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Introduction

Child welfare systems in California and across the country 
have undergone dramatic transformations in the past decade 
as states have successfully reduced the number of children in 
foster care by focusing on alternatives to removing children 
from their homes and shortening the lengths of stay for 
children who do enter foster care. Despite these efforts, 
hundreds of thousands of children in the U.S. continue to 
require some time in foster care to ensure their safety. 

As the size of the foster care population has decreased 
over the past decade, many states, including California, 
have undertaken comprehensive efforts to improve the 
quality of the foster care systems they administer. Ensuring 
foster children and youth grow up in families, rather than 
in congregate care, has been a critical and laudable focus 
of these reform efforts. However, as child welfare systems 
strive to reduce congregate care utilization, they must create 
an adequate infrastructure to meet the needs of youth in 
family-based placements, including youth who require more 
intensive services or supports to heal and thrive. For example, efforts must focus on recruiting, retaining, 
and supporting high-quality caregivers; developing specialized foster homes for youth with serious 
emotional, behavioral, or mental health needs; equalizing supports, services, and funding for relative 
caregivers; and ensuring foster children and youth do not need to “fail up” to a congregate care setting in 
order to receive the services they may need to heal from trauma. 

As Congress considers child welfare system reform proposals focused on incentivizing family-based 
placements for foster youth, it should ensure that any changes in federal policy and funding support, not 
undermine, state efforts to improve the adaptability and quality of the foster care system and its ability to 
meet the needs of foster youth across the continuum.

Deinstitutionalization and the Transition to Community-Based Care

Over the past decade there has been a growing prioritization of policies aimed at placing foster youth 
in the least restrictive, most family-like settings possible, in recognition of the fact that children have 
better outcomes when raised in families as opposed to institutions.1 As a result of this increased focus on 
supporting foster children in home-based settings, the total number of children placed in congregate care 
settings decreased nationally by 37 percent from 2004 to 2013.2 Moreover, congregate care reductions 
have occurred at a greater rate than reductions to the total foster care population, resulting in a decrease 
in the percentage of children placed in congregate care relative to the total foster care population.3 Child 
welfare systems have also made strides in reducing the number of children under age 12 who are placed in 
congregate care settings.4 
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Many of the youth who remain in congregate care today have more complex needs than their peers in 
traditional family-based settings. For example, data indicates that youth placed in congregate care settings 
have nearly twice the rate of clinical problems as youth in traditional foster care placements,5 and they are 
almost three times more likely to have a mental health diagnosis than children placed in other settings.6 
They are also predominantly older and have significantly higher levels of internalizing and externalizing 
behaviors than children placed in traditional foster care placements.7 However, it is also important to 
recognize that children and youth in congregate care are not a homogenous group,8 and some youth 
may still reside in group homes for reasons other than a specialized behavioral or mental health need. 
This may be particularly true for teenagers, for whom there is a serious shortage of foster homes in some 
jurisdictions, and for youth with juvenile delinquency involvement, as group homes may be used as an 
alternative to placement in a more restrictive setting (such as a locked juvenile facility).9 

Developing Alternative Community-Based Placements

As states strive to further reduce utilization of congregate care, they must invest in recruiting, retaining, 
and supporting caregivers capable of meeting the needs of foster children and youth with varying special 
needs and trauma histories.10 This is no small feat as recruitment and retention of families able to provide 
high-quality care has been a persistent challenge nationally. Many foster parents quit fostering in the 
first 12 months and cite a lack of agency or caseworker support, difficulty with a child’s behavior, and/or 
inadequate services for the children in their care as reasons why they stop fostering.11 Inadequate financial 
support for family-based placements also negatively impacts foster parent recruitment and retention. 
Foster care payment rates in most states do not cover the actual costs foster parents incur while caring for 
the children and youth placed with them.12 

Greater engagement and support of relative (also referred to as “kin” or “kinship”) caregivers will be critical 
to efforts to recruit more family-based homes for foster children and youth. Relative placements have 
been shown to promote stability and connection to community, and youth placed with relatives often 
have fewer placement changes, more frequent contact with birth parents and siblings, and fewer negative 
emotions about their time in foster care.13 

Relatives care for almost a third of the children in foster care today and represent a steadily increasing 
share of our home-based foster care placements.14 However, relatives often receive less funding and fewer 
supports and services as compared to non-relative caregivers. In fact, across the country, the majority of 
relative foster parents do not receive any foster care benefits due to state licensing laws that allow relatives 
to be licensed under different standards than non-relatives.15 Instead, many of these families rely on 
Temporary Assistance for Needy Families (TANF) benefits, which often provide funding well below the 
rate of foster care payments and are not reflective of the actual costs associated with raising a child.16  

Further, the lack of financial support provided to relative foster families is not compensated for by 
an increase in services or other supports. To the contrary, kinship families are far less likely to receive 
supportive services, including training, access to support groups, or respite care.17 This lack of support 
creates significant barriers for kin caregivers, who on average are older, more likely to be single, and have 
lower incomes than non-related foster parents.18 Providing equal funding, supports, and services to relative 
caregivers is essential if states are serious about reducing reliance on group care and connecting children to 
families. 

The Need to Expand High-Quality, Community-Based Mental and Behavioral 
Health Services 

As states work to reduce congregate care use, they must also ensure there is an adequate supply of 
high-quality services to help these vulnerable children and youth heal and stabilize in family settings.19 
Historically, most states have struggled to meet the mental health needs of foster children,20 who are at 
high risk for behavioral and mental health conditions because of the abuse, neglect, and trauma they have 
experienced.21 In fact, when the Children’s Bureau conducted its first two rounds of reviews of state child 
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welfare systems, only a few states received a “Strength” rating for assessing and addressing the mental 
and behavioral health needs of foster children and youth.22 Common challenges include a lack of early 
identification and assessment of youth’s emotional and behavioral issues, as well as shortages in the 
availability of high-quality, child-centered behavioral and mental health services.23 

Meeting the emotional and behavioral health needs of foster children and youth also requires strong 
collaboration between state child welfare and health care systems. Over the past decade, federal legislation 
and policy guidance have prompted improved collaboration,24 but more work remains to ensure that these 
systems work together to provide all foster children and youth with the mental and behavioral health 
services they need to heal in a family setting. 

California’s Reform Efforts

California’s efforts to transform the continuum of care for 
children and youth in the foster care system can provide 
valuable lessons to policymakers considering ways that the 
federal government can help ensure that states are placing 
children in the least restrictive, most family-like settings 
possible. Initial reform efforts that more narrowly focused 
on reducing the use of congregate care have since evolved 
into a broader re-envisioning of how to structure the array 
of placements and services to meet the needs of all foster 
children and youth. 

In 2012, California launched the Continuum of Care Reform 
(CCR) effort which revamps the state’s foster care rate-setting 
system to better support a continuum of programs, services, 
and placements with the goal of enabling foster children 
to grow up in family settings.29 At its core, CCR seeks to 
improve the quality of the foster care system by eliminating 
long-term group care utilization and increasing placements in 
family settings. Two fundamental principles underlying CCR 
are that: (1) children should not need to change placements 
to get the funding, services, and supports they need, and 
(2) congregate care should only be used as a short-term 
intervention to resolve emotional, behavioral, and mental 
health issues that prevent foster youth from living safely in a 
family setting.30 Statewide implementation of CCR begins in 
2017, and will occur in stages over multiple years.31 

The CCR effort has been informed by a number of prior 
and ongoing reform efforts in California,32 including an 
earlier demonstration project - known as Residentially Based 
Services (RBS) - that sought to improve outcomes of foster youth in group homes by testing a short-term 
residential program model with ongoing, community-based services and supports that continued after 
the youth transitioned to a family setting.33 Building upon the lessons learned from this demonstration 
project, CCR will eliminate non-therapeutic congregate care entirely and transform all remaining group 
homes into “short-term residential therapeutic programs” that incorporate mental health treatment and 
other intensive services to address the needs of foster youth.34  

DATA SNAPSHOT: 
CONGREGATE CARE  
IN CALIFORNIA

Over the last decade, California 
has had significant success 
in reducing its reliance on 
congregate care, with the number 
of children placed in congregate 
care settings decreasing by 45 
percent from 2006 to 2016.25 
Similar to national trends,26 
reductions in congregate care 
use in California have outpaced 
reductions in the total foster 
care population, with the 
percentage of California foster 
children placed in congregate 
care settings declining from 12.4 
to 8.5 percent.27 Approximately 
91 percent of California youth 
living in congregate care settings 
today are age 12 or older, and 72 
percent are age 15 or older.28  
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As implementation begins, California will face the dual challenge of providing effective residential 
programs for a high-need population without returning to an overreliance on long-term residential 
placement. CCR is designed to meet this challenge by not only providing more intensive and effective 
treatment to foster youth in congregate care settings, but also providing additional supports and services 
to parents, relatives, and foster parents to help children and youth stabilize and thrive in a family setting 
whenever possible.

However, as noted above, in California as in many other states, there is a critical shortage of foster parents, 
especially foster parents willing to accept older youth and those with more complex needs.35 The success of 
CCR will depend on building an array of alternative placements for youth who today are placed in or are 
at risk of placement in congregate care. This will require both an overall increase in the number of foster 
homes and the development of specialized foster homes that can support youth with specific challenges 
and needs.36 Simply reducing the use of congregate care without developing effective alternatives runs the 
risk that many of these youth will be thrust into environments where their caretakers may not have the 
skills, capacity, or training to meet their needs. This would likely result in increased placement disruptions, 
runaway behaviors, and long-term negative outcomes such as homelessness and incarceration.37 

In attempting such an ambitious reform in the face of a serious foster parent shortage, California is in 
the midst of making revolutionary changes to its foster care rate system in order to ensure that families 
are equipped with the resources to successfully care for children with wide-ranging needs. Beginning in 
January 2017, California will replace the existing foster family home rates with a new home-based family 
care rate that will include four levels of care.  Rather than being slotted into a rate based on arbitrary 
factors unrelated to the child’s needs (such as the placement type, the age of the child, or whether the child 
is placed with a relative or non-relative caregiver), the new rate system will be based on an assessment of 
the child, and will be available across all family placements.38

California has also begun to invest substantial funding in foster parent recruitment and retention, and 
CCR increases training and support to improve foster parents’ ability to provide a caring environment for 
youth.39 Similar state and federal investments will be needed to safely and responsibly reduce the use of 
congregate care across the country. 

While creating a child-centered family rate system that is tied to the needs of the child, not the child’s 
placement type, and investing substantially in recruitment and retention efforts are a good start, California 
will also need to fully equalize the services and supports available to children across all placement types. 
Current state statute requires nonprofit Foster Family Agencies (FFAs), which recruit and support 
primarily non-relative foster parents, to provide a robust array of core services to children and families as 
a condition of licensure.40 California’s reform effort will remain incomplete, however, until the state finds 
ways to ensure that all foster families, including relatives, have access to these core services for the children 
and youth in their care regardless of whether the home is an FFA or county-supervised placement. 

CCR’s success will also depend on ensuring that all children have access to intensive, community-based 
mental health treatment wherever they live.  Prior to CCR, California had launched a statewide initiative 
to improve access to mental health services for foster youth and prevent institutionalizations.41 Continuing 
this progress and expanding access nationwide is a key element of reducing congregate care use and 
helping children and youth heal from trauma.42

While more work remains to ensure CCR realizes its full promise, California has developed a 
comprehensive framework for meeting the needs of children and youth in foster care, and the state’s 
experience planning and implementing CCR can and should inform Congress as it leads conversations 
about federal foster care policy and financing reform.
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Conclusion

Advocates and elected officials in California and in Washington, D.C., share a number of 
guiding policy priorities for the child welfare system, including keeping children with their 
families whenever possible and placing children who must spend some time in foster care in 
the least restrictive, most family-like setting. California’s experience underscores the need for a 
nuanced approach to federal child welfare reform. A one-size-fits-all federal approach would 
risk  undermining states’ efforts to improve the ability of their child welfare systems to respond 
appropriately to the diversity of experiences and needs among the nation’s more than 415,000 
foster children.  

For example, proposals that would place arbitrary time limits on federal funding for congregate 
care can impact the ability of states to effectively serve children and youth with significant mental 
and behavioral health challenges, who may take longer to stabilize and heal. Similarly, proposals to 
defund group homes without making concrete investments in alternative family placements could 
result in serious unintended consequences, such as foster children bouncing from home to home, 
becoming homeless, getting arrested, or worse. 

The federal government should support states in developing a range of strategies to reduce group 
care, including increased funding and access to supportive services for kinship caregivers, better 
foster parent recruitment and retention, development of specialized foster homes, and improved 
access to community-based mental and behavioral health services and other supports for foster 
children and youth wherever they are placed.  
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