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The Governor of California

President pro Tempore of the Senate

Speaker of the Assembly

State Capitol

Sacramento, California 95814

Dear Governor and Legislative Leaders:

As directed by the Joint Legislative Audit Committee, my office conducted an audit of

the Alameda County Department of Children and Family Services (department)

regarding its role in ensuring the health and safety of youth in the county’s foster

care system. In general, we determined that the department did not always initiate

investigations of alleged child abuse and neglect referrals within the prescribed time

frames, did not always ensure that foster youth received timely critical physical and
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mental health services, and did not always ensure that youth maintained connection

with family members.

The department must initiate investigations within one day when youth are in

imminent risk (immediate referrals) and within 10 days when youth are not at

imminent risk (non‑immediate referrals); however, the late initiation of such

investigations has increased since fiscal year 2019–20. In fiscal year 2023–24, the

department initiated investigations of 11 percent of immediate referrals and 48

percent of non‑immediate referrals after the required time frames. Furthermore, the

department did not complete investigations within the prescribed 30 days after

initiation, and it took the department an average of 105 days to complete

investigations for about half of all non‑immediate referrals in fiscal year 2023–24.

Although delays in initiating investigations of the referrals that we selected for

review were beyond the department’s control—when, for example, the department

was unable to contact a family member after repeated attempts—the department

could not always demonstrate why its completion of investigations took so long. We

acknowledge that the department has faced high job vacancies, which has resulted

in large caseloads for its staff in the Emergency Response Unit—the unit responsible

for conducting investigations.

Because it lacked necessary documentation, the department could not demonstrate

or did not ensure that youth received needed services in a timely manner.

Inconsistent documentation leaves the department unable to know whether its staff

have made adequate efforts to ensure that youth receive services in a timely manner.

Similarly, we found that the department’s documentation did not include information

about its efforts to identify, locate, and notify all relatives who could serve as

potential caretakers or to engage youth with family members to expand the youths’

potential support networks.

Without timely investigations and thorough documentation, the department runs the

risk of leaving youth in potentially unsafe circumstances or of not providing vital



services that youth in its care require for their well‑being, family connections, and

successful transition into adulthood.

Respectfully submitted,

GRANT PARKS

California State Auditor

Selected Abbreviations Used in This Report

CCWIP California Child Welfare Indicator Project

CDSS California Department of Social Services

CFE Center for Excellence

CFT Child and Family Team

CHDP Child Health and Disability Prevention

ER Unit Emergency Response Unit

IEP Individualized Education Plan

ILT Interagency leadership team

IPP Individual Program Plan

MOU Memorandum of Understanding



RBA Results‑based accountability

SDM Structured decision making

STRTP Short Term Residential Therapeutic Placement

WCCC WestCoast Children’s Clinic

Summary

Key Findings and Recommendations

The Alameda County Department of Children and Family Services (department) is

responsible for protecting the more than 300,000 youth who live in the county by

providing child abuse and neglect prevention services, responding to child abuse and

neglect reports, and providing needed services to youth in the foster care system.

From fiscal years 2019–20 through 2023–24, the department received nearly 57,000

reports of alleged child abuse and neglect. When the department receives a report of

alleged child abuse and neglect through its centralized hotline, an intake worker may

initiate a referral for investigation. If the referral indicates that youth are in imminent

danger of physical pain, injury, disability, severe emotional harm, or death (immediate

referral), the department must conduct an in‑person investigation within 24 hours of

receiving the referral. When an allegation could constitute abuse or neglect, but the

youth is not at imminent risk (non‑immediate referral), state law requires an in‑person

investigation within 10 days. A child welfare worker then performs an investigation to

evaluate the risk of the youth’s safety and assesses the possible need for

out‑of‑home placement. In our review of the timeliness of investigations of alleged



child abuse and neglect referrals and the provision of services to foster youth, we

found that the department did not initiate about half of its investigations within the

prescribed time frames, did not ensure that foster youth received timely critical

physical and mental health services, and did not adequately report critical incidents

that occurred at its Transitional Shelter Care Facility (transitional shelter). Until the

department addresses these significant shortcomings, it cannot ensure that it is

taking sufficient action to address the health and safety needs of Alameda County’s

youth.

High Job Vacancy Rates and Caseloads Have
Contributed to Delays in Investigations of Alleged
Child Abuse and Neglect

From fiscal years 2019–20 through 2023–24, the department did not

consistently initiate or complete investigations of child abuse and neglect

referrals within the required time frames, leaving youth in potentially unsafe

situations. The department initiated investigations after the prescribed

24‑hour time frame for 5 percent to 11 percent of the more than

1,000 immediate investigation referrals per year from fiscal years 2019–20

through 2023–24, and initiated investigations after the prescribed 10‑day

time frame for 17 percent to 49 percent of about 2,000 non‑immediate

investigation referrals per year during the same period. For example, in fiscal

year 2022–23, the department initiated investigations of 1,030, or 49 percent,

of the non‑immediate referrals after 10 days, while the average number of

days to initiate these late investigations was 187 days. We also found that

after initiating investigations, the department did not always complete them

within the required time frames. For the referrals it investigated,

the department closed investigations of between 51 and 59 percent of

immediate referrals per year and between 59 and 75 percent of



non‑immediate referrals per year after the prescribed 30‑day time frame. We

found that fiscal year 2021–22 had the longest average number of days to

close late investigations with the department closing investigations of about

1,000 immediate referrals in 407 days, on average.

The department attributed the delays to its child welfare worker vacancy

rates and high caseloads. The department also noted that the intense and

often traumatic nature of the work, with exposure to challenging situations

involving youth and families, can lead to stress and burnout among child

welfare workers. The department’s child welfare workers whom we

interviewed, and the responses to a department survey of employees

completed in 2023, also identified stress as one of the most significant

challenges child welfare workers face. Our review showed that from fiscal

years 2019–20 through 2024–25, the department’s vacancy rates doubled

from 17 percent to 34 percent for child welfare workers and more than

doubled from 8 percent to about 18 percent for supervisors. The many

vacancies in Alameda County have resulted in child welfare workers at the

department’s Emergency Response (ER) Unit having caseloads higher than

the guideline that recommends 15 new cases per month. The ER Unit plays a

critical role as it is responsible for investigations of immediate referrals.

These vacancies have reduced the department’s ability to meet the needs of

the county’s youth and families. Even though the department has

implemented some strategies to address its vacancies—such as using

involuntary staff transfers to help address open referrals and reduce

caseloads in its ER Unit—we believe that the department could hire more

child welfare workers in its ER Unit in the Child Welfare Worker I position,

which only requires the individual to have earned a bachelor’s degree. It

could also implement a mandatory practice that new staff shadow more

experienced child welfare workers to reduce the time supervisors spend

training new staff.



The Department Has Not Ensured That Interagency
Partners Provide Timely Services, Risking the
Health and Safety of Foster Youth

To provide foster youth with coordinated and trauma‑informed services,

Alameda County established a Memorandum of Understanding (MOU) in May

2022 with public and private partners, including the Alameda County

Behavioral Health Department, the Alameda County Office of Education, the

Regional Center of the East Bay, and the Alameda County Probation

Department. The MOU directs these interagency partners to provide youth

with certain services, such as educational, developmental, and mental and

behavioral health services, and it requires the partners to coordinate

referrals, screening, eligibility, and authorization of therapeutic care for

youth with complex emotional and behavioral needs. The department could

not ensure that youth received needed services in a timely manner because it

did not consistently document and track the frequency and the timeliness of

services provided by its interagency partners or the department’s

contractors. To determine whether the department provided timely services,

either directly or through its interagency partners, we reviewed 36 case files

in which youth were referred to 125 specific services. Sixty‑five of these 125

referred services lacked the necessary documentation, such as treatment

summaries and detailed notes about when services were provided, to

determine whether the youth received timely services. Although child

welfare workers generally made their monthly visits to foster youth as

required, existing contact notes from those visits included inconsistent or

inadequate details about the frequency and dates of services youth received.

For example, for six of the 10 sexual health education services we reviewed,

the department lacked sufficient documentation to demonstrate when the

youth received the service.



Additionally, when we could evaluate timeliness, the services were delayed

from an average of three months for health services to more than a year for

sexual health education services. For example, youth should receive health

and dental services within 30 days of a court’s determination to remove youth

from the home. Of the 28 health services that we reviewed for timeliness, 11

were delayed by an average of 85 days after the 30‑day time frame.

Although the causes of most of the delays appear to be circumstances

outside of the department’s direct control—such as delays in families’

receiving Medi‑Cal cards and youth who were absent from their respective

placement without permission—inconsistent documentation leaves the

department unable to know whether staff have made adequate efforts to

ensure that youth receive services in a timely manner. Finally, the

department’s MOU does not require partner agencies to provide necessary

documentation of services to be provided and when they were actually

provided. Insufficient documentation leaves the department without the

information necessary to ensure that the terms of its MOU are appropriate

for accomplishing the goal of a coordinated, integrated, and effective

delivery of services for children, youth, and families.

The Department’s Efforts to Connect Youth With
Family and Keep Them Safe in Temporary Shelter
Have Been Inadequate

The department did not prioritize efforts to ensure that foster youth had

ongoing connections with family members. When a court orders the removal

of a youth from the custody of their caretaker for reasons necessary to

protect the youth, the department should, within 30 days, conduct an

investigation to identify, locate, and notify all relatives of their option to

provide support or possible placement for the foster youth with the relative.



The department reports to the court every six months on the status of the

case, which should also include a discussion about the department’s efforts

to enhance the youth’s family connections. In all five cases we reviewed, we

found that the department’s report to the court did not include information

about the efforts the department took, such as asking the youth about their

relatives and contacting all identified relatives by telephone, email, or

through in‑person visits, to identify, locate, and notify all relatives who could

serve as potential caretakers. We also found that the department did not

perform continued efforts to engage youth with family members to expand

the youth’s potential support networks (family finding and engagement).

The department operated a transitional shelter until July 2024. The California

Department of Social Services (CDSS) allowed the department to house at

this transitional shelter, for up to 72 hours, youth who did not have immediate

placement options and were awaiting stable placement. However, youth at

this transitional shelter may have faced risks, including assaults and drug

use, while they were at the facility or away from the transitional shelter

without authorization (missing from care). The transitional shelter cannot

force youth to stay in the shelter and some of the youth may leave the

transitional center at their own discretion and go missing from care. Our

review of 166 critical incidents—such as injuries that require medical

attention or those in which youth were missing from care—that the

department reported to CDSS from August 2020 through July 2024 found

that the most prevalent critical incidents included those in which a youth

threatened to assault another youth or staff members. Further, our review of

critical incident reports found that youth who were missing from care were

often involved in critical incidents that included drug or alcohol use. Further,

CDSS’s inspection reports from fiscal years 2020–21 through 2023–24

identified deficiencies related to the department’s reporting of critical

incidents.



Other Areas We Reviewed

In addition, we reviewed the department’s compliance with training requirements for

child welfare workers and supervisors. From fiscal years 2019–20 through 2023–24,

many department staff did not complete the required training, citing issues of

workload, scheduling conflicts, and staff absences. We also reviewed the

department’s contracts with providers of services for youth to determine whether the

contracts provided time frames for service delivery or performance metrics for

timely delivery of services, and we found that most contracts did not include such

metrics for timeliness. Without the timeliness metrics, the department may not be

able to track whether its contractors provide service within the agreed upon time

frames. However, the department agreed that having performance metrics for

timeliness in its contracts would ensure better provision of services to foster youth.

To address these findings, we have made recommendations to the department that it

should periodically review the status of all referrals to determine the number of days

to initiate and complete investigations and work with staff to identify any

impediments. In doing so, we recommended that it should develop a strategy to

address all identified impediments to ensure that it reduces the number of days for

initiating and completing all investigations to comply with required time frames.

Further, we recommended that it should track the timeliness of support services,

including whether youth have or have not received needed services, and it should

ensure that its contracts include timeliness metrics.

Agency Comments

The department agreed with our recommendations and indicated that it will

implement them.



Introduction

Background

State law affords youth  who are placed in the foster care system various rights.

Among such rights are the right to live in a safe, healthy, and comfortable home

where they are treated with respect; the right to be free from physical, sexual,

emotional, or other abuse; and the right to be free from corporal punishment and

exploitation. To further the intent that all children are safe and free from abuse and

neglect, state law mandated the creation of a public system of statewide child

welfare services through CDSS and county welfare departments. Specifically, CDSS

is responsible for providing oversight and guidance to counties. Counties are

responsible for investigating reports of neglect and abuse, and taking steps to

protect youth, including removing youth from their homes and placing them in the

foster care system. In Alameda County, which is home to about 330,000 youth, its

Social Services Agency is responsible for administering public social services in

providing aid and services to families with dependent youth in Alameda County. As of

July 2024, approximately 700 of those youth were in foster care.

California Department of Social Services

State law requires CDSS to review child welfare services throughout the State. CDSS

develops and oversees programs and services for at‑risk youth and families, as the

text box shows, and it provides detailed guidance that counties must use to make

decisions regarding child welfare services. One element of CDSS’s guidance is its

provision to county welfare departments of Structured Decision Making (SDM) tools

for screening reports of alleged child abuse and neglect and evaluating the safety

risks for alleged victims who are the subjects of such reports.

1
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In 1989, state law authorized the development of the child welfare services case

management system (CWS/CMS), which now links the State’s 58 counties and CDSS

to a common online database that tracks each case from initial contact through

termination of services. Counties and the State use CWS/CMS for all case

management, service planning, and information gathering functions of child welfare

services.

Alameda County Department of Children and Family
Services

The Department of Children and Family Services (department) within the Alameda

County Social Services Agency organizes and operates its own programs for child

welfare services. With the direction of state law, the department is responsible for

responding to reports of alleged child abuse and neglect and providing needed

services to youth in the foster care system. To fulfill these responsibilities, the

California’s Child Welfare Services Include Programs
and Services Intended to Do
the Following:

Source:  CDSS.

Prevent abuse or strengthen families.

Remedy the effects of abuse and neglect, through emergency

response and family maintenance and family reunification.

Provide for the out‑of‑home care of children, such as foster care

and relative home placements.

Provide for the permanent removal of children from abusive

homes, through adoptions, legal guardianship, and kinship care.



department determines whether a youth can safely remain in the home or should be

removed from the home and which of the department’s several programs—such as

family maintenance, family reunification, or permanency planning, as Figure 1 shows

—will best support the youth.

Figure 1
The Department’s Approach to Determining Whether a
Youth Can Safely Remain at Home or Should Be Removed



Source:  State law, CDSS’s Child Welfare Services Manual, and the department’s Juvenile Dependency Flow

Chart.

Note:  The service components are simplified to show areas relevant to the audit subject. The department

may have other services that are not represented in the graphic.



* Until July 2024, in cases where the department could not find an immediate suitable placement for youth,

the department had the option to temporarily place youth in its transitional shelter. The department plans to

reopen the shelter at a new location.

State law requires the department to provide family maintenance services to families

whose children have become dependents of the court because of neglect, abuse, or

other circumstances that create a substantial risk that the child may suffer serious

physical harm or illness. The department provides family maintenance services, such

as parenting courses in handling anger or child development, therapies, and other

services to help maintain youth safely in their homes. If a child welfare worker

decides to separate youth from their parents because of abuse and neglect, the

department provides family reunification services with the purpose of reuniting

youth with their parents. For youth who cannot safely live with their parents and are

not likely to return to their homes, the department arranges permanency planning,

allowing child welfare workers to seek adoption for the youth and terminate

reunification services.

Reports of Alleged Child Abuse and Neglect

From fiscal years 2019–20 through 2023–24, the department received nearly 57,000

reports of alleged child abuse and neglect. State law requires the department to

operate a 24‑hour emergency response system to receive and respond to reports of

alleged child abuse and neglect. When individuals suspect child abuse or neglect,

they can report it directly to the department through its 24‑hour emergency hotline.

Furthermore, state law mandates that individuals in certain professions or roles that

frequently interact with youth—such as teachers, physicians, counselors, or athletic

coaches, and those who are referred to as mandated reporters—report all suspected

child abuse and neglect. Examples of child abuse and neglect allegations include

willfully harming or injuring a child, general neglect, sexual assault, or other

allegations that the text box describes. After the department receives a report of an



allegation, an intake worker may open a referral for either an immediate or

non‑immediate investigation or may close it if the report does not warrant

an investigation.

Referrals and Investigations

Child Abuse and Neglect Allegations Reportable to
the Department Include:
Willfully Harming or Injuring a Child or Endangering the Health of a Child:

When any person willfully causes or permits any child to suffer, or inflict

thereon, unjustifiable physical pain or mental suffering or when a person with

the custody of a child willfully causes or permits the health of a child to be

endangered.

Unlawful Corporal Punishment: When any person willfully inflicts upon any

child cruel or inhumane corporal punishment or injury resulting in a traumatic

condition.

Sexual Abuse: Sexual assault and sexual exploitation.

Severe Neglect: Failure of a caretaker to protect a child from severe

malnutrition or medically diagnosed nonorganic failure to thrive, or willfully

placing the child’s health or safety at risk by intentional failure to provide

adequate food, clothing, shelter, or medical care. General Neglect: Failure of a

person with custody of a child to provide adequate food, clothing, shelter, or

medical care or supervision where the child is at risk of suffering serious

physical harm or illness.

Source:  State Law.



There are three different outcomes a referral to investigate child abuse or neglect

can produce, as the text box shows. When referrals indicate that youth are in

imminent danger, the department must conduct an immediate in‑person investigation

within 24 hours. If an allegation could constitute abuse or neglect but the youth is

not at imminent risk, state law requires an in‑person response within 10 calendar

days. For context, in each of the last six years, fiscal years 2019–20 through 2024–

25, the department received reports of between 1,000 and 1,700 child abuse and

neglect allegations that required immediate investigation, and it received between

1,500 and 2,100 for non‑immediate investigation. During an investigation, a child

welfare worker interviews the youth and other parties involved in referrals to

determine what actions, if any, are necessary to protect the youth from further

abuse. When investigations substantiate the allegation, meaning the investigation

determines that the alleged abuse or neglect more likely than not occurred, the

department uses CDSS‑prescribed SDM tools  to determine the next steps,

including whether the youth can remain safely at home or should be removed from

the home.

3

Possible Outcomes of Referrals of Child Abuse and
Neglect

Unfounded investigation: The department’s investigation determines that the

alleged abuse or neglect was false, was inherently improbable, involved an

accidental injury, or did not constitute child abuse or neglect.

Inconclusive or unsubstantiated investigation: Because of a lack of sufficient

evidence, the department could not determine whether the allegations of

abuse or neglect occurred.

Substantiated investigation: The department’s investigation determines that

the alleged abuse or neglect more likely than not occurred.



Structured Decision Making

The department assesses a youth’s immediate safety and the risk of future

maltreatment using SDM tools. The SDM tools aid child welfare workers in

determining the response priority required for reported incidents of child abuse and

neglect. For example, the SDM tools help intake workers determine whether an

in‑person investigation is warranted by answering specific questions the tools ask

about the type of allegation, location of allegation, and historical information about

the alleged victim and perpetrator. After a child welfare worker initiates an

investigation, the SDM tools also assist the worker in making safety assessments to

measure the presence of immediate safety threats in the home and risk assessments

to determine the likelihood of future maltreatment and future child welfare

system involvement.

Youth Placement Decisions

Before taking a youth into its custody, state law requires the department to consider

whether a youth may remain safely in the home. If the department finds that taking

the youth into custody is necessary for the youth’s health and safety, and the youth is

not released to a parent or guardian, the department must petition a juvenile court to

declare the youth a dependent of the court, and the court must hold a detention

hearing no later than the end of the next court day after the department files the

petition. If the court finds that removal of the youth from the custody of parents is

necessary, the court must make a determination regarding the youth’s placement.

The department plays a role in this decision, assisting the court in locating and

providing the court with placement options, and state law grants youth the right to

be placed with a relative or non‑relative extended family member, if an appropriate

and willing individual is available.

Source:  State law and CDSS Child Welfare Services Program Requirements.



Until July 2024, in cases where the department could not make an immediate

suitable placement for youth, the department had the option to temporarily place

youth in its transitional shelter, which CDSS had licensed Alameda County to operate

and maintain. The shelter was staffed and managed by WestCoast Children’s Clinic

(WCCC), a nonprofit children’s psychology clinic contracted with Alameda County,

and the department was responsible to oversee the transitional shelter. The

transitional shelter was intended to serve as a child‑friendly environment where

youth in the child welfare services system could wait for a more appropriate

placement, and it was permitted to hold youth for up to 72 hours before the

department could make placement arrangements. The department was required to

report to CDSS any instances of youth staying longer than 72 hours. The license

terms and agreement for the transitional shelter required the department to provide

youth with an individualized assessment of their placement, such as looking for

potential relatives for placement options, and for service needs, such as crisis

intervention services or psychological screening. The department suspended all

operations at the transitional shelter in July of 2024 for several reasons, including its

license expiration and a complaint that was made by the city of Hayward in which it

was located. As of 2025, the department’s Division Director for Resource Family

Approval, Placement, and ILP Support Services stated that the department plans to

reopen the shelter at a new location, with a capacity to place 10 youth. The opening

date of the new transitional shelter has not yet been determined because the

department is waiting for the appropriate building permits.

The Department Has Faced Scrutiny in Recent Years

An Alameda County grand jury report for fiscal year 2022–23 identified

shortcomings in the department’s ability to conduct timely investigations.

Specifically, it found that in 2022, the department initiated less than half of

non‑immediate investigations within the prescribed 10 days following the referral.

The grand jury concluded that this recent decrease in investigations that happened

within the 10‑day requirement was primarily the result of a 36 percent vacancy rate



of child welfare workers in the department’s ER Unit—which handles

investigations of child abuse and neglect reports—a shortage driven by the

COVID‑19 pandemic. The report acknowledged the efforts the department had made

at the time to address the critical staff shortage in the ER Unit but concluded that

none had yet provided significant relief. As a result, the grand jury recommended

that the department continue its efforts and consider additional extraordinary efforts

to recruit and retain child welfare workers.

A 2024 review by CDSS also identified department shortcomings in the areas of

identifying timely placements for youth, particularly those with complex needs; lack

of documentation of placements, assessments, and services; and high job vacancy

rates that create a barrier to family finding. CDSS reviewed case records and

conducted a site visit, finding that the department demonstrated an inability to

transition youth with the most complex needs to a suitable placement within the

required 3‑day time frame. It also found a lack of evidence of children receiving

services or support, such as specialty mental health services. CDSS recommended

that the department develop policies and procedures that ensure the documentation

of placement episodes,  engagement with preventative services, and engagement

with other departments to ensure high quality collaborative case planning. CDSS

points to requirements in All County Letters  and in state law as guidelines for

crafting those policies and procedures.

Finally, in June of 2023, the city of Hayward filed a lawsuit against Alameda County

and other defendants alleging that the conditions at the transitional shelter

constituted a public nuisance and that the county failed to act in the best interest of

youth in its care. In particular, the complaint alleged that minors faced the prospect

of assault and sexual exploitation, including alleged human trafficking, at the hands

of other youth at the shelter, and that daily calls for service to investigate youth who

left the shelter without permission or who were engaged in criminal conduct

burdened limited local police resources. Hayward filed a notice of settlement in

September 2024, and the case was subsequently dismissed.
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Audit Results

High Job Vacancy Rates and Caseloads Have
Contributed to Delays in Investigations of
Alleged Child Abuse and Neglect

Key Points

High Job Vacancy Rates and Caseloads Have Contributed to Delays

in Investigations of Alleged Child Abuse and Neglect

The Department Has Not Ensured That Interagency Partners Provide

Timely Services, Risking the Health and Safety of Foster Youth

The Department’s Efforts to Connect Youth With Family and Keep

Them Safe in Temporary Shelter Have Been Inadequate

From July 2019 through March 2025, the Alameda County Department of

Children and Family Services (department) did not consistently initiate or

complete investigations within the required time frames, leaving children in

potentially unsafe situations. Although circumstances beyond the

department’s control contributed to its late initiation of the investigations we

selected for review, its case files did not always contain adequate information

describing why investigations were completed late, once started.



The Department Has Not Timely Initiated or Completed
Investigations of All Referrals for Child Abuse and
Neglect Allegations It Received

State law requires the department to operate a 24‑hour emergency hotline to receive

and respond to reports of alleged child abuse and neglect. When the department

receives such reports, it uses a tool prescribed by the California Department of

Social Services (CDSS) to evaluate whether the nature of the allegation requires an

in‑person investigation or whether the department can close the referral without

further action. The department may close a referral without further action for several

reasons, including when a report involves duplicate referrals that contain no new

information or when the youth resides in another county. For all other referrals, the

department must conduct in‑person investigations, as the text box shows. If the

referral indicates that youth are in imminent danger of physical pain, injury, disability,

severe emotional harm, or death, the department must conduct an in‑person

investigation within 24 hours of receiving the referral (immediate referral). When an

allegation could constitute abuse or neglect, but the child is not at imminent risk,

state law requires an in‑person investigation within 10 days (non‑immediate referral).

Since July 2019, vacancy rates for child welfare workers have doubled and

have more than doubled for child welfare supervisors. Although the

department has taken some steps to address its vacancies, it could undertake

additional efforts, such as recruiting more entry level staff and addressing

some of the concerns of current staff to increase retention.

The Department Must Perform Investigations Within
Prescribed Time Frames:



Delayed Initiation of Investigations

According to the department’s investigations data, the number of immediate and

non‑immediate referrals for which it did not initiate investigations within the required

time frames more than doubled from fiscal year 2019–20 through fiscal year 2023–

24—the most recent fiscal year for which the department could provide complete

data.  Specifically, as Figure 2 shows, the percentage of investigations of

immediate referrals that the department initiated after the prescribed 24‑hour time

frame increased from 5 percent in fiscal year 2019–20 to 11 percent in fiscal

year 2023–24. Similarly, the percentage of non‑immediate referrals for which the

department initiated investigations after the prescribed 10‑day period increased from

17 percent in fiscal year 2019–20 to 48 percent in fiscal year 2023–24. Further, these

percentages fall far short of statewide averages for the initiation of investigations.

According to data published by the University of California, Berkeley and CDSS, the

statewide averages for late initiation of investigations of immediate and

non‑immediate referrals during this same period were just 2 percent and 8 percent,

respectively. We present in Appendix A more detailed information on all referrals,

including those that the department had not yet initiated, that the department

received for the period we reviewed.

Immediate Risk of Abuse, Neglect, or Exploitation: Requires an in‑person

investigation within 24 hours. The department must complete the investigation

within 30 days of the date of first in‑person contact.

Non‑immediate Risk: Requires an in‑person investigation within 10 days when a

child is not in imminent danger, but there is a risk for their safety if the

situation is not stabilized at home. The department must complete the

investigation within 30 days of the date of first in‑person contact.

Source:  Review of state law and CDSS policies.
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Figure 2
The Department Did Not Initiate Investigations for a
Significant Percent of Referrals Within the Prescribed
Time Frames

Source:  Analysis of Alameda County’s CWS/CMS data.

Note:  Although state law requires county welfare departments to respond to any report of imminent danger

to a child immediately—or within 24 hours—the CWS/CMS data does not always include time data along with

the recorded dates, therefore, our analysis determines immediate referrals to be on time if they were initiated

within one day of receiving the referral.

* In addition to the investigations it initiated late, Alameda County had not initiated investigations for between

3 to 6 percent of immediate referrals, and 5 to 16 percent of non‑immediate referrals, it received during the

years we reviewed. Appendix A provides a detailed breakdown by year.



Moreover, for those investigations the department initiated after the prescribed time

frames, it has generally taken longer on average to begin these investigations

compared to fiscal year 2019–20, as Figure 3 shows. In fiscal year 2019–20, the

average number of days to initiate late investigations was five days for immediate

referrals and 25 days for non‑immediate referrals. The average number of days of

late initiations of investigations for immediate referrals peaked at 77 days in fiscal

year 2021–22 and 187 days for non‑immediate referrals in fiscal year 2022–23.

Although these averages improved in fiscal year 2023–24 for those cases it closed

by April 2024, the department still took an average of 16 days to initiate late

investigations for immediate referrals and 105 days for non‑immediate referrals. The

department’s inability to initiate investigations within the required time frames

threatens the health and safety of the youth residing in Alameda County.

Figure 3
Although Average Days of Late Initiation of Investigations
Improved in Recent Years, They Are Still Substantially
Higher Than the Required Time Frames



Source:  Alameda County’s CWS/CMS Data.

Note:  In addition to the investigations it initiated late, Alameda County had not initiated investigations for

between 3 to 6 percent of immediate referrals, and 5 to 16 percent of non‑immediate referrals it received

during the years we reviewed. Appendix A provides a detailed breakdown by year.

* The State of Emergency proclaimed for the State of California due to the COVID‑19 pandemic was in effect

from March 4, 2020, through February 28, 2023.



Late Completion of Investigations

We also found that after initiating investigations, the department did not always

complete them within the required time frames. CDSS requires counties to close an

investigation within 30 days of the date that the child welfare worker performs an

in‑person investigation with the youth. However, the department did not close

investigations within 30 days for more than half of all immediate referrals from fiscal

years 2019–20 through 2023–24, as Figure 4 shows. Although the percentage of

investigations the department closed late for non‑immediate referrals decreased

since fiscal year 2019–20, it still completed 59 percent of its investigations of

non‑immediate referrals late in fiscal year 2023–24. Further, as Figure 5 shows, the

average number of days to complete late investigations has increased compared to

the average for fiscal year 2019–20. Unfortunately, there is no data available

regarding the statewide averages for completing investigations. Appendix A

provides more details regarding the department’s initiation and completion of

investigations within prescribed time frames.

Figure 4
The Department Did Not Close Investigations for a
Significant Percent of Referrals Within the Prescribed
Time Frames



Source:  Analysis of Alameda County’s CWS/CMS data.

*  In addition to the investigations it closed late, Alameda County still had open investigations for up to 7

percent of the immediate and non‑immediate referrals it received during this period. Appendix A provides a

detailed breakdown by year.




