the Staff Development Coordinator.  We have been creating 
structure through development of policy and procedure and evidence based practices.  We need 
to continue to develop/update policy and procedures for Safety Organized Practice, Family Team 
Meetings/High Risk Team meetings and other programs to standardize the way we work.   
 
Regarding practice standards and documentation we need to develop a standardized quality 
control/improvement process that will encompass the new federal case review requirements and 
provide compliance assurances.  It has been identified that social workers need to develop 
routines for consistently updating case plans and entering contacts in a timely manner.  Court 
report timeliness continues to be a struggle.  Late reports can create extra work and delays in 
permanency.  Data indicates a historical problem with timeliness of court reports.  Staff turnover 
and hiring has impacted workload.   

 

 Service array gaps and needs include increased access to alcohol and drug treatment for clients 
and resources to provide substance abuse counseling and treatment. 
 

 
 

 
The drug-induced death rate has been rising in both Shasta County and in the state of California.  The 3-year 
average from 1999-01 showed Shasta County had a drug-induced death rate of 16.4 deaths per 100,000 
population and California had a rate of 8.6 deaths per 100,000 population.  By 2010-12, Shasta County’s rate grew 
to almost triple California’s rate, 28.4 and 10.8 respectively. 
 
 

 
County demographic data and information from our Stakeholders Survey emphasizes the need for 
substance abuse treatment including sober living options for our clients. 
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Stakeholder Survey 

Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 
Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 

 
 
 

 
Additionally, to increase child safety without an over reliance on out-of-home care; improve 
permanency outcomes and timelines; and improve child and family well-being Shasta County 
Health and Human Services Agency together with Shasta County Probation during exploration of 
Title IV-E Child Welfare Waiver Demonstration Capped Allocation Project (CAP) participation 
identified the need to develop Sober Living Services.  A Sober Living Program Pilot was initiated in 
early 2014 

 

 Additional identified service array gaps and needs include helping parents to overcome barriers to 
services,  low income housing, transportation resources and increased availability for services 
outside of the 8-5 Monday through Friday schedule for families, children and caregivers. 
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 Technology gaps and needs include the use of mobile devices, Probation use of CWS/CMS, and the 
need for a data collection/analysis system for use of the trauma informed Child and Adolescent 
Needs and Strengths tool.    
 
Shasta County would like to employ the use of mobile devices to assist workers in the field (ipads, 
smart phones, tablets, etc.), remote access to the CWS/CMS application, and remote access to 
Structured Decision Making data tools that help with risk assessment.  Use of these devices could 
improve staff time management as well as help deliver services more quickly outside the office.  
Barriers exist under the current CWS/CMS Dedicated County model for utilization of some of these 
devices that will need to be overcome.   
 
Probation officers have relayed that our CWS/CMS current case plan software is cumbersome and 
confusing.  It would be helpful to simplify the case plan process so that updating regularly with 
families and creating behaviorally based goals is more consistent.   
 
For children’s mental health services a Comprehensive Mental Health Assessment is done as well 
as the trauma informed Child and Adolescent Needs and Strengths Tool (CANS).  The CANS is 
completed during the Assessment.  Children’s Services has identified a need to analyze/utilize the 
CANS data and is in the process of developing a database system to measure the progress or 
improvement for clients by tracking the CANS measurements. 

 
 
 
 
 
 
 



 

 
276 

C
a

li
fo

rn
ia

 -
 C

h
il
d

 a
n

d
 F

a
m

il
y 

S
e

rv
ic

e
s
 R

e
v
ie

w
  

 

Summary of the Outcome Data Measures and relevant data trends  

 Measure description 

National 
Standard 
or Goal 

Most 
recent 
perf. rel. 
to nat'l 
std/goal Goal 

One-year 
percent 
change Goal 

Five-year 
percent 
change 

          

S1.1 No Recurrence Of Maltreatment 94.6 99.1 > > 2.4% > > 0.3% 

S2.1 No Maltreatment In Foster Care 99.68 100.3 > | 0.00% > | 0.00% 

  Reunification                 

C1.1 Reunification Within 12 Months (Exit Cohort) 75.2 92.6 > < -1.9% > > 31.8% 

C1.2 Median Time To Reunification (Exit Cohort) 5.4 66.7 < > 11.0% < < -25.7% 

C1.3 Reunification w/in 12 Months (Entry Cohort) 48.4 54.0 > < -15.7% > < -11.6% 

C1.4 Reentry Following Reunification (Exit Cohort) 9.9 275.6 < < -21.4% < < -56.0% 

  Adoption                 

C2.1 Adoption Within 24 Months (Exit Cohort) 36.6 61.5 > > 2.0% > < -11.8% 

C2.2 Median Time To Adoption (Exit Cohort) 27.3 77.8 < > 19.8% < > 21.0% 

C2.3 Adoption w/in 12 Months (17 Months In Care) 22.7 112.6 > < -1.2% > < -28.4% 

C2.4 Legally Free w/in 6 Mths (17 Months In Care) 10.9 170.2 > < -0.2% > > 24.0% 

C2.5 Adoption w/in 12 Months (Legally Free) 53.7 71.6 > < -22.3% > < -36.4% 

  Long Term Care                 

C3.1 Exits To Permanency (24 Months In Care) 29.1 116.6 > > 8.4% > < -4.1% 

C3.2 Exits To Permanency (Legally Free At Exit) 98.0 100.8 > > 0.2% > > 5.6% 

C3.3 In Care 3Yrs or Longer (Emancipated/Age18) 37.5 62.5 < > 10.0% < < -5.3% 

  Placement Stability                 

C4.1 Placement Stability (8 Days-12 Mths In Care) 86.0 94.3 > < -4.9% > < -2.5% 

C4.2 Placement Stability (12 To 24 Mths In Care) 65.4 97.3 > > 5.9% > > 3.3% 

C4.3 Placement Stability (> 24 Mths In Care) 41.8 88.5 > > 25.1% > > 36.6% 

4A Siblings (All) N.A. N.A. > > 6.0% > > 16.8% 

4A Siblings (Some or All) N.A. N.A. > < -3.5% > > 1.1% 

4B Least Restrictive (Entries First Plc.: Relative) N.A. N.A. > > 23.6% > > 94.9% 

4B Least Restrictive (Entries First Plc:Foster Hm) N.A. N.A. N.A. < -4.0% N.A. > 2.7% 

4B Least Restrictive (Entries First Plc.: FFA) N.A. N.A. N.A. > 7.8% N.A. < -18.1% 

4B Least Restrictive (Entries First Plc:Group/Shelter) N.A. N.A. < > 85.4% < < -22.1% 

4B Least Restrictive (Entries First Plc.: Other) N.A. N.A. N.A. < -40.9% N.A. > 55.9% 

4B Least Restrictive (PIT Placement: Relative) N.A. N.A. > < -11.0% > > 45.3% 

4B Least Restrictive (PIT Placement: Foster Hm) N.A. N.A. N.A. < -6.4% N.A. < -6.6% 

4B Least Restrictive (PIT Placement: FFA) N.A. N.A. N.A. > 8.0% N.A. < -19.3% 

4B Least Restrictive (PIT Placement: Group/Shelter) N.A. N.A. < > 4.3% < < -5.7% 

4B Least Restrictive (PIT Placement: Other) N.A. N.A. N.A. > 11.8% N.A. < -3.6% 

5B 1  Rate of Timely Health Exams N.A. N.A. > < -3.8% > < -2.9% 

5B 2 Rate of Timely Dental Exams N.A. N.A. > < -4.7% > < -4.2% 

5F Authorized for Psychotropic Medication N.A. N.A. N.A. > 17.7% N.A. > 52.1% 

6B Individualized Education Plan N.A. N.A. N.A. < -4.1% N.A. > 33.0% 

C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 
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Based upon five year trends, we see performance gaps in seven measures when compared to the 
national standard: C1.3 Reunification within 12 months (entry cohort); C2.1 Adoption Within 24 Months 
(Exit Cohort), C2.2 Median Time To Adoption (Exit Cohort), C2.3 Adoption Within 12 Months (17 Months 
In Care), and C2.5 Adoption Within 12 Months (Legally Free); C3.1 Exits To Permanency (24 Months In 
Care); and C4.1 Placement Stability (8 Days To 12 Months In Care).   Based upon one year trends, we see 
performance gaps in nine measures: C1.1 Reunification Within 12 Months (Exit Cohort), C1.2 Median 
Time To Reunification (Exit Cohort), and C1.3 Reunification within 12 months (entry cohort); C2.2 
Median Time To Adoption (Exit Cohort), C2.3 Adoption Within 12 Months (17 Months In Care),C2.4 
Legally Free Within 6 Months (17 Months In Care), and C2.5 Adoption Within 12 Months (Legally Free); 
C3.3 In Care 3 Years Or Longer (Emancipated/Age 18); and C4.1 Placement Stability (8 Days To 12 
Months In Care).   
 
The continued (one and five year) poor performance in the C1.3 Reunification within 12 months (entry 
cohort); C2.1 Adoption Within 24 Months (Exit Cohort), C2.2 Median Time To Adoption (Exit Cohort), 
C2.3 Adoption Within 12 Months (17 Months In Care), and C2.5 Adoption Within 12 Months (Legally 
Free); and C4.1 Placement Stability (8 Days To 12 Months In Care) measures implies the need to refocus 
efforts on improvement of Reunification, Adoption, and Placement Stability improvement practices. 
 
C1.3 – Reunification Within 12 Months - entry cohort (Child Welfare and Probation) 
 
Of all children entering foster care for the first time in the 6-month period who remained in foster care 
for 8 days or longer, what percent were discharged from foster care to reunification in less than 12 
months from the date of latest removal from home? 

 
 
Shasta County has consistently underperformed relative to the National Standard for the past 5 years.  
Both California and Shasta County appear to be in a downward trend, negatively increasing the 
performance gap. 
 
Practice improvement to reach Reunification timeliness centers around the Safety Organized Practice 
approach to collaborative teamwork that seeks to build and strengthen partnerships within a family, 
their informal support network of friends and family, and the agency.  To increase family engagement 
case workers utilize Safety Organized Practice strategies and techniques in line with the belief that a 
child and his or her family are the central focus and that the partnership exists in an effort to find 
solutions that ensure safety, permanency and well-being for children.  As discussed throughout this 
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County Self-Assessment we have not reached an optimum level of consistent implementation of Safety 
Organized Practice although we have made considerable progress in our utilization of Family Team 
Meetings.  This shared decision-making approach is used with families and their support systems as 
partners to define family strengths, needs and goals. This service also assists families to identify helpful 
local services and resources. The goal is for the team to share decision making.  Additional strategies to 
reduce the time to reunification include the Supporting Father Involvement program and the Linkages 
collaborative project between Children’s Services and CalWORKs to integrate services for clients 
involved in both systems.  We are working to increase participation numbers in both of these programs.  
Another area we have been working on to improve reunification timeliness is decreasing the number of 
Continued Hearings.  
 
For additional insight we surveyed our Stakeholders:  
 

Stakeholder Survey 
Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 

Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 

 
 
Examples of external factors that may have affected performance of the C1.3 Reunification within 12 
Months (Entry Cohort) include drug and alcohol abuse and domestic violence.  As discussed earlier the 
rate of arrests for felony drug-related offenses per 100,000 population age 10 to 69 years in 2012, the 
most current data available, was 20% higher in Shasta County than California. From 2000 to 2011, the 
rate of unintentional Drug & Alcohol poisoning hospitalizations in Shasta County has been more than 
double California’s rate for every year.  The drug-induced death rate has been rising in both Shasta 
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County and in California.  By 2010-12, Shasta County’s rate grew to almost triple California’s rate. The 
rate of domestic violence calls for assistance in Shasta County in 2012 was 50% higher than California.  
Timeliness and permanency outcomes need the early and continued engagement of the clients in their 
case plan and participation in the services offered or required for reunification to occur. 
 

C2.1 – Adoption within 24 Months - exit cohort (Child Welfare and Probation) 
 

The percentage of children discharged to adoption within 24 months of removal. The denominator is the 
total number of children who exited foster care to adoption during the specified year. The numerator is 
the number of exiting children who adopted within 24 months. 

 
C2.2 – Median Time to Adoption - exit cohort (Child Welfare and Probation) 
 

The median length of stay (in months) for children discharged to adoption during a specified year. 
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Of the children who exited to adoption April 2013-March 2014, 23.4% adopted within 24 months.  After 
strides of improvement in 2009 and 2010, Shasta County has subsequently performed below the 
National Standard/Goal and California average for the past 3 years (2011-2013).  Of the children who 
exited to adoption, only the Under 1 and 1-2 age groups experienced adoption timeliness at a rate 
above the National Standard/Goal of 36.6% adopted within 24 months.  The under 1 group had a 
median time to adoption of 11.3 months and the 1-2 age group 23.5 months.  The timely rate of 
adoption of the 3-8, 6-10, and 11-15 age groups were all consistently low (10.0%, 8.7%, and 8.3%, 
respectively) with no standouts.  The median time to adoption for the 3-8 age group was 34.8 months, 
6-10 age 38.5 months, and 11-15 age 40.4 months.   
 
By ethnicity, 0% of the Black, 0% of the Latino, and 34% of the White experienced adoption timeliness, 
with Latino experiencing approximately 25% longer median time to adoption compared to Black and 
White.  By gender, 27% of the Female and 20% of the Male experienced adoption timeliness.  By 
placement type, 32.3% Foster Family Home, 18.4% Kin, and 12.5% of children in the last placement type 
of FFA adopted within the National Standard/Goal of 24 months.   
 
By last placement type, of those children who exited to adoption April 2013-March 2014, the median 
time to adoption for children with Foster Family Home last placement type was 30.1 months, 10.3% 
longer than the National Standard/Goal of 27.3 months.  Children with a last placement of Kin 
experienced a 22.9% longer median time to adoption and children with a last placement type of FFA 
experienced a 48.2% longer median time to adoption, both relative to children with a last placement 
type of Foster Family Home. 
 

C2.3 – Adoption within 12 months (17 months in care) – Child Welfare and Probation 
 
The percentage of children in foster care for 17 continuous months or longer on the first day of the year, 
who were then adopted by the last day of the year 

 
 
Although above the National Standard/Goal, Shasta County has been in a negative trend.   The 
percentage of children in foster care for 17 continuous months or longer on the first day of the year, 
who were then adopted by the last day of the year for April 2013-March2014 was 23.1% for Shasta 
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County, above the National Standard/Goal of 22.7%.  32.3% of the 1-2 age group, 32.0% of the 3-5 age 
group, and 30.6% of the 6-10 age group of children in foster care for 17 continuous months or longer on 
the first day of the year, were adopted by the last day of the year (March 31, 2014).  Only 13.0% of the 
11-15 age group of children in care for 17 continuous months or longer on the first day of the year were 
adopted by the last day of the year.   By ethnicity 35.2% of the Latino, 25.0% of the Black, and 20.8% of 
the White children in care for 17 continuous months or longer on the first day of the year were adopted 
by the last day of the year.   By placement type 100.0% of the Pre-Adoption, 48.3% of the Foster Family 
Home, 31.9% of the Kin, and 10.1% of the FFA children in care for 17 continuous months or longer on 
the first day of the year were adopted by the last day of the year.    
 
C2.5 – Adoption within 12 months (Legally Free) – Child Welfare and Probation 
 
The percentage of children discharged from foster care to a finalized adoption within 12 months of 
becoming legally free out of those who became legally free during a specified year. 

 
Shasta County has experienced a decrease in performance for this measure since 2009.  The percentage 
of children discharged from foster care to a finalized adoption within 12 months of becoming legally free 
out of those who became legally free April 2013-March 2014 was 38.5%.  The National Standard/Goal is 
to be greater than 53.7%.  Only the Under 1 age group of children performed above the National 
Standard/Goal with 55.6% discharged from foster care to a finalized adoption within 12 months of 
becoming legally free.  Age groups 1-2 and 6-10 were comparable at 44.8% and 40.7%.  Only 26.1% of 
the3-5 age group and 0% of the 11-15 age group discharged from foster care to a finalized adoption 
within 12 months of becoming legally free.  By ethnicity, 100% of the Native American, 50% of the Black, 
44.1% of the White, but only 20% of the Latino children discharged from foster care to a finalized 
adoption within 12 months of becoming legally free.  By placement type, 51.4% of the Foster Family 
Home, 33.3% of the FFA, and 30.0% of the Kin children with the respective last placement type 
discharged from foster care to a finalized adoption within 12 months of becoming legally free.   
 
Decreasing performance in our Adoption outcomes is attributable to multiple factors including a 
reduction in staffing levels imposed by economic conditions to reduce chronic financial overmatching 
and a successful practice shift of increasing relative placements overall.  Staffing levels in the Adoptions 
Unit were decreased during the economic recession because the staffing levels in this Unit were higher 
than the funding would support.  These positions were moved to other areas in Children’s Services (e.g., 
Investigation/Emergency Response, Family Maintenance, Family Reunification, Permanent Plan Units) to 
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fill vacancies due to staff turnover.  However, additional vacancies due to staff turnover were created on 
a continual basis.  As the recession eased, Child Welfare Agencies across the State were hiring Social 
Worker staff.  Shasta experienced increased difficulty with staff recruitment and retention with so many 
opportunities for a limited pool of resources.  During this past year, Shasta also made the decision to 
transition from being an Interagency Merit Systems (IMS) county to being an Approved Local Merit 
Systems (ALMS) county. 
 
Our successful practice shift of increasing relative placements overall, although beneficial and 
preferential did not always coincide with concurrent planning to ensure the relative placements could 
transition into adoptive placement should the need/desire arise.  This led to a backlogging of Permanent 
Placement cases that were not moving efficiently through to permanency.   Some of these Permanent 
Placement cases were long time stable relative placements that desired to move to adoption however 
could not meet the adoption requirements.   For these, alternatives such as guardianship are now being 
promoted.  This Permanent Placement backlog contributed to the increase in our In Care rate.   
 

  
 
C4.1 – Placement Stability (8 days to 12 months in care) – Child Welfare and Probation 
The percentage of children in a specified year with two or fewer placements who have been in care for 8 
days or more but less than 12 months. Time in care is based on the latest date of removal from the 
home. 
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Shasta County was trending parallel with the California average from 2008 to 2011, however within the 
last 3 years Shasta County has negatively trended and is currently underperforming both the National 
Goal and the California average.   To help us to identify themes of agency strengths and areas needing 
improvement for child welfare and probation C4.1 Placement Stability (8 days to 12 months) was chosen 
as our focus area for our Peer Review Process.  
 
Shasta County Children’s Services 
Placement Stability Demographic Analysis (Placement Stability Measure C4.1)   
Number of Children with 3 or more placements (In care 12 months or less):  53 
Point in Time – 07/30/2014 
 

Gender Count Percentage 

Male 28.00 52.83% 

Female 25.00 47.17% 

     

Age Range Count Percentage 

0 to 2 17.00 32.08% 

3 to 5 9.00 16.98% 

6 to 10 9.00 16.98% 

11 to 15 10.00 18.87% 

16 to 17 4.00 7.55% 

18-21 4.00 7.55% 

   

Placement Type Count Percentage 

FFA Certified Home 23.00 43.40% 

Foster Family Home 12.00 22.64% 

Group Home 1.00 1.89% 

Relative/NREFM Home 16.00 30.19% 

Supervised Independent Living Placement 1.00 1.89% 

     

Ethnicity Count Percentage 

American Indian 6.00 11.32% 

Black 6.00 11.32% 

Hispanic 1.00 1.89% 

White  40.00 75.47% 

     

Placement Statistics Count  

Highest Placement Count 14  

Average Placement Count 3.85  

Median Placement Count 3  

 
The Peer Review provided Shasta County with qualitative information focused on the C4.1 Placement 
Stability (8 days to 12 months) Outcome Data Measure.  This process put to use the expertise of peers 
from other counties as well Shasta county social workers and probation officers and promoted the 
exchange of best practice ideas.  14 Child Welfare and 4 Probation cases were reviewed.  All of the cases 
had three or more placements within 12 months of initial placement.   
 
Some of the strengths identified included:  social workers used Family Team Meetings and High Risk 
Team meetings as a multi-disciplinary team approach to obtain input from family members in order to 
prevent multiple placement changes and to discuss barriers; social workers involved parents and 
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children in formal and informal decision making around placement; social workers discussed and 
created a safety plan with the family; social workers utilized the Quality Parenting Initiative meet and 
greets and other transitional tools between the youth and new placement; social workers kept youth 
involved regarding potential placement changes; and care providers showed willingness to engage with 
the parents and extended family members.   
 
Some of the challenges identified included:  a need for ongoing permanence trainings to better prepare 
social workers to address placement stability; use of receiving homes for greater than 8 days added to 
total number of child’s placements; limited Family Finding efforts to locate family members/relatives 
throughout the life of the case; limited development of concurrent plans at beginning of the case; 
limited placement-matching occurs at removal; care providers  unwilling to accept services in their 
home; care providers too quick to give notice to have youth removed from their homes and unwilling to 
utilize Wraparound, Therapeutic Behavioral Services (TBS), or other supportive services; care providers 
need training to support youth with emotional and/or behavioral challenges; bio-families distrustful of 
system/agency with parents afraid to be truthful due to fear of not getting their children back; and a 
need for more recruitment of local/county foster homes. 
 
For additional insight we surveyed our Stakeholders:  
 

Stakeholder Survey 
Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 

Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 
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A summary of the effect of systemic factors on Outcome Data Measures and service delivery  
 
Throughout this Summary of Findings we have addressed the effect of systemic factors (Management 
Information Systems; Case Review System; Foster and Adoptive Parent Licensing, Recruitment and 
Retention; Staff, Caregiver and Service Provider Training, Agency Collaboration, and Service Array) on 
Outcome Data Measures and service delivery.  We review here our current Quality Assurance System. 
 
Shasta County Health and Human Services Agency has made a commitment to utilize Lean Six Sigma 
efforts to improve the quality of services throughout the agency.  As part of this effort every Branch, 
including Children’s Services, dedicated two staff to implement the application of the principles of Lean 
Six Sigma within their own branch to encourage a culture of service excellence, continuous 
improvement and empirically based decision making.  We have also made a commitment to apply 
Implementation Science when implementing Evidence Based Practices and embarking on certain 
systems change strategies.  Implementation Science is an approach to ensure that innovative, promising 
or evidence‐based practices/interventions utilize a reliable, supportive, and sustainable delivery system 
that maintains fidelity.  We created the Implementation Science Coordinating Core Group to guide our 
application of Implementation Science.   
 
The Berkeley CWS-CMS data, the SafeMeasures monitoring system, and the Business Objects report 
generation tool is used to assist with quality assurance and measuring the effect on Outcome Data 
Measures. These database systems allow us to run a variety of reports to meet individual service and 
program evaluation needs.  Oversight of the quality of decisions made by staff is a primary role of the 
front-line supervisors and the multi-disciplinary team, prior to major decisions being made on behalf of 
children and families.  Case decisions are based on a multi-disciplinary approach where several parties 
with different areas of expertise help to weigh in on a decision. 
 
Quality of programs is evaluated through the assessment of client needs, client progress, and 
satisfaction.  In addition quality is evaluated through performance measures such as family participation 
in activities and trainings, usage of resources, and client feedback.    
 
Children’s Services has a designated program evaluation analyst whose role is to develop logic models 
and evaluation plans for new and existing programs.  The program evaluation analyst helped to develop 
performance measures and outcomes that are written into all contracts.   Over the last few years 
Children’s Services has been focusing on improving outcomes with contract providers through increased 
monitoring, analyst and program manager support and adding outcome measures to performance 
expectations.  Included in several contracts with service providers is the utilization of the Protective 
Factors Survey.   The primary purpose of the Protective Factors Survey is to provide feedback to 
agencies for continuous quality improvement and evaluation purposes. 
 
A summary of progress, challenges and overall lessons learned from the previous System 
Improvement Plan  
  
There were five focus areas addressed in the 2010-2015 Shasta County System Improvement Plan.  Each 
focus area was individually addressed with strategies.  Some strategies were applicable to more than 
one focus area.  The focus areas (goals) were:  prevention of child maltreatment; reducing the rate of 
foster care placement; reducing the time to reunification; increasing placement stability; and building 
more connections for youth in foster care to family and/or nonrelated persons with whom child has 
connections. 
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System Improvement Plan – October 2010 – June 2015 

Goals Strategies Outcome Measures 

Prevention of 
Child 
Maltreatment 

 Community Collaborative 
 SafeCare® Differential Response  
 CBCAP Parent Leadership 

 Participation Rates: Referral Rates  
 Participation Rates: Substantiation Rates  
 S1.1 No Recurrence of Maltreatment 

Reduce Rate 
of Foster Care 
Placement 

 Family Finding 
 Family Team Meetings  
 SafeCare® 
 Safety Organized Practice (SDM and SOS) 

 Participation Rates: Entry Rates  
 Participation Rates: In-Care Rates 
 C1.4 Reentry Following Reunification (Exit Cohort) 

Reduce Time 
to 
Reunification 

 Father Finding and Engagement 
 Triple-P® 
 Linkages  
 SafeCare®  
 Decrease # of Continued Hearings 
 Participatory Case Planning (including 

Family Team Meetings, Safety Organized 
Practice) 

 C1 Permanency Composite 1  
Timeliness and Permanency of Reunification 
C1.1 Reunification Within 12 Months (Exit Cohort)  
C1.2 Median Time to Reunification (Exit Cohort)  
C1.3 Reunification Within 12 Months (Entry Cohort)  
C1.4 Reentry Following Reunification (Exit Cohort) 

Increase 
Placement 
Stability 

 Family Finding and Engagement 
 Support Services to Secondary Care 

Providers, (including Triple-P®, 
Participatory Case Planning, and High Risk 
Team)  

 C.4 Permanency Composite 4  
Placement Stability  
C4.1 Placement Stability (8 days-12 month in care) 
C4.2 Placement Stability (12 - 24 months in care) 
C4.3 Placement Stability (24+ months in care) 

Build More 
Connections 
for Foster 
Youth in Care 

 Family Finding and Engagement, 
 Participatory Case Planning (including 

Transitional Independent Living Plan 
(TILP) and National Youth in Transition 
Database (NYTD) accuracy) 

 4B: Least Restrictive Placement  
(Entries First Placement: Relative) 

 4B: Least Restrictive Placement  
(Point in Time: Relative)  

 8A: Permanency Connection with an Adult 

 
The strategies of our first focus area, prevention of child maltreatment, were implemented to address 
the federal Child Welfare Services safety outcome; children are first and foremost protected from abuse 
and neglect.  Strategies included:  Community Collaboration toward Prevention of Adverse Childhood 
Experiences; support services for high risk pregnant mothers; SafeCare® Differential Response; and 
increased opportunities for Parents/Consumers of Services to be involved in the Child Welfare Services 
system as parent leaders and advisors.   
 
To prevent adverse childhood experiences, an expanded prevention initiative called the Strengthening 
Families Community Collaborative was formed to: increase community awareness of and engagement in 
preventing adverse childhood experiences. Subcommittee structure and work was organized around 
perinatal exposure to violence and substance use, maternal mental and emotional well being; increased 
protective factors for youth who identify three or more types of adverse childhood experience in their 
personal history; and increased parenting abilities among parents.  Most recently Collaborative focus is 
on increasing protective factors in families through pilot programs and community education pilot 
projects.  
 
 
 
 
 
 
 



 

 287 

C
a

li
fo

rn
ia

 -
 C

h
il
d

 a
n

d
 F

a
m

il
y 

S
e

rv
ic

e
s
 R

e
v
ie

w
 

 
 
 
Additional community based prevention activities included support services provided for high risk 
pregnant mothers.  Coordination with the local Maternity Center allowed an assessment of pregnant 
women with identified high risk factors during pregnancy (including the use of illegal substances during 
pregnancy, domestic violence, prior removal of other children by CFS and current or past CFS 
involvement). The goals of these assessments included: offering preventative services to the client such 
as referrals to community resources, obtaining necessary releases of information in order to expedite 
the referral and investigative process and to allow for the sharing of pertinent information amongst 
providers, and explaining the Child Welfare investigative process in an attempt to alleviate anxiety in the 
client prior to delivery.  
 
Children’s Services Differential Response services were strengthened through implementation of the 
SafeCare® evidence-based Home Visitation program.   Parent leadership education/development and 
parent mutual support activities included the Shasta County Parent Leadership Advisory Group and 
opportunities for increasing leadership skills, motivation to succeed, positive socialization, and 
development of supportive relationships to continue positive parenting. 
 
Progress 
In the development of our System Improvement Plan we identified, to track our progress over time, 
outcome measure baselines and desired improvement goals.  To measure the effectiveness of our 
prevention of child maltreatment strategies we tracked Referral rates, Substantiation rates and outcome 
measure S1.1 No Recurrence of Maltreatment.  Our baseline for Referral rates was 77.9 referrals per 
1000 child population.  With the selection of a 5% improvement goal we worked toward a Referral rate 
less than or equal to 74.0 by the completion of our System Improvement Plan.  Contrary to our goal, 
county Referral rates peaked in 2012, a time of unfavorable economic conditions, to 92.2.  
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In the last few years, Shasta County’s population experiencing economic hardships has finally begun decreasing 
from the highs in 2010.  The proportion of families below the poverty level in Shasta County has decreased from a 
2007-2009 American Community Survey (ACS) estimate of 13.4% to an estimate of 12.4% in the 2009-2011 ACS.  
Shasta County’s unemployment rate of 16.0% in 2010 has since declined 2.6% to an unemployment rate of 13.4% 
in 2012, consistently higher than the CA unemployment rate. 

 
 
Most recent county performance as of the first quarter of 2014 is 85.0.  Although still above our baseline 
and more than 1.6 times the California average of 52.7, we are starting to see the desired downward 
trend in Referral rates.  We tracked progress on a quarterly basis and display below our annual progress. 
Our baseline Substantiation rate was 19.1, our 5% improvement goal was a Substantiation rate less than 
or equal to 18.1, and our most recent performance was 16.3.  Although successful in obtaining our 
improvement goal at 16.3 we are still more than 1.7 times the California average substantiation rate.  
Outcome measure S1.1 No Recurrence of Maltreatment has a National Standard/Goal performance level 
of greater than or equal to 94.6 children having a substantiated incident of child abuse/neglect within a 
specified time period not having another substantiated incident in a subsequent time period.  Shasta 
baseline for this measure at the beginning our System Improvement Plan was 89.8, our 5% 
improvement goal was to be greater than or equal to 94.3 by June 2015, and our most recent 
performance level was 93.7.  This is better than the California average of 93.3.     
 

 Outcome/Systemic Factor - Participation Rates: Referral Rates 
o County’s performance at beginning of SIP year 1; Q4-2009: (77.9)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▼   78.5) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▼   88.3)    
o County’s performance at beginning of SIP year 4; Q4-2012: (▼   92.2)    
o County’s performance at beginning of SIP year 5; Q4-2013: (▼   84.2)    
o County’s most recent performance as of Q1-2014: (▼   85.0)   (CA average 52.7) 
o County’s goal: 5% improvement of original data by June 2015 (<=74.0) 

 

 Outcome/Systemic Factor - Participation Rates: Substantiation Rates 
o County’s performance at beginning of SIP year 1; Q4-2009: (19.1)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   17.1) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▼   19.8)    
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   18.2) 
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o County’s performance at beginning of SIP year 5; Q4-2013: (▲   15.9) 
o County’s most recent performance as of Q1-2014: (▲   16.3)   (CA average 9.2)    
o County’s goal: 5% improvement of original data by June 2015 (<=18.1) 

 

 Outcome/Systemic Factor - S1.1 No Recurrence of Maltreatment 
(National Standard/Goal >= 94.6) 
o County’s performance at beginning of SIP year 1; Q4-2009: (89.8) 
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   92.8) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   93.8)    
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   91.0)    
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   92.5)  
o County’s most recent performance as of Q1-2014: (▲   93.7)   (CA average 93.3)   
o County’s Goal: 5% improvement of original data by June 2015 (>=94.3) 
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
Explanation of symbols: 
Green text with (▲ ) indicates performance moving in the desired direction and better than baseline measurement   
Blue text with (▲ ) indicates performance moving in the desired direction and better than baseline but still below National Standard/Goal 
Red text with (▼ ) indicates performance moving away from the desired direction or not as good as the baseline measurement  

 
Differential Response Success Story 
This struggling, frustrated and broken family on the verge of divorce became part of the Differential Response 
(DR) program. Both children were diagnosed with ADHD along with many other health related issues. The DR 
Parent Partner (PP) worked with this family by completing an assessment, identifying their strengths, and looking 
at the problems they were facing daily. 
  

Both children were struggling in school. A family team meeting was arranged with the school, parents, and DR PP. 
A plan was developed to mainstream the oldest child into high school after the school year and mainstream the 
younger child during the morning hours at the local elementary school and then transport back to the community 
day school afternoon program. 
  

The DR PP connected this family to multiple concrete supports such as Hill Country Clinic, Pit River Health, Social 
Services, SSI, Circle of friends, National Alliance on Mental Illness, Rowell Family Empowerment, Individualized 
Education Plans at the children’s schools, Triple-P® parenting education, local summer activities for kids, local 
churches for support groups, and self-care tips. The DR PP provided weekly support to discuss the parents current 
issues and to help them understand parenting as an ongoing process and that having children with special needs 
adds a little more stress on their plates to handle. Having increased knowledge of parenting and child 
development, as well as how to ensure that their children’s social and emotional developmental needs were met, 
they started to become less stressed and more focused on things they could control. With the gained strong 
connection to Rowell Family Empowerment that helps families obtain appropriate education/services for their 
child with diverse abilities this family has started to increase their own parental resilience and confidence. 
Advocating for support the parents are starting a support group within the Intermountain rural area for families 
who struggle with special needs children.  
 

Child Abuse Prevention, Intervention, and Treatment/Community Based Child Abuse Prevention/ Promoting Safe 
and Stable Families (CAPIT/CBCAP/PSSF) Shasta County Annual Report FY2013-2014 

 

 
The strategies of our second focus area, reducing the rate of foster care placement, were implemented 
to address the federal Child Welfare Services safety outcome; children safely maintained in their homes 
whenever possible and appropriate.  Strategies included:  Family Finding/Engagement, Family Team 
Meetings, SafeCare®, and implementation of Safety Organized Practice including Structured Decision 
Making, Signs of Safety, plus trauma-informed practice.  
 
Efforts were focused on increasing family finding efforts and relative engagement at the front end of 
Child Welfare Services and Juvenile Probation Intake.  Through family finding, and the identification of 
support services available, social workers and juvenile probation officers worked to increase options for 
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children who are unsafe in their parents’ home.  Relatives and nonrelated extended family members can 
offer solutions to reduce foster care placement by creating safety and support prior to a court 
intervention.  Family Team Meetings were utilized to increase parents/family engagement through 
Participatory Case Planning.  Engaging parents/families immediately helped the social workers to 
address the needs of the children as well as placement resources.  Engaging parents/families early on in 
the development of their case plan was targeted to prevent or reduce the time children spend in foster 
care.  Parents advocated for in-home visitation and parenting training on a regular basis to support 
family success.  Parents provided feedback that classroom parenting training is not enough.  The 
SafeCare® home visitation model, in-home parent training, focused on health, safety, parent-child 
interactions, and structured problem solving was implemented for voluntary and court order family 
maintenance cases.  We worked to institutionalize Safety Organized Practice including Structured 
Decision Making, Signs of Safety, plus trauma-informed practice.  We worked to improve collaborative 
teamwork to build and strengthen partnerships within the family, their informal support network of 
friends and family, and the agency.   
 
Progress 
To measure the effectiveness of our reducing the rate of foster care placement strategies we tracked 
Entry rates, In Care rates and outcome measure C1.4 Reentry Following Reunification (Exit Cohort).  Our 
baseline for Entry rates was 7.3 children entering foster care per 1000 child population.  With the 
selection of a 5% improvement goal we worked toward an Entry rate less than or equal to 6.9 by the 
completion of our System Improvement Plan.  We tracked progress on a quarterly basis and display 
below our annual progress.  As discussed in focus area number one, above, Shasta’s Referral rates 
increased the first 4 years of our System Improvement Plan during a time of unfavorable economic 
conditions in the county.  Substantiation rates also tracked high until the beginning of year 5 of our 
System Improvement Plan implementation.  Similarly we tracked high Entry rates through year 4.  
Between year 4 and year 5 we experience a 9.5% decrease in Referral rates, a 14.5% decrease in 
Substantiation rates, and a 23.3% decrease in Entry rates.  This proportionately higher decrease in Entry 
rates relative to Substantiation rates indicates additional factors producing an additive effect in the 
data.   Other factors during the time period included our work to implement practice changes such as 
utilizing Safety Organized Practice in early Family Team Meeting to engage the family and their support 
network of friends and family in the development of a community plan to safely maintain the children in 
their homes.  Although we are making progress, Shasta Entry rates are still more than 2 times higher 
than the California average.  Despite the recent decreasing trends of our Referral rates, Substantiation 
rates, and Entry rates, Shasta’s In Care rate has risen in the last few years and is now more than 2.6 
times the California average.  As we discussed above in our Title IV-E Child Welfare Waiver 
Demonstration Capped Allocation Project participation analysis, the increase during this time period of 
our In Care rates is attributable to a backlog in our Permanent Plan cases that were not moving through 
our system in a timely manner to permanency.  Shasta’s C1.4 Reentry Following Reunification (Exit 
Cohort) has seen consistent exemplary performance throughout the implementation of our System 
Improvement Plan being better than the California average and better than the National Standard/Goal 
for year 2 through current performance. 
 

 Outcome/Systemic Factor - Participation Rates: Entry Rates 
o County’s performance at beginning of SIP year 1; Q4-2009: (7.3)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▼   7.6) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▼   7.8) 
o County’s performance at beginning of SIP year 4; Q4-2012: (▼   9.0) 
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   7.3)       
o County’s most recent performance as of Q1-2014: (▲   7.3)   (CA average 3.5)    
o County’s goal: 5% improvement of original data by June 2015 (<=6.9) 
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 Outcome/Systemic Factor - Participation Rates: In Care Rates 
o County’s performance at beginning of SIP year 1; Q4-2009: (13.6)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   12.3) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   12.6)     
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   13.5)     
o County’s performance at beginning of SIP year 5; Q4-2013: (▼   15.6)      
o County’s most recent performance as of Q1-2014: (▼   15.6)   (CA average 5.8)   
o County’s goal: 5% improvement of original data by June 2015 (<=12.9) 

 
 

 Outcome/Systemic Factor - C1.4 Reentry Following Reunification (Exit Cohort)  
(National Standard/Goal <= 9.9) 
o County’s performance at beginning of SIP year 1; Q4-2009:  (11.8) 
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   7.0) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   4.5)  
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   4.3)  
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   3.4)  
o County’s most recent performance as of Q1-2014: (▲   3.6)   (CA average 12.1)  
o County’s Goal: 5% improvement of original data by June 2015 (<=11.2) 
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
The strategies of our third focus area, reducing the time to reunification, were implemented to address 
the federal Child Welfare Services permanency outcome; children have permanency and stability in their 
living situations.  Strategies targeting permanency included:  implementation of the Supporting Father 
Involvement program; application and integration of the Positive Parenting Program (Triple-P)® during 
the first six months of Family Reunification services; implementation of the Linkages collaborative 
project between Children’s Services and CalWORKs to integrate services for clients involved in both 
systems;  expansion of the provision of SafeCare® home visitation model to reunifying families at time of 
reunification or imminent reunification;  decreasing the number of Continued Hearings; and increasing 
family engagement through Participatory Case Planning.   
 
The Supporting Father Involvement program parenting intervention was implemented to enhance father 
involvement, increase parental competency, improve parent-child and co-parent relationships, and 
promote healthy child development.  The Supporting Father Involvement program is a family focused, 
evidenced-based, clinical intervention aimed at effectively engaging fathers as key participants in family 
support and strengthening.  The application and integration of Positive Parenting Program (Triple-P)® 
was focused during the first six months of Family Reunification services.  This practice is evidenced 
based for decreasing behavior disorders in children and has been shown to decrease child abuse when 
implemented on a broad scale in communities as it tailors a multi-level program specifically for the 
functioning level of the participants.  We worked to streamline parent participation through 
implementation of the Linkages collaborative project to integrate services for clients involved in both 
Children’s Services and CalWORKs.  Linkages worked to increase the socio-economic functioning of 
parents by providing CalWORKs support services to parents while children are in care.  To increase 
parents’ capacity for a timely reunification we worked towards expansion of the provision of SafeCare® 
home visitation model, in-home parent-training focused on health, safety, parent-child interactions, and 
structured problem solving to reunifying families at time of reunification or imminent reunification 
(when children begin visits in the family home and/or trial home visit).  Parents advocated for in-home 
visitation and parenting training on a regular basis when children return home to support family success. 
Continued hearings can extend the length of time children spend in foster care and can delay 
permanency. To increase reunification timeliness we worked to decrease the number of continued 
hearings.   Participatory case planning brings teams of people together and works to build a plan that is 
strength-based and individualized.  The practice is family centered, family strength-based, culturally 
sensitive and involves the community.  Our specific strategy was to consistently employ Safety 
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Organized Practice (including Signs of Safety and Structured Decision Making) through the life of the 
case and in the context of Family Team Meetings to increase Participatory Case Planning.  
 
Progress 
To measure the progress of our reducing the time to reunification strategies we tracked outcome 
measure C1 Permanency Composite 1.  Our baseline was 98.9, our 5% improvement goal was to be 
greater than or equal to 103.8 by the completion of our System Improvement Plan, and the National 
Standard/Goal was to be greater than or equal to 122.6.  The C1 Permanency Composite was a 
mathematical combination of the performance of the following four reunification measures:  C1.1 
Reunification within 12 Months (Exit Cohort), C1.2 Median Time to Reunification (Exit Cohort), C1.3 
Reunification within 12 Months (Entry Cohort), and C1.4 Reentry Following Reunification (Exit Cohort).  
Shasta’s performance for the C1 Permanency Composite began below the National Standard/Goal; rose 
to nearly the National Standard/Goal by the beginning of year 2; and has tracking consistently better 
than the National Standard/Goal, better than the California average, and better than our proposed 
improvement goal from year 3 through the last published performance of the composite measurements 
at the end of 2013.   This notable performance level was due mainly to, as mentioned above, our 
exemplary performance in C1.4 Reentry Following Reunification (Exit Cohort).   The C1.4 component was 
a mathematically heavily weighted component of the composite and overshadowed our performance in 
the remaining components.  Although not attaining the National Standard/Goal in the other three 
components we did track improvement in C1.1 Reunification within 12 Months (Exit Cohort) and C1.2 
Median Time to Reunification (Exit Cohort).  We recorded progress in C1.3 Reunification within 12 
Months (Entry Cohort) in years 3 and 4 but then lost the timeliness gains we were attaining by the 
beginning of year 5.  Factors contributing to timeless loss include staff turnover and an increase in 
relative and FFA placements.  Although considerable progress has been achieved in the training of staff 
and the institutionalization of Safety Organized Practice as the basis for all our work, we continue to 
struggle with the consistent implementation and utilization of Safety Organized Practice and increasing 
family engagement through Participatory Case Planning.  The movement to the new generation of 
federal outcome measures, with the timely reunification and reentry outcome measures based on entry 
cohorts, will make progress more straightforward to track versus the use of the composite measure and 
mixed entry/exit cohorts. 
 

 Outcome/Systemic Factor - C1 Permanency Composite 1  
Timeliness and Permanency of Reunification  
(National Standard/Goal >= 122.6) 
o County’s performance at beginning of SIP year 1; Q4-2009:  (98.9)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   120.4) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   127.5)   
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   144.9)   
o County’s most recent performance as of Q4-2013: (▲   129.4)   (CA average 111.7)   
o County’s Goal: 5% improvement of original data by June 2015 (>=103.8) 

 

 C1.1 Reunification within 12 Months (Exit Cohort) - (National Standard/Goal >= 75.2) 
o County’s performance at beginning of SIP year 1; Q4-2009: (52.4)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   62.6)   
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   61.9)   
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   78.3)  
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   64.2)     
o County’s most recent performance as of Q1-2014: (▲   69.7)   (CA average 63.8)   

 

 C1.2 Median Time to Reunification (Exit Cohort) - (National Standard/Goal <= 5.4) 
o County’s performance at beginning of SIP year 1; Q4-2009: (11.9)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   9.5) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   9.4)   
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o County’s performance at beginning of SIP year 4; Q4-2012: (▲   6.5)   
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   8.8)   
o County’s most recent performance as of Q1-2014: (▲   8.1)   (CA average 8.7)   

 

 C1.3 Reunification within 12 Months (Entry Cohort) - (National Standard/Goal >= 48.4) 
o County’s performance at beginning of SIP year 1; Q4-2009: (39.9)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▼   36.0)  
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   43.3)  
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   40.4)  
o County’s performance at beginning of SIP year 5; Q4-2013: (▼   31.3)   
o County’s most recent performance as of Q1-2014: (▼   26.1)   (CA average 38.6) 

 

 C1.4 Reentry Following Reunification (Exit Cohort) - (National Standard/Goal <= 9.9) 
o County’s performance at beginning of SIP year 1; Q4-2009:  (11.8) 
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   7.0) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   4.5)  
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   4.3)  
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   3.4)  
o County’s most recent performance as of Q1-2014: (▲   3.6)   (CA average 12.1)  
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
The strategies of our forth focus area, increasing placement stability, were implemented to address the 
federal Child Welfare Services permanency outcome; children have permanency and stability in their 
living situations.  Strategies targeting stability included:  Family Finding/Engagement and Support 
Services to Secondary Care Providers. 
 
Increased family finding and engagement efforts were implemented to facilitate the location of relatives 
as a placement option for children. Relative placements are more stable than non-relative placements 
and therefore increase placement stability, reduce foster care re-entry rates, and reduce the isolation 
and negative consequences on youth who exit the foster care system without long term supportive 
relationships.  Efforts to increase the focus on family finding and engagement processes were utilized to 
strengthen and stabilize the youth and family connection to relative/nonrelated extended family 
member care providers.  Support services (including Triple-P®, Participatory Case Planning, and High Risk 
Team) were increased for secondary care providers (Foster Parent, Relative/nonrelated extended family 
member care providers, etc.).  These tools, strategies, and support services were provided to the 
secondary care providers to minimize placement disruptions leading to multiple foster care placements. 
 
Progress 
To measure the progress of our increasing placement stability strategies we tracked outcome measure 
C4 Permanency Composite 4.  Our baseline was 86.3, our 5% improvement goal was to be greater than 
or equal to 90.6 by the completion of our System Improvement Plan, and the National Standard/Goal 
was to be greater than or equal to 101.5.  The C4 Permanency Composite was a combination of the 
performance of:  C4.1 Placement Stability (8 Days – 12 Months in Care), C4.2 Placement Stability (12 to 
24 Months in Care), and C4.3 Placement Stability (>= 24 Months in Care).  Shasta’s performance in the 
C4 Permanency Composite although still below the National Standard/Goal has tracked better than our 
baseline for every year and had exceeded our proposed improvement goal as of the last published 
performance of the composite measurements at the end of 2013.  We have shown steady improvement 
over the duration of our System Improvement Plan in C4.2 Placement Stability (12 to 24 Months in Care) 
and C4.3 Placement Stability (>= 24 Months in Care).  We have struggled with C4.1 Placement Stability (8 
Days – 12 Months in Care) hence C4.1 became the focus of the Peer Review component of this County 
Self -Assessment. 
  

 Outcome/Systemic Factor - C4 Permanency Composite 4 – Placement Stability  (National Standard/Goal >= 101.5) 
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o County’s performance at beginning of SIP year 1; Q4-2009:  (86.3)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   89.4) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   93.0)    
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   90.2)    
o County’s most recent performance as of Q4-2013: (▲   96.7)   (CA average 101.9)    
o County’s Goal: 5% improvement of original data by June 2015 (>=90.6) 

 

 C.4.1 Placement Stability (8 Days - 12 Months in care) - (National Standard/Goal >= 86.0) 
o County’s performance at beginning of SIP year 1; Q4-2009:  (84.8)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▼   82.2) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   84.9)      
o County’s performance at beginning of SIP year 4; Q4-2012: (▼   83.2) 
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   85.6)      
o County’s most recent performance as of Q1-2014: (▼   81.1)   (CA average 86.8) 

 

 C.4.2 Placement Stability (12 to 24 Months in care) - (National Standard/Goal >= 65.4) 
o County’s performance at beginning of SIP year 1; Q4-2009: (52.9) 
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   62.0) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   60.5)   
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   58.5)   
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   63.0)   
o County’s most recent performance as of Q1-2014: (▲   63.6)   (CA average 69.5)   
 

 C.4.3 Placement Stability (>= 24 Months in Care) - (National Standard/Goal >= 41.8) 
o County’s performance at beginning of SIP year 1; Q4-2009: (20.4)   
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   22.6) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   28.3)   
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   26.7)   
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   33.5)   
o County’s most recent performance as of Q1-2014: (▲   37.0)   (CA average 38.4)   
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
The strategies of our fifth focus area, building more connections for youth in foster care, were 
implemented to address the federal Child Welfare Services outcome; the continuity of family 
relationships and connections is preserved for children.  Strategies included:  Family 
Finding/Engagement and Participatory Case Planning. 
 
One strategy was to expand the family finding and relative engagement processes to include more 
eligible youth in connection building.  Through family finding and engagement relatives are located and 
people are identified who are willing to be involved in youth connection building. Connections with 
relatives and family friends are important for all children, especially for children whose families are in 
crisis. Relatives and nonrelated extended family members give the family support and encouragement 
as the parents try to resolve the problems that led to the child being removed from them. Relatives and 
nonrelated extended family members also help by calling and visiting the child, inviting them to their 
home for holidays and other occasions, remembering birthdays, etc.  Family Team Meetings could be 
expanded to include a component of family community connections to develop ongoing support in a 
mentoring or service oriented role. The Probation Department also engaged in family finding procedures 
to benefit Probation youth who may not be able to return to their homes upon release.   A large 
percentage of probation placement youth age out of care while in placement.  Many of these youth are 
unable to reunify with family members for various reasons and the need for independent living skills is 
imperative. Efforts were also expended to increase youth participation in case planning including active 
participation in Transitional Independent Living Plan and National Youth in Transition Database. 
 
Progress 
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To measure the progress of building more connections for youth in foster care by increasing the 
proportion of relative placement strategies we tracked measure 4B Least Restrictive Placement (Entries 
First Placement: Relative) and 4B Least Restrictive Placement (Point in Time: Relative).  Our baseline for 
4B Least Restrictive Placement (Entries First Placement: Relative) was 4.6 and 4B Least Restrictive 
Placement (Point in Time: Relative) was 22.5.  With concerted efforts to increase relative placements we 
readily achieved our 5% improvement goals for both first placement and point in time placement 
measures.   Although improvement was achieved we are below the California average for each measure.  
First placements with relatives has been the more difficult to attain even with the addition of strategies 
to streamline the relative approval process. 
 

 4B Least Restrictive Placement (Entries First Placement: Relative) 
o County’s performance at beginning of SIP year 1; Q4-2009: (4.6)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▼   1.9) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   12.3)   
o County’s performance at beginning of SIP year 4; Q4-2012: (▲    8.3)   
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   9.5)   
o County’s most recent performance as of Q1-2014: (▲   10.9)   (CA average 27.7)   
o County’s Goal: 5% improvement of original data by June 2015 (>=4.8) 

 

 4B Least Restrictive Placement (Point in Time: Relative) 
o County’s performance at beginning of SIP year 1; Q4-2009: (22.5)  
o County’s performance at beginning of SIP year 2; Q4-2010: (▲   26.3) 
o County’s performance at beginning of SIP year 3; Q4-2011: (▲   29.2)   
o County’s performance at beginning of SIP year 4; Q4-2012: (▲   34.9)   
o County’s performance at beginning of SIP year 5; Q4-2013: (▲   31.0)   
o County’s most recent performance as of Q1-2014: (▲   29.5)   (CA average 35.4)      
o County’s Goal: 5% improvement of original data by June 2015 (>=23.6) 
C.D.S.S. / UC Berkeley California Child Welfare Indicators Project (CCWIP) Sep 2014 

 
There were five focus areas addressed in the 2010-2015 Shasta County System Improvement Plan.  Each 
focus area was individually addressed with strategies.  Some strategies were applicable to more than 
one focus area.  Having five focus areas proved to be an ambitious undertaking.  Having strategies that 
were applicable to more than one focus area was an efficient and effective use of resources.  Containing 
the overall scope and reach of our next System Improvement Plan could facilitate the fidelity of strategy 
implementation across focus areas.  For example: 
 

 Family Finding/Engagement strategies were implemented to reduce the rate of foster care 
placement, increase placement stability, and build more connections for youth in foster care.  We 
have data to support the increase in first and ongoing placements with relatives and have shown 
improvement in finding relative/nonrelated extended family member supports for participation in 
family/community safety planning to maintain children in their homes.  We have been challenged 
to continue the Family Finding/Engagement efforts throughout the life of the case and have not 
achieved the desired progress associated with building more connections for youth in foster care.  
Our Peer Review and self-assessment of Systemic Factors highlighted this deficit in our Family 
Finding/Engagement efforts.  A concentrated emphasis on finding and engaging family supports 
throughout the life of the case will be an area for improvement in our upcoming System 
Improvement Plan. 
 

 Family Team Meeting and/or High Risk Team meeting were implemented to reduce the rate of 
foster care placement, reduce the time to reunification, increase placement stability, and build 
more connections for youth in foster care.  Family Team Meetings and/or High Risk Team 
meetings have been utilized, effective, and praised during the Peer Review, Stakeholder Focus 
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Groups, and Stakeholder Survey.  Our challenge is developing and funding the staff resources 
needed to expand the availability and utilization of these tools and increasing youth participation. 

 

 The SafeCare® home visitation model strategy was implemented to prevent child maltreatment, 
reduce the rate of foster care placement, reduce the time to reunification, and increase 
placement stability.  We have successfully implemented SafeCare® in our Differential Response 
program for the prevention of maltreatment and in our voluntary and court family maintenance 
programs to reduce the rate of foster care placement.  Additional program implementation 
development and expansion is needed to provide SafeCare® to reunifying families at time of 
reunification or imminent reunification. 

 

 Although considerable progress has been achieved in the training of staff and the 
institutionalization of Safety Organized Practice as the basis for all our work, we have noted 
throughout the entirety of this County Self-Assessment that we continue to struggle with the 
consistent implementation and utilization of Safety Organized Practice including Structured 
Decision Making, Signs of Safety, plus trauma-informed practice. More strategies are needed for 
increasing family engagement through Participatory Case Planning.   

 

 Low staff utilization of the strategies to reduce the time to reunification has been challenging.  
Two particularly underutilized strategies:  the Supporting Father Involvement program and the 
Linkages collaborative project between Children’s Services and CalWORKs to integrate services for 
clients involved in both systems have received repeated efforts to engage and encourage staff 
participation.  

 

 Decreasing the number of Continued Hearings continues to be a struggle.  Staff vacancies are a 
significant contributing factor in this area. 

 

 Challenges associated with strategies to provide Support Services to Secondary Care Providers 
includes the care provider reluctance to accept and utilize services especially the available home 
based services as highlighted in our Peer Review results. 

 
 
Initial strategies and/or next steps in the C-CFSR cycle as we move toward development of our System 
Improvement Plan 
 
The over arching themes discussed throughout this County Self-Assessment lead us to the consideration 
of individual focus areas (goals) or some combination of the focus areas of our last System Improvement 
Plan (2010-2015):  prevention of child maltreatment; reducing the rate of foster care placement; 
reducing the time to reunification; increasing placement stability; and building more connections for 
youth in foster care to family and/or nonrelated persons with whom child has connection.  Additionally 
as a result of our Outcome Measures analysis, as we will need to consider the Adoption focus area.   We 
envision each focus area will be addressed with strategies and some strategies will be applicable to 
more than one focus area.  Many strategies are integral to one another.  For example, when Safety 
Organized Practice is utilized, families are much more engaged and active in their case plan.  Family 
Finding/Engagement is a part of Safety Organized Practice.  Safety Organized Practice has inspired teams 
and multi-disciplinary approaches that we have developed, e.g., the Treatment Team Meeting approach 
of our recent Sober Living Pilot program. Additionally the facilitated meetings (Family Team Meetings, 
High Risk Teams, Child and Family Teams) for families and caregivers utilize the Safety Organized 
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Practice structure. Safety Organized Practice includes utilization of Signs of Safety and Structured 
Decision Making and is integral to our placement prevention efforts. 
 
Throughout this Summary of Findings we have described numerous needed practice improvements that 
we will be researching, analyzing, prioritizing and determining those that would be most efficacious if 
worked on as a strategy under the auspices of a structured System Improvement Plan.  Some of the 
improvement areas for consideration include: 
 

 The Safety Organized Practice approach to collaborative teamwork that seeks to build and 
strengthen partnerships within a family, their informal support network of friends and family, and 
the agency and is applicable to many of our programs and practice improvements.  Our 
improvement strategy would focus on the implementation and evaluation of Safety Organized 
Practice to meet the needs identified by multiple programmatic areas.  We need to work toward 
consistent utilization.  We will consider applying Implementation Science to this practice change.  
Implementation Science is an approach to ensure systems change strategies utilize a reliable, 
supportive, and sustainable delivery system that maintains fidelity.   
 

 Family Finding/Engagement throughout the life of the case to increase safety, permanency, and 
well being outcomes.  Again, the application of Implementation Science may be a conduit for the 
attainment of full, consistent utilization.   

 

 System Resource Development/Management encompasses a suite of practice improvements 
including:  placement prevention; youth capacity development interventions/activities; out of 
home placement and supportive care resources development; continued evidence-based program 
identification/implementation; and staff training and development to improve and assure the 
quality of service provision.  Placement prevention strategies include a Clinical Rapid Response 
Team that identifies families appropriate for a non-investigative alternative response from 
Children’s Services.  Facilitated meetings are then held to work with the family and community to 
come up with a Safety Plan and interventions as an alternative to court involvement and 
placement.   Youth capacity development interventions/activities target youth aging out of high 
level of care treatment or Group Home facilities that have no family to return to or connect with 
once leaving the Child Welfare/Probation system.  Capacity development (self-sufficiency, skills to 
develop connections to community support structures, etc.) is critical to the success of this 
population.  Out of home placement and supportive care resources development includes 
developing, increasing and/or improving placement resources.  Additionally we will be exploring 
the cost/benefits of potentially moving to a new service delivery model through a multi-year 
development of a whole system around Family Finding/Engagement, recruitment of care 
providers, and Permanency Planning Resource Family Approval process, all concentrated in a 
Placement Resource Management Team.  Evidence-based program identification/implementation 
includes continued utilization of Lean six Sigma and Implementation Science.  Staff training and 
development to improve and assure the quality of service provision includes consistent practice 
standards and capacity development for Continuous Quality Improvement in response to federal 
expectations regarding quality improvement activities at the county level.  We will explore 
structural and functional capacities required to sustain Continuous Quality Improvement, as well 
as the analytic and decision making tasks essential to the process. 
 

 Additional service array gaps/needs include increased access to alcohol and drug treatment for 
clients; helping parents overcome barriers to services; low income housing and/or transportation 
resources; and technology improvements such as the use of mobile devices, Probation use of 
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CWS/CMS, and development of a data collection/analysis system for the trauma informed Child 
and Adolescent Needs and Strengths tool. 

 

Stakeholder Survey 
Child Abuse Prevention Coordinating Council – Court Appointed Special Advocates – Foster Family Agencies 

Law Enforcement – Foster/Kinship Care Education – Shasta County HHSA – Juvenile Justice – Service Providers 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
System Improvement Plan focus areas will continue to include prevention goals with likely participation 
in strategies involving community collaboration to build protective factors such as the Strengthening 
Families Community Collaborative and the Parent Leadership Advisory Group.  
 

We will continue to explore prevention and early intervention services for families at risk; evidence-
based and best practice strategies for developing parent leaders; mentoring/Parent to Parent peer 
support so parent leaders can take on supportive roles with families in Family Team Meeting and case 
plan engagement/compliance; and providing community trainings (taught by Agencies, Parent Partners, 
and Parents) to build protective factors in the community.   
 
 

In January 2014, three Parent Leaders accompanied two Shasta County Child Abuse Prevention Coordinating 
Council (CAPCC) staff to Sacramento, California to participate in the Parent Services Project three day training for 
trainers (TOT) where all were trained in the Leaders for Change-Protective Factors curriculum.  After the Parent 
Services Project TOT training was completed, the Parent Leaders and staff all took on the role of trainers. The TOT 
training put the parent leaders in leadership roles and situations they had not previously been in before.  After 
receiving support from staff, these three Parent Leaders organized, presented and completed a three day Leaders 
for Change training for 14 parents in the local community. The Parent Leaders were able to exercise their 
leadership skills by taking lead point in directing the enrollment of those attending, the engagement of 
participation, and the flow of the training, as well as preparing for all three days of training.  
 

Child Abuse Prevention, Intervention, and Treatment/Community Based Child Abuse Prevention/ Promoting Safe 
and Stable Families (CAPIT/CBCAP/PSSF) Shasta County Annual Report FY2013-201 
 



  

 

A Children’s Branch, County Self Assessment Stakeholder survey was conducted during August and September 

2014 in order to assess stakeholder sentiment regarding the efficacy of the Children’s Services Branch in 

providing services to the children of Shasta County and evaluate specific methods of best addressing and 

supporting the needs of foster children in Shasta County and the families surrounding them.   

The conclusions from this survey will provide direction and shape the Children’s Branch County Self Assessment 

and Self-Improvement Plan. The majority of surveys were administered at specific agencies with close 

interactions with Children’s Services including Child Abuse Prevention Coordinating Council (CAPCC), Court 

Appointed Special Advocates (CASA), Shasta College - Foster and Kinship Care Education (FKCE), Foster Family 

Agencies (FFA), Shasta County HHSA, Juvenile Justice, Law Enforcement, and various Organizational Providers. A 

total of 142 surveys were completed.  Surveys were conducted via an online survey tool and were open for 

responses for 30 days. 

Of the 142 respondents, the majority (93; 65.5%) of responses originated from 

the Health & Human Services Agency (HHSA) while 14 (9.9%) came from the 

Child Abuse Prevention Coordinating Council (CAPCC), 10 (7.7%) from Court Appointed Special Advocates 

(CASA), 9 (6.3%) from Law Enforcement, 5 (3.5%) from Organizational Providers, 4 (2.8%) from Foster Family 

Agencies (FFAs), 4 (2.8%) from Juvenile Justice and 3 (2.1%) from Shasta College - Foster and Kinship Care 

Education (FKCE).  Below is a chart showing the stakeholder agency distribution of survey respondents.  

DEMOGRAPHICS  

ANALYSIS 

Shasta County 
Children’s Branch 

County Self Assessment Stakeholder Survey 

Stakeholder Agencies 

Outcomes, Planning & Evaluation October 2014 
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The majority (94; 66.2%) of stakeholders represented in this survey consider themselves “Staff” in their respective 

agencies while 17 (12.0%) listed themselves as “Supervisor.” The least common response was “Board member” with 

only 1 respondent in this category. Two respondents declined to state their title. 

Thirteen individuals chose a title not listed. The most common other category was “Volunteer” with 8 (5.6%) responses 

in this category. 

 

For proper interpretation of the thoughts, suggestions and opinions presented in this survey, Children’s Services 

needed an understanding of what positions were most commonly represented in the agencies surveyed. 

Please choose the title that best describes your position at the organization: 

Other responses are indicated below (13; 9.2%) 

 I am a social worker at mental health but also a former foster parent and adoptive parent from Shasta County CFS. 

 Immunization Coordinator 

 Intake coordinator Residential Program  Director of Quality Improvement 

 Judge. 

 Trainers/facilitators 

 Volunteer 

 Volunteer ,Court appointed advocate 

 Volunteer advocate 

 Volunteer advocate for group home teenager. 

DEMOGRAPHICS  
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When combining the responses of stakeholders overall, “Referral to services for parents” was seen as a strength of 

Children’s Services by 47.9% of stakeholders. The next most common practice viewed as a strength was “Support and 

resources for youth” (45.1%) and “Referral to services for youth” (42.3%).  The least commonly rated practice was 

“Accessibility to management” with only 21.8% of stakeholders viewing it as a strength.  

In order to understand aspects of success 

and places for improvement, Children’s Services needed an understanding of how stakeholders view the practices of 

the Children’s Branch and which are most commonly seen as strengths. 

What Children’s Services (CS) practices do you see as strengths? 

Other responses are indicated below, verbatim (20; 14.1%) 

 Collaborative efforts with the families when they are 
implemented. 

 CS needs to focus on children's rights not birth parents' 
rights. 

 don't know. 

 Family Team Meetings work really well 

 Free parent trainings 

 I do not have any knowledge for or against the other 
strengths. 

 I don't have much dealings with Children's Services so I 
can't really answer the question. 

 I haven't seen CS at work 

 I haven't worked with them recently 

 I see a competent, overworked staff multi-tasking as best 
they can.   The ones I've met seem to really care about 
kids and families, but seem to have too many of both to do 
the best job for all concerned. 

 I've been very impressed with the SW handling 
"my" teens care. 

 N/A 

 not sure - I don't have enough interaction with CS 
to know 

 parents have much services available to them, 
rather they participate in them and continue in 
them is two different things. 

 Q 

 Response to CFS referrals from community 

 So much depends on who the worker is. 

 Support for children needing specific medical 
needs who's families make 40k per year or less. 

 Support for social worker who struggle with 
counter transference and bias against bio parents 

 When we are able to work closely with a CSW, it's 
usually a team effort. 



4 

 

Shasta County Health & Human Services Agency (HHSA) 

Child Abuse Prevention & Coordinating Council (CAPCC) 
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Court Appointed Special Advocates (CASA) 

Law Enforcement 
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Organizational Providers 

Foster Family Agencies (FFAs) 
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Juvenile Justice  

Shasta College - Foster and Kinship Care Education (FKCE) 



8 

 

When combining the responses of stakeholders overall, “Teamwork” and “Knowledgeable” were equally seen as the 

strongest qualities of Children’s Services, each viewed as a strength by 46.5% of stakeholders. The next most common 

quality viewed as a strength was the quality of “Respect” (42.3%), while the quality viewed least often as a strength by 

stakeholders was “Creativity” with 19.7% of stakeholders considering this quality a strength of Children’s Services. 

In order to understand aspects of success and 

places for improvement, Children’s Services needed an understanding of how stakeholders view the qualities of the 

Children’s Branch and which are most commonly seen as strengths. 

What Children's Services qualities do you see as strengths? 

Other responses are indicated below, verbatim (12; 8.5%) 

 All of the above would be strengths of a good Children's 
Services agency. The question is unclear as to if we are 
evaluating our agency or determining which of the above 
would be strengths for a good CS agency. 

 caring 

 deep care for the children they serve 

 Depends on the SW some have solid communication, in a 
timely manner, while others, not as much. 

 Don't know 

 I don't have much dealings with Children's Services so I 
can't really answer the question. 

 I have not worked with them recently 

 I haven't seen CS at work 

 I've been very impressed with the SW handling "my" teens 
care. 

 Like I stated earlier, when we have the 
opportunity to work with a CSW who wants to 
communicate and work with us as a team 
member, they usually are very thorough and 
efficient with the children they are working on. 

 not sure - I don't have enough interaction with CS 
to know 

 some of the staff persons are not respectful, or 
truthful, or efficient, they lie about situations in 
reports, to the courts,& to judges.  Some are even 
to say dishonest, and ineffective when it comes to 
foster parents, and their role in the child's care. 
Placing children at risk AGAIN... Court appointed 
attorney  says nothing or very little in court on 
behalf of the child. He has WAY too many cases for 
one non- efficient  office. 
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Shasta County Health & Human Services Agency (HHSA) 

Child Abuse Prevention & Coordinating Council (CAPCC) 
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Court Appointed Special Advocates (CASA) 

Law Enforcement 
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Organizational Providers 

Foster Family Agencies (FFAs) 
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Juvenile Justice  

Shasta College - Foster and Kinship Care Education (FKCE) 
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In order to understand aspects of 

success and places for improvement, Children’s Services needed an understanding of how stakeholders view the 

activities the Children’s Branch can do in order to prevent child abuse and neglect. 

What can Children's Services do to prevent child abuse and neglect? 

Other responses are indicated below, verbatim (26; 18.3%) 

 If only CFS actually had the funding to more that adequately staff your agency, and if the police had enough officers 
to actually investigate unhealthy homes and neighborhoods and if there were requirements that mentally-ill (I's 
including drug and alcohol addicts in this category) actually had to get the help they need to clean-up and or take 
their meds. (I know I'm simplifying), and if there were enough re-education and skills-teaching centers available to 
provide training so that folks could actually get a job and feel some pride in themselves, and the list goes on, then 
there would not be as many children abused and neglected. 

 I believe Shasta County already has these services but we are not involved in them because we are on the receiving 
end of the children after the abuse or neglect has happened. 

 Stop looking at a parents "right" to raise their children, and focus more on a child's emotional and physical safety 
and health as a priority. 

 Provide more services for adults with mental health/substance abuse issues 

 Stop giving children back to "parents" who have already failed the children! 

 Primary prevention education during pregnancy like making Cal Safe available to pregnant woman before the child 
is born and later removed 

When combining the responses of stakeholders overall, “Provide early intervention services to children and families at 

risk of child abuse/neglect” was most often seen as a prevention activity that Children’s Services could partake in to 

prevent child abuse and neglect. It was viewed this way by 86.6% of stakeholders.  The least commonly viewed 

prevention activity was “Provide information (such as advertisements and brochures) to inform public about the issue 

of child abuse/neglect in Shasta County” with 40.1% of stakeholders viewing this as a child abuse and neglect 

prevention activity Children’s Services could undergo. 
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 What can Children's Services do to prevent child abuse and neglect? 

Other responses continued (26; 18.3%) 

 offer classes and support after working hours. Many cannot achieve everything necessary if they work and in some 
ways it can set them up to fail 

 All of the above. 

 Outreach to schools and other youth/children organizations (i.e. YMCA, Scouts, Park District) to inform children 
about how to get help if they are/someone they know is experiencing neglect or abuse. 

 Provide transitional support and education for families who will be having their children return home from out of 
home/group home placement 

 Advertise more aggressively for prospective foster parents. 

 develop, if not already in place, a 'sponsor system' for parents.   e g  10 step programs 

 Offer free hysterectomies, incentives for not becoming pregnant, help enroll little ones in Head Start or similar 
programs to take some stress off of parents. 

 Open a crisis nursery like the Bay Area Crisis Nursery 

 Does "parents" include "foster parents" or other caregivers?     It is always interesting to me when children are 
placed with another family member when we know that the "parenting skills" are learned by each of us from our 
own parents. Many youth who come through our program live with a grandparent that has NO ABILITY to parent 
the child appropriately. Many times those children have a significant mental health disorder developing and the 
system does not provide the family or child with any assistance until everyone is at the end of their rope. 
Significantly damaged children require even better parenting and teachers than the average child and I feel that 
usually they get worse services 

 More meaningful & accessible services for families in the community who are struggling 

 We need more services for Parents to help prevent removal and promote earlier return 

 Provide early collaborative mental health intervention services for at risk families 

 Offer holistic counseling to parents and families. 

 do not put children back into bad situations, just because you should!   Children should come 1st before parents 
rights. Try giving the foster parents some rights to speak for the child. Social Workers in most cases have too much 
power, if they like or have prejudice, for the parent, than the foster parents suffer, and so does the child... 

 provide more in the home support for new parents rather than taking new baby out of the home for long periods 
just because parents have had some past issues. I.E. give them a chance with "A LOT of supervision." 

 To help clients who have drug and alcohol problems get the help they need while the children are still with them, 
by providing rehab monies, keeping the cash aid going so the families don't loose their housing and do intensive 
case management, testing while the kids are still in the home. 

 Provide services, if possible, for not only families that are the "worst off" but also skill building for parents who are 
not doing great but don't quite qualify.  All children need competent parents but there are very few quality 
resources for parents to get help for them or their child, if they are not the "worst cases". 

 Provide connection to substance abuse treatment services, including during pregnancy; and communicate to 
pregnant women and women of childbearing age the importance of treatment re: their ability to keep their baby in 
their custody. 

 targeted information/instruction for those most at risk 

 Investigate and take seriously accusations that staff members are lying in court or deceiving the foster parents in 
order to give the children back to their birth parents when there is conflict re: the parent's ability to appropriately 
care for the child. 
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Shasta County Health & Human Services Agency (HHSA) 

Child Abuse Prevention & Coordinating Council (CAPCC) 
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Court Appointed Special Advocates (CASA) 

Law Enforcement 
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Organizational Providers 

Foster Family Agencies (FFAs) 
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Juvenile Justice  

Shasta College - Foster and Kinship Care Education (FKCE) 
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In order to understand aspects of success and places for improvement, Children’s Services needed an understanding of 

which components stakeholders view as most important in maintaining a foster child’s placement stability. 

What are the most important components to ensure children's placement stability in foster care? 

Other responses are indicated below, verbatim (26; 18.3%) 

 A child thrives on consistency.  A child needs to know they have an advocate, who is always there for them, and 
only them.  Perhaps a Big Buddy program would help provide this? 

 ALL of the above 

 All of these services are very important 

 Allow foster parents a say in the child's well being. in the court, in CS meetings, they are better to access the child's 
welfare than the CS agent who only sees the child  once in a while. Especially after a visit with birth parent (s), 
foster parents know how the child is, (physically, and emotionally) after the return visit.  The courts are blind and 
deaf to the needs of a child, and too in tune to what the law says... The child's welfare is and should always be 1st!! 

 Biggest disruption cause for youth in foster care system is lack of education system support for youth with special 
needs 

When combining the responses of stakeholders overall, “Assessments of child’s needs” was viewed as one of the most 

important components by 72.5% of stakeholders for ensuring children’s placement stability. “Provide services 

appropriate to needs of child” was listed the next most often (68.3% of stakeholders), while “Wraparound services 

provided” was rated the fewest (38.7% of stakeholders) times. 



20 

 

 What are the most important components to ensure children's placement stability in foster care? 

Other responses continued (26; 18.3%) 

 Careful oversight of foster parents. 

 Counseling services for the children to ensure that they know that the situation they find themselves in is NOT 
their fault. 

 Diligent oversight of quality of foster and group homes. 

 don't know 

 Don't rely on where the birth mother wishes as to where CPS should place the children Not all relatives are suitable 
replacements. In addition, follow up on reports made in conjunction with known issues relatives have in relation to 
drug use and violation of rules CPS has established. There seems to be a large gap in follow through and accurate 
reporting. Not all family members are being considered. Back ground checks prior to placements. In addition, not 
reviewing prior arrest and child endangerment issues of ongoing foster parents should be a criminal act. 
Proceeding with adoption with this being knowledge is criminal in my opinion. 

 Educating Foster Parents on how to deal, parent, or integrate each child into their home. They need to know all the 
needs of the child. 

 Education of the substitute caregivers re the needs (i.e. trauma reactivity, universal signs of distress and how to 
help the child cope, support for the substitute caregivers from the time of the initial placement- info re child's 
behaviors towards adults and peers, known triggers and what caregiver can do when child is triggered). 

 Foster agencies that work against the foster parents in order to play favorite to a birth parent do no favors to the 
children. Insisting a foster family take every single child in the family can be DISASTROUS if one of the children has 
issues with molestation or inappropriate behavior taught by adults in their previous life.  These children need 
special one on one care away from vulnerable siblings. 

 Good parenting skills that are consistently used in the foster families.   Money to support the efforts of good foster 
parents to do more than the basic care  Too many children in one home stretch the capacity of the care-giver to 
the limit. 

 Hold FTM/Mapping with parents in the room; have honest respectful conversations; be supportive at all times 
(even when stating the difficult concerns) and do not judge 

 Maintaining friendships and connections of the youth 

 Making sure the foster family is educated and equipped to handle the child's background before placing them. 

 not to remove them in the first place unless absolutely necessary, most family's are split up over drugs and alcohol, 
if they were able to get the help to get sober while the kids were in the home that would be the best. The children 
are never the same after entering into Foster Care, I do understand that there are cases of abuse that they must be 
removed but for drug and alcohol issues the family can stay together with case management and the right drug 
and alcohol program and testing. 

 One caring person who speaks for and advocates for, the child. 

 Provide information/education to foster parents regarding trauma reactive behaviors, expectations of child 
behaviors and interventions/assistance available to the family before the child move into the home. 

 Reinforcement of adequacy of foster home child is placed in to prevent further ACE's 

 Remaining child and family centric--We are not saving children from families but rescuing families for children. 

 Retention of high quality foster care providers.   Provide them work Ongoing training and support. 

 Social worker proactively and regularly staying in contact with parents and both reminding and encouraging them 
to participate in their recommended services. 

 Stop placing children in foster care when APPROPRIATE family members are able and willing to care for children. 
Social workers do your jobs and actually check in on the children IN PERSON. Quit lying. Hold social workers 
accountable for their actions or lack thereof. 

 Thorough background on Foster Parent. 
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Court Appointed Special Advocates (CASA) 
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Foster Family Agencies (FFAs) 



24 

 

Juvenile Justice  
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In order to understand aspects of success and places for improvement, Children’s Services needed an understanding of 

which methods stakeholders view as the best way to meet the education needs of foster children. 

How can Children’s Services better meet the educational needs of children in the foster care system? 

Other responses are indicated below, verbatim (18; 12.7%) 

 Adequate review of the child's school record. 

 again all of the above 

 again allow the foster parent (if the child is in a foster situation for long term) to have the right to converse w/ 
teachers.   CASA, is the best thing ever for a child in care... and we need many , many more of them.... 

 Do the best possible to see that the child is in the best, most appropriate placement educationally.   This includes 
grade level, type of teacher (regular ed. - special ed., proximity to home/ career's work/ afterschool placement 

 Emphasize to foster parents that free K--12 education is usually a child's best benefit provided them free of charge 
by society, and to make the most of it by supporting and rewarding academic efforts.  Despite polite follow-up, I 
could never get the foster parent for my CASA teen to provide an organized study space.  The desk in the child's 
room was covered with a broken TV that the foster parent never moved and the 3-bulb floor lamp never had more 
than one dim bulb in it, across the room from the desk.  Also, the foster parent freely told the foster children and 
their CASAs that if the children wanted or needed to attend summer school, they could find somewhere else to 
live.  According to the free in-home tutor provided by Shasta County of Education, "It was like pulling teeth" to get 
the foster parent to agree to a day and time for tutoring. 

When combining the responses of stakeholders overall, “Increase consistent caregiver involvement in child’s 

education” was most commonly viewed as a way for Children’s Services to meet the educational needs of children in 

the foster care system. It was viewed this way by 66.9% of stakeholders. The second most commonly listed way was to 

“Improve/increase communication between caregivers and schools” with 58.5% of stakeholders sharing this sentiment. 

The lowest rated way was to “Provide more school related information to caregivers” as only 34.5% of stakeholders 

viewed this as a better way for Children’s Services to meet the educational needs of children in the foster care system. 
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How can Children’s Services better meet the educational needs of children in the foster care system? 

Other responses continued (18; 12.7%) 

 Have a family team meeting with the expectations of education needs for the child.  Sometimes the child's parents 
do not know the expectations of sending their child to school, and all that entails. 

 Have educational sites/services meet youth's special needs 

 Have the Parents input on their child's education needs 

 I don't know how CFS is currently doing in this area 

 I have worked with caregivers who don't even know the names of their foster kids teachers! The middle class 
education system harshly judges youth in foster/group homes and their caregivers. 

 Increase stability and services for transitioning children, help them get ready for life 

 Increase support for children w/challenges that include placement away from their families; encourage & facilitate 
active involvement of birth parent (s) in educational process 

 Informing substitute caregivers how to communicate w/child's teachers to foster collaboration w/re to ensuring 
that the child makes progress academically and socially in the school setting. Make sure that foster caregivers 
know how to monitor the child's school progress via the school website. 

 It seems to me that if a child is placed in foster care or in a group home, it is incumbent on the foster parents and 
group home staff to get the child to school...it should be part of the deal.  It's also the responsibility of the foster 
parents and group home staff to initiate and continue communication with the child's school.  If these adults are 
unable to help the child with academics, then they need to contact the school and work it out with the teachers or 
after-school program.  That's what these people are paid to do.  CFS's responsibility is to check and make sure that 
these duties are being preformed. 

 Make this a condition of placement. Some relatives are not really interested in the welfare of the children under 
their care and view them as CASH COWS. If a child is not doing well in school there may be an underlying problem. 
This is also true of physical and mental development. 

 Meet the emotional, attachment needs of the child and the educational stuff will take care of itself. 

 provide more support for extracurricular activities for foster youth 

 School of origin transportation is a LAW, we have no choice. 
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Juvenile Justice  

Shasta College - Foster and Kinship Care Education (FKCE) 
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In order to understand aspects of success and places for improvement, Children’s Services needed an understanding of 

areas stakeholders viewed as challenges for Shasta County parents. 

In your opinion, which of the following areas are challenges for parents in Shasta County? 

Other responses are indicated below, verbatim (34; 23.9%) 

 affordable housing is the biggest problem, then transportation, then job placement, or skills 

 all above 

 As a community (not just this community!), we do not include, support, and value parents who have serious 
challenges 

 As a teacher of children  who are poverty-stricken and living in wildly dysfunctional homes, I believe many of these 
parents need to get off the dole, get some help and do their jobs as parents and citizens.  It's become too easy for 
people to claim disability, unemployment or unemployability, or whatever and expect or demand that society 
support them, that teachers raise their kids, that they are entitled to not try.  There are jobs out there and free or 
subsidized health care and dental care and places to live, but the parents need to put some effort into accessing 
these services and not expect others to ferry them around and do the work for them. 

 Barriers to employment, drivers license, transportation, criminal history, appropriate clothing 

 culture of poverty 

 even when the parent has a job the rate of pay is not enough to support the family 

 For many, single parenting, young ages, great availability of less-than-healthy/helpful activities in the county are 
challenges people face daily. 

The overwhelmingly most commonly listed challenge area for Shasta County parents is “Drugs and/or alcohol 

problems.” A total of 89.4% of stakeholders felt this way.  “Limited employment opportunities” (64.1%) and “Limited 

affordable housing” (57.0%) were listed next most commonly as a challenge while the lowest viewed challenge by 

stakeholders was “Limited healthcare” with only 28.2% considering this, in their opinion, to be a challenge for parents 

in Shasta County. 
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In your opinion, which of the following areas are challenges for parents in Shasta County? 

Other responses continued (34; 23.9%) 

 Generational abuse patterns 

 Having quality, affordable places to get help....tools for parents who don't know how to help their kids.  What to do 
when x,y,z, or how to handle kids who does a,b,c? 

 Limited early intervention and education 

 Limited knowledge of parenting and child development 

 Limited quality of dental care for low income children. 

 Limited transportation 

 Limited availability of mental health services for parents 

 Low paying jobs 

 Mental Health services for parent and children 

 Moral support.  Life skills. 

 More support of foster care givers who are considering adoption be available 

 Most all required case plan services are offered in the middle of the workday 

 Not enough affordable extracurricular activities for preteens and teens 

 Not enough affordable, quality day care is a major problem..it is difficult to try and hold down a job when you are 
constantly having to rework your schedule around child care or you can't afford child care. Most jobs here in 
Redding are not high paying jobs. And no one can adequately take care of a family of 4 on minimum wage, let 
alone pay for child care. It would be nice to have a program that might supplement another family member's 
income so that they would be able to help with childcare-ie- kinship care 

 Not enough employment opportunities and all of the above 

 Not taking responsibility for their children and not teaching their child responsibility. 

 Our court system is BROKEN and our staff have been known to LIE IN COURT to the judge(s) so the child is placed in 
a way that the staff member thinks is best, even if it isn't.  Parents are allowed to bring strangers into homes to live 
with the children, marijuana use in the home is ignored, and some Foster parents are using the system for money 
for their own support. 

 poverty (2) 

 Shasta County as a whole is challenged by the prevalence of poverty, crime, violence perpetuating the drugs and 
alcohol use/abuse culture.  Families living with the impact of these adverse experiences have little personal 
resources to adequately cope on their own, the greater community has limited supplies of affordable & safe 
housing & employment opportunities; these are "quasi-public goods" resources that we all need to have access to 
and which can often provide families with a buffer to mitigate the negative experiences stemming from exposure 
to poverty, violence & crime. 

 the challenges are DON"T do alcohol/ drugs, Don't do violence in the 1st place, or do not have children....   if you 
do these things than you will loose your children for good, IF you do not earn back your privileges. 

 They do not trust the system or social workers with CFS 

 Transportation (2) 

 Very limited mental health care, very limited substance use treatment 

 When children are removed , cash aid stops and the parents lose their housing they become homeless and fall 
victim to crime, addiction etc.  then they can not get their child back until they find housing. Drug and Alcohol 
rehabs cost thousands so they can not get help with their addiction. and the cycle keeps going. 
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Juvenile Justice  
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In order to understand aspects of success and places for improvement, Children’s Services needed an understanding of 

areas stakeholders saw as the best way to help a parent experiencing stress and anger. 

How can Children’s Services help parents experiencing stress and anger get the help they need? 

Other responses are indicated below (25; 17.6%) 

 Affordable housing and assistance with transportation 

 Again all of these services are important. When parent have an open case, just throwing them into services is not 
helpful. Typically parents are not ready to engage 2-4 months into their case. Providing a service to help move 
through the anger and resistance first and then add in additional services as appropriate 

 All parents should have an advocate specifically for them while in court or when meeting with any mediators or 
social workers so that the parent is protected from the social workers 

 All the programs and services we can think of and willing to offer may not be what distressed parents believe as a 
need they have.  CS can leverage our relationships with others (service providers, schools, chambers of commerce, 
governing bodies, families living here and dialogue about what kind of a community we want live in) This kind of 
conversation builds a consensus for a vision of Shasta County.  Once we have a shared understanding of what kind 
of community we want to live & work in, we can then ask ourselves:   What strengths/resources do we have to 
move us from where we are now towards our vision?  What do we need to move us in the direction that we want 
to go? And how do we get there -Community Action Plan. 

 ask them 

“Treatment programs for alcohol abuse, drug addiction and behavioral health problems” were viewed by 76.8% of 

stakeholders as a way to help parents get help when they are experiencing stress and anger. “Treatment programs for 

anger and conflict management” with 71.1% of stakeholders viewing this as a way to help was the second most 

commonly chosen way to help. “Child care drop-off sites so parents can take breaks” was chosen the fewest times with 

only 41.5% of stakeholders viewing it as a way to help parents experiencing stress and anger. 
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How can Children’s Services help parents experiencing stress and anger get the help they need? 

Other responses continued (25; 17.6%) 

 childcare so clients can attend the support groups needed, for instance the Women s Refuge meeting is on Monday 
night at 6:00pm but do not supply childcare or transportation and the buses don't run that late.   The south county 
clients get even less services 

 Classes are great, but parents need child-care, someone to prepare meals, help with homework and bedtime 
routines while these classes are going on. 

 couple child care drop-off with some form of mandatory parent training 

 Creating a collaborative environment in which families in need can feel safe to seek help or support.  Such as a 
Family Fun Night with dinner and a joint activity or family friendly movie to help encourage stronger community 
and family bonds.  And we must overcome and manage our compassion fatigue that leads to an adversarial or 
jaded attitude toward families.  We need support like clerical help or streamline the work processes, and set limits 
so we have realistic and manageable work loads or have management cover cases when influx outstrips resources.  
And by offering renewing activities i.e., alternative work schedules (do the research it helps!), a peaceful place to 
break, provide basic needs like fresh clean tasting water or climate controlled break rooms and allow us to keep/
sell snacks or provide vending machines. 

 Don't know 

 Family resource centers located in their community.  Increased access to mental adult mental health and drug 
treatment. 

 Free PPP classes so parents don't miss out on class because they can't afford to pay. 

 Help with transportation to services.    Treat parents with kindness and respect. 

 I really like the child care drop off sites.  May be part of the drop off site could be an educational piece for the 
parent. 

 if a parent looses custody of a child, than they MUST earn the right to have them again. if that means court 
ordered classes, drug testing /weekly, stability in providing a home, and they must wait a specified number of 
months before the child is returned! 

 Incentives for parents who take free parenting classes. Bag of groceries, gift cards to places around town, free bus 
passes, winter coats, etc. 

 In-school classes for all levels of schools about appropriate coping mechanisms, self-awareness and boundaries 
within relationships. 

 Intensive, in-home services for families at time of reunification 

 Mental Health treatment for parents and children. Special needs continued services during reunification for the the 
more intense cases. Continued monitoring and availability. 

 Not just "drop-off" sites for breaks for parents but high quality long term care for children up to high school before 
and after school. To keep them safe and engaged in activities or just haning BUT in a safe environment. Community 
volunteers could be used.... 

 support for all family members involved in child's life. 

 The parents have to want them badly enough to access them and unless each parent is taken by the hand, 
provided transportation or whatever else they might complain of as an obstacle for them to do the right thing, 
there is little else you can provide, except birth control incentives to reduce the number of children being born to 
ill-equipped people. 

 Triple P has not been proven to be effective.  Yes treatment programs, but children do not belong in households 
with drug/alcohol abusing adults or family violence. 

 Vague and general question that does not make clear if parents are angry because their children have been or are 
at risk Treatment needs are very different for different families? Are parents stressed and angry/violent because 
their children are being removed? or are stressed and generally angry/violent toward a spouse? or are stressed 
and angry/violent because of a mental health disorder that needs treatment? or are stressed and angry/violent 
because of a drug addiction? 

 Visits from trained professionals to provide real application and how to's is needed. 
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In order to understand aspects of success and places for improvement, Children’s Services needed an understanding of 

When children have been taken into foster care, what do you think parents need to help them reunite 

with their children more quickly?  

Other responses are indicated below (35; 24.6%) 

 A clear understanding that CS believes they want to be the best parent they can be and that CS is here to help 
them get there, not punish them, including the assurance that aftercare will be provided. 

 Again all of the above and as stated in Q9 and parents would better served by offering  a group/service to help 
them work through the anger and resistance to engaging with CFS. Also educating the community regarding the 
services provided to decrease the stigma of the agency as 'baby snatchers' 

 Appropriate mental health therapy both individual and Family Therapy focusing on trauma 

 Caring and compassionate social workers that have the ability to form genuine rapport and relationships.  Right 
now the workload is such that it is nearly impossible to build a working relationship with our parents. 

 Case plans are often overwhelming, does not respect that some parents have to work a job, have limited 
transportation, services are spread out thru the county 

 Communication and treatment and multi disciplinary team meetings. 

 Don't know.  I'm assuming it is different for every family and that you all assess that situation, responding 
appropriately. 

 Drug testing and lots of it. 

“Support to help parents follow their case plan/manage their daily lives” was viewed by 81.7% of stakeholders as a way 

to help parents reunite with their children more quickly. More than half (59.2%) of stakeholders thought “All families 

have regular Family Team meetings to assist in placement decisions, successful reunification and aftercare services” 

would quicken the reunification process.  “Regular parent-child visitations” was only considered by 38.7% of 

stakeholders to be a way to quicken the process. 
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When children have been taken into foster care, what do you think parents need to help them reunite 

with their children more quickly?  

Other responses continued (35; 24.6%) 

 Fair treatment and more than the eye of just one social worker, parents need advocates from another agency in 
order to hold the CFS social worker accountable and honest 

 Fair treatment by child welfare staff regardless of anything. 

 Families are likely to feel more supportive in less formal team meetings or regular meetings with their social 
worker.  FTMs are incredibly intimidating for many families. 

 help in overcoming the problem that brought the child into foster care 

 Honest case workers are needed it can be proven that certain case workers lie. If drugs are involved all  family 
members have to be clean and if it is safe then they should have regular visitation. Team meetings are effective for 
written documentation only. 

 I believe each family needs a support person and a clear time line to finish the tasks at hand (i.e. parenting classes, 
drug/alcohol intervention, housing needs, job interviewing training etc.).  They are adults w/ dysfunctions and are 
in need of clear and concise expectations w/ someone to walk them through it. 

 I can't imagine parents are not given fair treatment by CFS...it's no doubt the reverse is true.  Have the parents 
thought about how fair their treatment of their children has been?  Parents need to think long and hard about the 
responsibility necessary to raise a child.  Many of these parents need education...high school, community college, 
vocational skills, in order to get a job to support their family and feel pride of worth. 

 I DO NOT think they need to be reunited with their children more quickly. Stop returning children to parents who 
have ALREADY failed them. Children who have experienced abuse/neglect at the hands of their parents are not 
better off with those parents. (Children are comfortable with what is familiar to them because it is all they know, 
not because they have some unbreakable bond with their birth parents.  Anything they don't know is scary to 
them.  They don't know they can be treated better.  They are only afraid of things being worse than what they 
know.  They have to be shown they someone will take care of them the right way). Abusive/Neglecting parents 
cannot be taught to love their children. If you give the children back, you are only perpetuating the abuse/neglect 
cycle. Love needs to be given while children are young or they will be unable to return it. 

 I really like having regular family team meetings, especially when there is difficult feelings involved.  I like having 
once a month FTM for difficult cases. 

 I think they need well-trained, organized, thoughtful case managers who can compromise to work within the family 
culture to make changes. Many of the CFS Case Managers i have worked with are not able to modify their 
uncompromising ways to deal with an individual family that cannot meet the parameters of their mold.... 

 if the parents have lost their children, before they can reunite they must do the items ( see above ) 

 Improved support for other family members (grandparents, etc.) involved with child(ren) to improve support 
system for parents 

 Increased availability of parent partners. 

 It depends on the issues of both the parents and child(ren) involved. 

 Make sure that the child is really going to be safe in that home and make sure that the parents are really ready to 
change their lives to take care of that child. 

 no judgement by professionals, learn to join with the family, meet them where they are at. A large number of 
parents need D & A tx and a safe place to live 

 Not be in such a hurry to try to reunify parents with their children.  Most do not deserve to have their children until 
they have completed significant training in anger management, drug and alcohol counseling, and work education. 

 parenting education and treatment if using substances 

 Put the welfare of the children BEFORE the welfare of the parents. 

 Same as #6 comment:  Social worker proactively and regularly staying in contact with parents and both reminding 
and encouraging them to participate in their recommended services. 

 Since you removed the children and the Parents have now lost their cash aid and housing, have become homeless I 
would think help with housing is one of the most important issues. 



45 

 

When children have been taken into foster care, what do you think parents need to help them reunite 

with their children more quickly?  

Other responses continued (35; 24.6%) 

 Support from an outside group to navigate the "system" which is often viewed as the "untrustworthy and against 
them" to advocate for them and explain where to push and where to bend whom they can view as being on "their 
side" like Rowell Family Empowerment does for education issues. 

 Support provided to parents to address both the Harm/Danger and the complicating factors so these issues will not 
end up delaying reunification. 

 Timely referral to services needed. Support groups of other parents who have lost children & reunified. 

 Transportation to visits. Assistance with housing for stable environment. Training for families how to access 
resources in the community. 

 Treatment or support to help parent address the areas of concern that led to child being removed from family - 
such as alcohol/drug treatment, mental health treatment, assistance with housing and job skills, assistance to help 
them leave a bad situation to start anew... 

 trust and rapport with social worker, no bias 
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In order to understand aspects of success and places for improvement, Children’s Services needed an understanding of 

ways stakeholders think would help prevent future separation between child and parent. 

After a family has been reunited, what kinds of support do you think parents need so the children are 

not removed again? 

Other responses are indicated below, verbatim (21; 14.8%) 

 a mentoring program involving a recovered parent from a similar situation that had the child put into care 

 Access to mental health care for the adults and children 

 again all of the above but I’m not sure if there are follow up services after the case is closed. Like at 3 and 6 
months. so many times I hear about families who started to struggle again after the case is closed because they did 
not have enough social supports in place, resulting in the children coming into care again. 

 buss passes 

 Consistency in anything that has been promised to them as far as support goes. 

 Continued support and accountability for stress monitoring and access to support. Help with finding housing that 
fits their budgets. 

 Don't know. 

 Focus on clear identification as to why the children were neglected/abused in the first place with significant 
counseling to determine if the parent is capable of transcending these motivations. Then significant support 
directed at assisting parents to achieve this change in their own self image. Children should also receive counseling 
on how to give parents opportunities to shift and grow to allow everyone a chance at a new beginning. 

“Regular follow-up by a case manager for support, mentoring, and connection to service programs” was viewed by 

83.8% of stakeholders as a way to help parents stay with their children. Following in quick succession, 82.4% of 

stakeholders thought “Support for maintained sobriety from drug and/or alcohol problems” would also help prevent 

future separation.  “Child drop-off centers so parents can take breaks” was only considered by 32.4% of stakeholders 

to be a way to help support the parents so children are not removed again. 
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After a family has been reunited, what kinds of support do you think parents need so the children are 

not removed again? 

Other responses continued (21; 14.8%) 

 I think the parents have enough services available to them,  I think we are forgetting that this is and should always 
be about the child!  and what the child needs, not the parents rights just because they are the parents, if they have 
abused the child  physically or emotionally or just neglected the child, than the parents need to earn their rights 
back... 

 I usually refer to "affordable, quality" child care. I am not sure what qualified means?     What does "community 
groups" mean?     Just because someone has been through the child welfare system does not mean that they are 
useful as mentors. Many of them are angry, frustrated and have their own unique issues that might not be 
pertinent to another. 

 Longer period of follow-up.  In-home visits from public health nurses. 

 Making them accountable for their actions, they need to be or become dependable parents... Parenting is not an 
easy job, but it is one of the most rewarding job, and can be done. If skills is what the parents need in order to 
successfully raise their children, then it should  be provided, however they need to be accountable, for caring for 
their children. 

 Need to start in the high schools with what good parents are: how to communicate with a child: how to teach a 
child; how to work with a child; read to a child; etc. Seem to see many parents  waiting for preschool to open 
sitting on their phones 

 Some children should not be returned to the parents!! STOP with the attitude that family reunification is the only 
way.  Sometimes visits is all that can be expected and you can save the children by keeping them in Foster care 
until they age out. 

 support for other family members involved 

 Support from an outside group like Rowell Family Empowerment does for families in the education world with 
children who have disabilities. --so they may feel more open to talking truthfully about issues rather than feeling 
like they may need to hide them because their kids will be taken if they are honest. 

 Support from the community, e.g., words of encouragement when a parent is having a tough time in a public place, 
and when they are doing a good job of dealing with a behavior problem, etc. 

 Teach their children to do the right thing by showing them how to make good choices.  Lead by example.  Set 
ground rules and follow through with them.  Establish a good foundation and routine that the children can learn 
and follow, that is not too far out of reach or unreasonable to accomplish. 

 The children may need to be removed again. Focus on the protective factors you need to have in place for the 
children. The children/parents would need to be checked in on (in person) more than once per week. The parents 
need to pass random drug and alcohol screenings OFTEN. Social workers need to be in frequent contact with the 
children's school to see how the children are functioning. (I don't think pairing up parents with other parents who 
have also had children removed would be beneficial in any capacity). 

 These parents need to know that they can not blow it again...that's it's not fair for the child...that consequences 
will follow quickly.  Once again transportation is essential...many don't have a driver's license or insurance or a 
vehicle and they will claim they can't access whatever services are provided. 

 What I think someone needs, may not be what they consider a need. 
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Summary 

Limitations 

Due to the small number of respondents in certain stakeholder groups, comments were presented together will 

all responses to the survey in order to protect confidentiality.  Also, the responses presented in this report may 

not be representative of the entire group of stakeholders or individual sectors that are partners of the Children’s 

Branch due to small numbers of respondents in some stakeholder groups and the non-random selection of those 

respondents.    

The County Self Assessment Stakeholder survey received 142 responses from various agencies with close 

interactions with Shasta County Children’s Services. Respondents were composed mostly of staff, but also 

represented many higher levels of management. 

The most commonly chosen practice of Children’s Services that was seen as a strength by these stakeholders was 

“Referral to services for parents.” (p.3)  The qualities most often chosen as strengths were “Teamwork” and 

“Knowledgeable” (p.8) The most commonly chosen prevention activity that Children’s Services could partake in 

to prevent child abuse and neglect was to “Provide early intervention services to children and families at 

risk of child abuse/neglect.” (p.13)  The component most commonly viewed as important for ensuring a child’s 

placement stability was the “Assessments of child's needs.” (p.19) The most commonly rated way to meet the 

educational needs of children in the foster care system was to “Increase consistent caregiver involvement in 

child’s education.” (p.25) The most commonly recognized challenge area for Shasta County parents was “Drugs 

and/or alcohol problems.” (p.31) The most commonly viewed way to help parents get help when they are 

experiencing stress and anger was “Treatment programs for alcohol abuse, drug addiction and behavioral 

health problems.” (p.37) The most commonly chosen way to help parents reunite with their children more 

quickly was “Support to help parents follow their case plan/manage their daily lives.” (p.43) After a family 

has been reunited, the most commonly viewed type of support parents need so their children are not removed 

again was “Regular follow-up by a case manager for support, mentoring, and connection to service 

programs.” (p.50) 

Generally speaking, when separating responses by closely interacting agency, response frequency was similar, 

with overall top rated options rating towards the top for most stakeholder groups and low rated options falling 

towards the bottom.  Overall, this survey has provided valuable feedback that will help shape future direction of 

the Children’s Services branch of the Health & Human Services Agency of Shasta County.   
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Shasta County Children’s Branch Self-
Assessment: Focus group results 

Background 
 
The Child Welfare System Improvement and Accountability Act of 2001 mandates that all child welfare agencies in 
California conduct a self-assessment and system improvement process on a three year cycle.  
The legislation was designed to improve outcomes for children in the child welfare system while holding county 
and state agencies accountable for the outcomes achieved. The intent of these self-assessments is for counties to 
examine all program areas to determine the basis for their current level of performance and to help them identify 
and remove barriers to improving performance. In addition, the goal is to improve child welfare services for 
children and their families and provide a system of accountability for outcome performance.  
 
The self-assessment includes formalized data measures and input from community-based stakeholder groups. 
These groups were asked to participate in a stakeholder survey, stakeholder focus groups, or both. The 
stakeholder survey results and formalized data measures are summarized in separate reports. This report 
contains the findings of the six stakeholder focus groups convened in August and September 2014. 

Methods 
 
Focus group members were selected based on criteria set forth through the California Department of Social 
Services County Self-Assessment stakeholder outreach requirements. Six focus groups were conducted with the 
following groups deemed to have important input or relevant information regarding the provision of services for 
children and families: 
 

 Biological parents 

 HHSA Children’s Branch staff 

 Independent Living Program participants 

 Indian Child Welfare Act Workgroup 

 Parent Leadership Advisory Group 

 Relative caregivers and foster parents 
 
Audio from focus groups was recorded with the permission of the participants and the interviews were 
transcribed, with the exception of one focus group which was recorded via note-taking and memory due to 
technical difficulties. The data consisted of six sets of interview notes, each 7 to 22 pages. The transcripts were 
then reviewed to look for common themes. 
 

Results 

QUALITY OF SERVICES PROVIDED 
 
Focus group participants who were clients of the child welfare system were asked what services they received 
that were helpful to them. All focus group participants, including those who are county staff or service providers 
were asked what they see as strengths of some of the services that are provided to child welfare clients. 
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Biological Parents 
One participant mentioned that they were receiving Triple P services through Wright Education.  However, they 
felt it was very similar in function to the group training that was available through the family center. It was also 
mentioned that there was a need for training related to parenting newborns, especially newborns that were 
exposed to drugs.  
 
Other participants mentioned that some of the benefits they received through the County’s Regional Services 
Branch were helpful. CalWORKS, cash aid, and Linkages were mentioned as benefits that had helped them to be 
able to make ends meet and more easily interact with their child. Participants also unanimously agreed that the 
Visitation Center is strength to the system. The workers at the center help the parents feel welcome, aren’t 
judgmental, listen to their concerns, and provide help and referrals to resources when necessary.  
 

HHSA Children’s Branch  
Participants mentioned several programs they felt were helpful in preventing the entry of children into the child 
welfare or probation systems. Programs mentioned included parenting resources such as Parent Partners and 
Triple P, as well as financial resources such as cash aid, food stamps, Medi-Cal, and CalWORKS. Other resources 
for the parents that were mentioned included Nurse Family Partnership and substance abuse treatment through 
Behavioral Health Team, while one resource mentioned for the child was the Head Start program. Participants 
also discussed several services for specialized populations such as children with disabilities, rural areas, and non-
English speaking families.  Providers mentioned included Far Northern Regional Center, the Redding Rancheria, 
Shasta Medical Health Center, Roswell Family Empowerment Center, and One Safe Place.  It was mentioned that 
the relationship between the County child welfare system and the Redding Rancheria and Pit River Tribe has been 
positive through inclusion of tribal members in county staff meetings and regular attendance on the part of the 
tribes. 

 
Independent Living Program Participants  
Two focus group participants mentioned the Transitional Housing Program had been a helpful resource in 
preparing them to support themselves and live independently. Another mentioned that their mother had mental 
health issues and had been receiving services from Shasta County, however they said this has not been working 
for her long-term. When asked about whether they had participated in any Family Team Meetings (FTM) and 
whether they were helpful, only one said they had participated and that it had been problematic due to their 
biological parent’s anger about losing their child. Many of the other participants had not heard of FTM. 
 
One participant mentioned that their Court Appointed Special Advocate (CASA) had been helpful to them during 
their time in the system. They said the CASA meets with them to talk about life and how they are doing, however 
they also mentioned that they were not currently going to court because it was a “waste of time.” The CASA has 
maintained contact with them even though they don’t go to court. Another participant said that many people 
don’t know about the CASA program and suggested that it be made an option for all children in the system.  
 
When asked specifically about the strengths of Probation staff they interacted with, one participant said the 
probation officers were able to understand what they were going to and they were good with connecting with 
youth. However, they said that it would be helpful to have more frequent and regular visits with Probation staff 
instead of random visits. 
 
When asked for their recommendations for how Child Welfare and Probation can help youth live independently, 
several suggestions were made. Participants made several suggestions related to life skills, including bill payment, 
writing resumes, filling out job applications, shopping for food, and cooking. Others suggested providing more 
one-on-one time with social workers, including meetings outside of the foster home where the youth can have 
more open communication with their worker.  
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Indian Child Welfare Act Workgroup  
Focus group participants praised the communication between the Indian Child Welfare Act (ICWA) workgroup and 
Children’s Branch staff. One participant said it has facilitated discussion about family issues and developing 
reunification plans for Native American children in the system. It has helped people on both sides to know who to 
go to in order to meet their needs. Another participant praised the cultural sensitivity of the workgroup members 
and said it has helped to facilitate communication. Participants also said the workgroup meetings were helpful in 
keeping people informed about tribal and state laws related to child welfare. This has been useful for Children’s 
staff members who participate in the workgroup and those who don’t; workgroup participants take information 
they learn through workgroup meetings back to social workers and others who need to know. There was also 
discussion about the benefits of the ICWA workers acting as liaisons between the child welfare system and Native 
American clients; in some cases clients do not feel comfortable working directly with a social worker due to 
cultural differences or previous episodes of poor customer service by their social worker, and ICWA workers are 
able to bridge that gap. 
 

Parent Leadership Advisory Group 
Focus group participants said some of the services they received that were helpful to them and their family 
included parenting classes, the Parent Partner program, Women’s New Life Recovery program, Visions of the 
Cross, and outpatient treatment through Perinatal. One person praised the services of the Parent Partner 
program in particular, saying it was helpful to have someone there to be a friend, give them encouragement, and 
talk to. They felt the one-on-one time with someone who has been in their situation helped them gain a better 
understanding of themselves. One who had taken a parenting class said they wished they had taken the class 
earlier so they could practice what they learned and use the anger management techniques.   
 

Relative Caregivers/Foster Parents  
Focus group participants felt that some of the classes that had been provided by Shasta County staff were 
“invaluable” to them. One participant said that the information provided was more helpful than what was 
provided by their Foster Family Agency and the techniques they have learned in the classes were immediately 
applicable in their homes. Other participants felt that the CASA services provided were helpful to their child 
because the CASA workers were aware of what new programs and fun things to do with children are available and 
the youth enjoy their time with the workers. However, a comment was made about the CASA workers sometimes 
overstepping boundaries with the caregivers by trying to schedule appointments at times that are inconvenient 
for the families. Another participant mentioned that one of their children had received Wraparound services and 
that it had been valuable to their child, who had received a “buddy” to help calm him. This buddy was able to 
keep the child’s anxiety level low, which led to behavior improvements. 
 

BARRIERS TO RECEIVING SERVICES 
 
Focus group participants were asked about what barriers to receiving services exist for Shasta County children and 
families in the Child Welfare system. 

 
Biological Parents 
One participant, who was male, felt that many of the services that were provided were mostly geared towards 
women. He mentioned that he could not get transportation assistance for a class he wanted to attend. He said 
that he was told the transportation assistance was only available to women, and said that bus passes were only 
helpful to those who take the bus. 
 

HHSA Children’s Branch  
One participant mentioned that transportation is an issue for many parents, particularly in Anderson and Shasta 
Lake. There are fewer services available in both of those cities and those without transportation often have to 
take hour-long bus rides each way to and from Redding to receive services and attend mandated visits. Clients 
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who live in Burney also have limited services available to them, although a family worker travels to the area once 
a week to see clients. Focus group participants discussed two solutions to the issue: first, a better public 
transportation system is needed; and second, providing more services in the areas where clients live would help 
overcome some barriers to receiving services. 

 
Independent Living Program Participants  
Two focus group participants mentioned barriers in receiving healthcare services. Both were Medi-Cal recipients. 
One said they needed a specialist and was only able to find one through a friend who worked in the office, 
because so few physicians accept Medi-Cal. Another mentioned needing prescription glasses and not being able 
to get them through their normal provider which had stopped accepting Medi-Cal.  

 
Indian Child Welfare Act Workgroup  
One participant felt that there are resources available to Native American Children, but many in the community 
don’t know about those services. They said for those who do use the services, it is difficult for them to access the 
services due to problems with transportation, money for gas, and making arrangements for their other children 
while accessing those services. Another participant felt that there are many resources, but that many are 
inaccessible to families due to the cost of accessing the services. Additionally, they said many families go into the 
system not knowing how to access the services that are available and that social workers should spend more time 
during intake appointments to orient clients to what they need to do and resources available to them. 
 
Another participant spoke of the difficulty of contacting families living in remote areas. While this workgroup 
member had been able to creatively solve communication issues for one particular family by using a counselor at 
Pit River Health Service to coordinate their communication and arrange for other services, this type of creative 
problem solving is not always available. Other focus group participants noted that not all staff go to the lengths 
that this worker did in that case. 
 
Another participant felt that car seats are a tangible need for the Tribes, but are only available to those who are a 
patient of their health center. They said it was a barrier to families who may need to transport children who 
require car seats. However, a different participant felt that should be a responsibility of the tribe. 
 

Parent Leadership Advisory Group 
No barriers to receiving services were discussed. 

 
Relative Caregivers/Foster Parents  
Participants mentioned the lack of a pediatric dentist who does sedation services in the area who also accepts 
Medi-Cal. Participants mentioned having to go as far as Sacramento, Vacaville, or Red Bluff to find this service. 
Transportation was a challenge particularly in this area.  One participant mentioned transportation also being a 
barrier for their Foster Family Agency that has children come from out of county. They said they have difficulty 
transporting the child to visits, doctor’s appointments, and court appointments, and often they have to pull 
multiple children out of school in order to take just one to an appointment. Another mentioned that the cost of 
fuel to transport their children to all of their appointments was difficult to cover. 
 
Participants also mentioned that it is sometimes difficult to receive services when waiting lists for providers are 
long. One mentioned that some of the service providers are understaffed and overwhelmed by the demand for 
their services, and that they had waited nearly six months to have one of their children scheduled for counseling 
services that were needed. 
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GAPS IN SERVICES PROVIDED 
Parents, foster parents, relative caregivers, and youth clients were asked what services they wish they had 
received that might have been helpful to them. 

 
Biological Parents 
Some participants felt that there are not enough support programs for fathers. They said they were not aware of 
the Supporting Father Involvement program. 
 

HHSA Children’s Branch  
Focus group participants mentioned that most of the services needed by adult clients are only available in 
Redding. There were previously services available to adults in Anderson, however only mental health services are 
available in Anderson through the school system. It was also mentioned that many of the services that are needed 
are not available until a family becomes an open case. They mentioned mental health services in particular, 
however another participant said that Triple P was available to parents prior to the family entering the child 
welfare system. One participant said that mental health services are available to the children outside of their 
being a case, however because mental health treatment requires parental permission, some children who need it 
may not be receiving it.  
 
One significant gap in services that was identified was assistance in paying for utilities. Participants noted that lack 
of utilities was a factor in noting whether the child was living in an appropriate environment. One focus group 
participant mentioned that it was difficult to see a family that could not refrigerate their food due to lack of 
electricity and money for ice in their ice chest. They felt the county could provide assistance with this service 
rather than removing their children and paying thousands of dollars for them to be in a foster family agency. 

 
Independent Living Program Participants  
One focus group participant said they would benefit from more food stamp allowances through the Transitional 
Housing Program as well as additional training in budgeting. Another said they had difficulties with transportation. 
They said they often had to pay friends gas money to help them with their transportation needs and that would 
cut into their discretionary spending funds. Another said the availability of bus transportation was not completely 
meeting their needs to get to work since the bus does not run after 7 PM and there is limited service on the 
weekends. This participant felt particularly discouraged about finding jobs because they were so constrained by 
bus availability.  

 
Indian Child Welfare Act Workgroup  
Focus group participants felt that communication issues were leading to gaps in services. One participant felt that 
they weren’t getting called for each case involving a Tribal child who is entering the juvenile justice system or 
being released from Juvenile Hall. They felt it was incumbent on them to act to prevent a child from being 
removed from the home or running away from home, but without notification by the Juvenile Court it was 
difficult to do so. They noted that calls from Child Protective Services often happen more quickly than they do 
from Juvenile Probation. Another focus group participant said that there needed to be more clarity on who to 
communicate with in a crisis situation if they aren’t able to reach their primary point of contact. It was also 
mentioned that during the intake process, there needs to be better communication between the social worker 
and the child about the child’s Native American status that needs to be noted in order to help them access 
benefits available to them as Tribal members. One focus group member pointed out that this is an issue on both 
sides; they said sometimes the social workers don’t ask or recognize the family as Native American, and 
sometimes the child does not share the information with the social worker because they are embarrassed about 
not having enough information about their relatives. 
 

Parent Leadership Advisory Group 
When asked what services they wish they had received, several were listed. One of the main themes was housing 
support. One person said that lack of housing was an issue for them in finding a job, while another said it was 
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important for them to find a different environment away from their drug and alcohol habit in order to get clean, 
and only jail worked.  As an extension of that issue, one participant said assistance with finding a job would be 
helpful so that they could be able to find stable housing.   
 
Also, one mentioned it would have been helpful to have counseling about how to deal with the other parent. They 
said in their case the other parent was not involved in development of the case plan and does not have custody, 
and the participant was unsure how to deal with the situation when that parent enters the scene. Another 
participant said they would like to see a website for parents to be able to find phone numbers for who to contact 
and time frames for milestones that should be achieved. Another participant suggested that having more Parent 
Partners available for clients to talk with in a safe environment that does not get reported directly to their social 
worker would be helpful for parents who are navigating the system.  They said they frequently heard that clients 
would like a Parent Partner to talk to. Along the same lines, participants also discussed that having someone help 
them understand how to go through the visitation process is important. They said in their case the court 
orientation came after having already had some visits with their social worker so it would have been helpful to 
have sooner. One other suggestion that was made was to make clients more aware through a class or group 
setting about their options for holding a Family Team Meeting. They said they weren’t made aware of the FTM 
process until they had been a client for six months.  
 
One challenge that was identified was the inflexibility of the system. Multiple participants said they had to quit 
their jobs in order to keep up with visits, classes, and perinatal appointments. They said some of their visits and 
services they needed were available only at times that conflicted with their working hours, which ended up 
leading to them quitting. They felt having to quit their jobs made it even more difficult to follow their case plan 
and suggested that visitation, treatment services, and classes be offered at more flexible times. 

 
Relative Caregivers/Foster Parents  
One participant mentioned that sometimes they felt the foster parent liaison was not the appropriate person to 
address some therapy issues that caregivers may need. They felt there was no available resource for them to 
assist them in a time of stress or distress, unless the foster parent paid out of their own pocket for a service that 
often is very expensive.  Another participant mentioned that it would be helpful to have childcare provided for 
caregivers who are attending County-sponsored trainings. They said they would like to attend trainings and 
classes that are available but felt it was difficult to do so without having someone who can take care of their child.  

CHILD PLACEMENT ISSUES 
 
Participants were asked several questions about how to increase placement stability, improve timely reunification 
rates, and prevent reentry into the system. 
 

Biological Parents 
Several barriers were mentioned by participants that made it difficult to reunify with their children. One barrier 
discussed was transportation; a participant mentioned that one day they had to make a six-hour travel itinerary 
from a neighboring county in order to arrive at a visit on time, due to lack of transportation. Another barrier 
discussed was housing; one person mentioned that they had difficulties finding housing in a place suitable for 
their child, in part due to lack of financial stability, and in part due to having other substance using household 
members when they were staying with relatives. Another barrier that was mentioned was showing consistently 
clean drug tests. One participant mentioned that they had to wait a long time between drug tests ordered by the 
social worker and they were hoping to prove sobriety by paying for their own tests, but the County and court 
system would not accept those test results. These challenges were also delaying the parents’ attempts to have 
“start/stop” visits with their child.  
 
Other placement issues were discussed including placement outside of Shasta County and placement with 
relatives. One participant stated their child was placed outside the county with friends of their social worker and 
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the foster family had to travel an hour and a half to bring the child to the area for visits, although they mentioned 
that it was a “blessing” that the foster parents were “great people”. Another participant mentioned that they felt 
that the home of the relative caregiver their child had been placed with was a less structured environment than a 
foster home the child had also been in. They felt this relative caregiver could have benefited from guidance and 
support from the County.  
 

HHSA Children’s Branch  
Some participants felt the Shasta County system tends to open less severe child welfare cases than other 
counties. There was some discussion about whether this was harmful to the families by placing undue stress that 
may lead to abuse. Additionally, they felt that the structure of the system where “parentifying” government 
officials may remove children from the home after being asked by families for help leads to mistrust among 
clients. They said that this mistrust has been verbalized at FTMs on some occasions.  It was also felt that 
expectations that must be met prior to reunification are so high that it sets up many parents to fail, leading to 
high numbers of children in placements. One participant suggested that a clear statement of goals should be 
made for the family and that the bar should not rise at a later date. 
 
Focus group participants felt that the improvement noted in timely reunification since implementing the most 
recent Self-Improvement Plan (SIP) was in part due to the hard work of staff that communicate well, care about 
their clients, connect them with the right services, and work hard at their jobs. They also felt the use of Safety 
Organized Practice at FTMs and SafeCare in the homes has been an effective way to address identified issues and 
get the children reunified with their parents. Another factor mentioned was the Sober Housing Program; the 
connections that the parents receive to substance abuse treatment, mental health, and parenting services have 
been successful in meeting the needs of the pilot program participants in order to reunify them with their 
children. 
 
When discussing the decreased rates of re-entry into the foster care system since implementing the last SIP, many 
participants felt that factors contributing to success included the purposeful engagement of the family’s support 
network. Other participants felt that making early connections for parents to the mental health system and 
substance abuse treatment were key.  
 
When asked what keeps children stable in their placements, focus group participants listed several factors. High 
Risk Teams, well-trained foster parents who know what to expect from their foster children, and having a 
placement liaison that works with families from the beginning of the case were discussed, although it was 
mentioned that there was no longer funding to sustain a placement liaison position. 

 
Independent Living Program Participants  
All of the focus group participants had experienced difficulties with permanent reunification with their families. 
One participant mentioned being reunified at age 14,only to be returned to foster care two years later due to 
their parent’s relapse in using drugs. Another mentioned having been in and out of the system three times, and 
that their two younger siblings are currently up for adoption. Another participant mentioned never having been 
reunified with their mother, who was not interested in going through the steps needed to get her child back.  
When asked if there were any specific services that could have been offered to them in order to help them return 
home, none of the participants had any suggestions.  
 
When asked why they thought some youth move between placements so often, participants shared their stories 
of having their placement change many times. One also shared a story of how their foster family was moving and 
the youth thought they would be moving with the foster family, only to be told that they weren’t. One participant 
felt that placement changes are so frequent due to a high demand for available placements and the lack of time 
to spend searching for the most suitable homes. They said the placement was usually more about convenience for 
the social worker than whether the foster family and children are able to connect. 
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When asked for suggestions about how to reduce placement changes in the child welfare system, one participant 
suggested following the model used by the adoptions program in determining the interests of both child and 
family before initiating a placement. They felt that this would result in more long-term placements. Another 
suggested that it would be helpful if foster parents did not judge youth in the system based on first impressions. 
This participant said they felt that their foster parents were testing them and expecting them to be a “bad kid”. 
Another suggested that there be joint therapy between foster youth and foster families. They felt it might provide 
a way for the youth to voice concerns that they might otherwise feel unable to share, leading them to act out 
instead.  
 
Participants also discussed help that was needed during their placement changes. One said it would be helpful for 
the foster families to be realistic in their expectations for the youth and understand that they can’t necessarily 
overcome their traumatic experiences and be a “good kid” on the first day in the home. Another participant said 
reassurance from the foster family would be helpful so that the youth could see that they deserve better than 
what they had experienced. Another said it would be helpful for the social workers to explain the history of the 
child to the foster parent so they could have a better understanding of the environment they are used to.  One 
participant also added to that by suggesting it would be helpful for foster parents to be trained in dealing with 
youth who come from stressful environments to provide some trauma and mental health care to these children.  
One participant said it would have been helpful for them to have counseling services while they were going 
through the adoption process. 

 
Indian Child Welfare Act Workgroup  
Focus group participants felt that early communication with ICWA workers and family team meetings were 
important tools in helping to increase placement stability for Native American children. They said many social 
workers are doing a good job in alerting the ICWA about the potential for removing a child from the home which 
gives them the chance to put them in a placement with a Native American family. One participant also mentioned 
that FTMs are helpful in bringing the support system, including Tribal members, together to discuss the issues that 
need to be resolved in the family and coming up with plans for addressing those issues. 
 
When discussing what causes lack of stability in placements for Native American children, one focus group 
member said there was a shortage of Tribal approved homes for the children to be housed with. They felt that 
there are a lot of families that could house the children, but many will not due to fear of the system and the 
hoops that they would have to jump through.  Another participant suggested a challenge comes from the inability 
of non-native families to adopt Tribal children. They said that sometimes when a family hears they may not be 
permitted to adopt the child due to Tribal regulations, the children will usually be moved. It was also mentioned 
that cultural differences may lead to placement changes; sometimes a child might be seen as misbehaving by a 
non-native family, but it is normal behavior for a child of a particular tribe.  They also suggested that sometimes 
some of the County’s service providers may make recommendations about separating siblings based on a lack of 
cultural awareness about typical behavior for a tribal child.  
 

Parent Leadership Advisory Group 
When asked for their thoughts about whether it was important for siblings to be placed in the same home, focus 
group participants were united in their thinking that it is less traumatic for children through all phases of their 
case if they are able to stay with their siblings. They felt that at the beginning of their separation from their 
parents, it was important for them to have the familiarity and comfort of having their siblings with them. They felt 
this was especially the case in younger children, who have more behavioral outbursts if they are separated from 
their siblings. In addition, they felt that if children are separated from their siblings, it makes things more difficult 
when they are reunified with their biological parents to have to adjust to siblings they may have been separated 
from for a long time.  
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Relative Caregivers/Foster Parents  
Relative caregivers and foster parents felt that some of the issues that lead to children having multiple 
placements arise from difficulty for the caregivers in handling some of the issues that the children are dealing 
with. They felt that some of the youth come with problems that require training on the part of the caregiver to 
address, and because the County’s highest priority is to find available beds for the children, rather than a “match”, 
they sometimes end up in a foster home that is not equipped to deal with them. One participant felt that foster 
parents who do not accept adoptive placements feel more overwhelmed by the issues of the children and that 
training is often not enough to help them overcome these barriers, leading them to return the children to the 
County system. The participant felt that adoptive parents are more often ready to deal with more challenging 
issues. 

STAFF ISSUES 
 
Participants were asked what training might be needed in order to improve the experience of families as they 
navigate the child welfare system.  Also, other issues came up in discussion related to difficulty working with 
Children’s Branch staff. 
 

Biological Parents 
One participant mentioned having communication difficulties with social workers. They stated having left 
messages “day after day after day” and not receiving a timely response. It was also mentioned that FTMs were a 
more productive way of communicating with their social workers than their regular communication, in part 
because it made the social workers accountable when other individuals were present at the meeting, and also 
because the concerns that the social worker would note in the case file but not voice to the parent would be 
addressed in the FTM. Other participants mentioned that it would be helpful if their social workers had better 
training on their jobs and if they spent more time getting “up to par” with their case. One mentioned having an 
issue that they had to raise in court because their social worker was not prepared. 
 

HHSA Children’s Branch  
Focus group participants felt that more training on policies and procedures was helpful for new social workers. In 
addition, one participant felt that having a mentor was helpful for new workers who need to hone their skills and 
may otherwise feel unprepared to handle their cases. 

 
Independent Living Program Participants  
One participant said that it was usually difficult to reach their social worker and that their visits were infrequent. 
They mentioned an expectation that social worker visits would be monthly, however they said they usually only 
see their social worker every two to three months and that their social worker doesn’t return phone calls. 

 
Indian Child Welfare Act Workgroup  
While focus group participants earlier praised communication between Children’s Branch and the tribes through 
the ICWA workgroup, they also felt communication between social workers and clients needed improvement. 
One participant said that there were sometimes misunderstandings between social worker and client that could 
be improved by more open communication and frank discussion. Another pointed out that many families don’t 
have basic utilities, including some of those who choose to live a more traditional way of life, and so they don’t 
have the means to research services available to them or understand how to navigate the child welfare system. 
They said it was important for the social worker to help them through that process.   
 

Parent Leadership Advisory Group 
Two focus group participants said they had interacted with multiple social workers during their time navigating 
the county system. One said they had been assigned five social workers, while another had had three. They felt 
that building a relationship with a social worker was an important factor in working towards reunification with 
their child. One said they had to restart their process each time they were assigned a new social worker because 
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they weren’t familiar with the case. Another said they felt like their case was put on the back burner and phone 
calls were not returned after losing their second social worker.   
 
When asked what would be an optimal turnaround time for a return phone call for a social worker, one parent 
said that usually when someone calls a social worker, something is going on and a return phone call should 
happen on the same day. They said it would often be longer than that same-day turnaround to receive a return 
phone call. Another said they would prefer a one to two day turnaround, but sometimes it would take weeks for a 
return phone call. They acknowledged the demanding caseload of their social worker but said they were worried 
by it.  
 
When discussing gaps in services, two focus group participants said they had to ask about services and be 
proactive in order to learn about them. Those two were signing up for many of the services they received before 
they were referred by their social workers. Two other participants suggested training for social workers to be 
more knowledgeable about the resources to which they should be making referrals for their clients.  
 
When asked about what training might be needed for Children’s Branch staff, parents suggested that training on 
empathy and the importance of better understanding their clients, their history, and the challenges in life they are 
facing would be helpful to improving relations between client and social worker and make their communication 
more productive.  

 
Relative Caregivers/Foster Parents  
Participants in the relative caregiver/foster parent group felt that communication was a key issue between the 
County and themselves. They felt it was extremely important to be made aware of any issues the child was 
dealing with so they could best address them, including issues that were relevant to the safety of themselves and 
their other children. They understood that sometimes the County was unaware of the problems for new children 
who are just entering the child welfare system. However, they felt that information that could help them assess 
whether the child was a good fit for their home was important to share so they could decline the placement, or so 
they could know how to prepare for it.  One participant felt communication had improved since the All County 
Information Notice in early 2014 that clarified the amount of information sharing that was appropriate and 
necessary with the caregivers. 
 
The relative caregivers and foster parents also felt that there were areas where staff training was needed. One 
mentioned that their social worker, who was not new, was not aware of a form that was needed for court. The 
same focus group also had a discussion about providing mentors for new staff to meet with on a daily basis to talk 
about cases that they were working on.  It was mentioned that this was a practice many years ago and it was 
found to be valuable. They felt that the current practice of hiring recent graduates with Master of Social Work 
degrees and no experience in a social worker position beyond an internship as Senior Social Workers was leading 
to problems in that they are unable to handle certain responsibilities of the position.   

OTHER ISSUES 
 

Biological Parents 
No other issues were discussed. 
 

HHSA Children’s Branch  
One participant felt that many of the underlying issues for families are traced back to generational poverty. They 
stated that there is a large population who struggle with abuse tied to poverty, low educational attainment, and 
teen pregnancy.   They felt that it was important for public health, mental health, and drug and alcohol programs 
to work together to identify areas for prevention that would decrease entry rates into the system. Another 
participant felt that the lack of jobs in the area was an important factor. While there are job assistance programs 
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such as CalWORKS and the Smart Center, when there aren’t enough jobs it is a significant barrier to escaping 
poverty.  
 
Focus group participants felt that the collaboration between Children’s Services and Probation has been 
ineffective. One participant felt that it has been improving over time, but another felt that the collaboration that 
they see between Mental Health and Probation is not being replicated between Child Welfare and Probation. 
 
When asked whether non-minor dependents are being prepared adequately to live independently, focus group 
participants said that more needed to be done. One participant said they needed training on how to work with 
one of their children who is about to turn 18. Another said they needed more access to the children who will age 
out of the system prior to them aging out; another said that some of these youth have good AB 12 plans to help 
them become independent, but some of the youth do not follow the plans so are not prepared to be on their 
own. 

 
Independent Living Program Participants  
Two focus group participants said they would like to have had more options in their education. One would have 
liked to choose which school they attended, while another felt that they had many difficulties in getting along 
with their classmates and would have preferred a home school option.  

 
Indian Child Welfare Act Workgroup  
One focus group member said it would be helpful to evaluate the workgroup’s success by looking at the number 
of Tribal children who entered the child welfare system and how long they were in the system before 
reunification. They suggested comparing these measures before and after the start of the workgroup in order to 
see if the workgroup is successful or if there are still areas they can identify for improvement.   
 
When discussing gaps in services and better collaboration between Children’s Services and other agencies that 
can be supportive to Native American families in the child welfare system, one participant said that improvement 
should be made in building a relationship with the child, so they are not lost in the system. They felt it was 
important for the child to know that both the Tribe and the County care about them. This participant was hoping 
to work through the ICWA to address this issue. 
 
Focus group members closed the discussion by talking about breaking down barriers between the tribes and the 
system. After the discussion about how more cultural awareness among non-native foster families, social workers, 
and service providers can improve child welfare outcomes, one person also acknowledged that many individuals 
in their tribe are taught to mistrust government and that mistrust was being passed on to the children. They said 
the ICWA was important in helping to break down those barriers, and suggested that schools and the court 
system be offered a short session on Native American culture. Another focus group member suggested that 
videos be shared with new social workers as a training tool to help them understand the history, laws, and 
traditions of their tribes. 
 

Parent Leadership Advisory Group 
One participant who had served as a Parent Partner for six months said that they had not received any referrals 
for a long time in the beginning of their term. Toward the end of their term they were receiving many referrals 
but they felt it would be difficult to build relationships with their referrals when their term was ending soon.  
Additionally, this participant felt that the Parent Partner program was being offered mostly as a reward for 
parents who are successful in the system and thought that it should be offered more to those who may be 
struggling and need it the most. 
 
One parent said they thought working with multiple social workers and the lack of a trusting relationship for the 
child makes it difficult for children to cope. They said counseling or mentoring through a program like Big 
Brothers/Big Sisters was helpful for the children in coping. Parents also thought it was important for families, 
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especially the children, to have feelings of normalcy. They proposed having events where foster families could 
interact. One participant added to the sentiment by sharing a story about their child who didn’t smile in photos 
with their foster family, because they didn’t want their biological parents to see them being happy while being 
separated. They suggested that having a more open relationship between foster family and biological family 
would be helpful in alleviating those fears for the children.  

 
Relative Caregivers/Foster Parents  
One participant in the relative caregiver/foster parent group discussed using respite care. They felt that they 
would be frowned upon if they used the option and that the County viewed it as something that should be used 
only in dire circumstances. The participant felt that using the option jeopardized their foster placements and that 
the scrutiny placed on the request was enough to make them feel guilty. The participant mentioned feeling a 
need to take one weekend per month away from their difficult long-term placements. 
 
There was also a great deal of discussion about the relationship between social workers and caregiver homes. One 
participant made the suggestion that all children placed in a home should be on the same worker’s caseload so 
that families were dealing with the same worker, making it easier to build a rapport between worker and family.  
However, the group recognized that it might be difficult when a child changes placement to also change their 
social worker at the same time.  In a separate discussion, one participant mentioned that they were told by 
multiple social workers not to call them for anything outside of their stated role on the case. Another participant 
mentioned that some problems had been identified where social workers were documenting monthly visits to a 
home that were not occurring. One participant said that one of their current placements had been with them for 
almost two years, and their social worker had visited the home only twice. Another issue that was raised was the 
lack of respect shown regarding a child by some social workers; one participant mentioned inappropriate 
comments made by the social worker to the caregiver about the child, and another mentioned disrespectful 
statements made directly to the child by the social worker in the caregiver’s presence.  Lastly, it was mentioned 
that boundaries needed to be established regarding interactions between social workers and children. 

Conclusions & Recommendations 
 
There was a striking difference between focus group discussions regarding perceptions of communication 
between staff and clients. Biological parents, relative caregivers, and foster parents felt there is a lack of 
communication between social worker and family. This lack of communication includes failing to return phone 
calls in a timely way, failing to connect families with the right resources, and not informing foster parents of issues 
that they should be aware of regarding the child’s history. However, Children’s Branch staff felt that there is good 
communication, that social workers care about their clients, and that families are connected with the right 
resources.  
 
Another overwhelming theme throughout the focus groups was that many of the services that are needed are 
available to clients but they are difficult to access. Barriers included transportation issues, long waiting lists, not 
being informed about resources by social workers, lack of flexible hours, need for childcare for other children 
while taking one child for a visit, and providers refusing to accept Medi-Cal.  
 
The collaboration between Probation and Children’s Branch was discussed in most focus groups. Independent 
Living Program youth and parents both felt the probation officers were helpful to the youth and cared about 
them, although some youth said they would like to have more frequent, regular meetings with their probation 
officers and that it would be helpful to have some life skills training through the Independent Living Program. 
However, participants in the ICWA workgroup and Children’s Branch staff both felt that the collaboration 
between Children’s Branch and Probation was in need of improvement. Some frustration was noted by Children’s 
staff about the lack of effective communication and the absence of collaboration similar to the one that they 
observed between mental health and Probation. Others noted the changes Probation has been going through 
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over the past two years and felt that communications were improving through weekly meetings. In the ICWA 
workgroup, frustration was noted about the lack of consistent notification from Probation to alert them when a 
child is being sent to Juvenile Hall.  
 
Regarding child placement stability and timely reunification, some of the discussion centered around hurried 
placement of children in homes that may not be a good match for them based on the family’s training to handle 
behavioral problems, trauma, or preference for permanent placements. They felt that more honest 
communication between social worker and foster family about the child’s history and needs would avoid many 
placement changes, although it was felt by one participant that communication had improved since the issuance 
of the All County Letter that clarified the information that social workers can share with caregivers. Additionally, 
they felt that more patience and understanding for the child on the part of the foster family would help to 
decrease placement changes. Focus group participants felt that more open and honest communication between 
social workers and families would help to overcome many issues, including mistrust of the system, that lead to 
placement changes. They also felt that fewer changes in social workers would be helpful to both parents and 
children.  They also felt that many barriers existed that prevented clients in accessing services needed to help 
them follow their case plan and this resulted in delays in reunification. 
 

Strengths 
 Numerous service providers exist throughout the community that collaborate with HHSA Children’s Branch to 

provide resources to clients of the child welfare system.  

 Independent Living Program youth felt that their interactions with their probation officers and CASA staff 
were helpful to them in coping with their situation. 

 Parents felt that many resources including parenting classes, substance abuse treatment, the Parent Partner 
program, and benefits from the Regional Services Branch were helpful to them in addressing some of the 
challenges they needed to overcome to be reunified with their child.  

 Family Team Meetings were identified across multiple focus groups as an effective tool in providing a support 
system and providing solutions for families in the child welfare system. 

 Participants felt that the collaboration between the ICWA workgroup and Children’s Branch was effective in 
facilitating case planning. 

 Participants felt that the ICWA workgroup members demonstrated cultural sensitivity and awareness. 
 

Areas for Improvement 
 Numerous barriers exist that prevent clients from accessing services that are available to them. 

 Clients feel that social workers do not communicate effectively. 

 Clients feel that social workers could use more training on policies and procedures and more time to learn 
about their case. 

 Participants felt that the collaboration between the ICWA workgroup and Probation was not effective. 

 ICWA workgroup participants felt that more cultural awareness and sensitivity was needed among social 
workers, foster families, and service providers. 

 Clients feel overwhelmed by multiple changes in placement and multiple social workers. 
 

Recommendations 
Based on the results of the focus group, the following recommendations are made: 
 

 HHSA Children’s Branch staff should work to address communication issues between social workers and 
families. Communication issues that should be addressed include returning phone calls, informing biological 
parents and foster families of helpful resources, and notifying foster parents of important information related 
to the foster child and their biological family. 
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 Children’s Branch should consider identifying mentors to train new social workers in policies and to provide a 
sounding board for ongoing cases that the new social workers can discuss with more experienced social 
workers. 

 Children’s Branch should consider providing more training opportunities that inform social workers about the 
resources that are available to their clients. 

 Children’s Branch should consider creating a workgroup with the goal of decreasing barriers to accessing 
services. 

 The Health and Human Services Agency should work towards providing more co-location of services needed 
by biological parents, caregivers, and children who are clients of Children’s Branch in Anderson, Shasta Lake, 
and Burney. 

 A Juvenile Probation staff member should be recruited to participate in the ICWA workgroup. 




















































