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9 9 X ¥ ¥ - ABOUT THE REPORT

The First Annual Report on the Conditions of Children in Orange County was developed in
1993 and presented information and data on 28 indicators describing the status of Orange
County’s children. The purpose of the report was “to provide a comprehensive picture of
the present condition of children in Orange County and to establish a baseline from which
to measure future progress and track changing conditions.” The 19th Annual Report on
the Conditions of Children in Orange County, 2013, has been expanded to include 41
indicators, but the purpose of the Report remains the same.

As with past reports, the indicators are presented in four sections - Good Health, Economic
Well-Being, Educational Achievement and Safe Homes and Communities. Each section
opens with a vignette describing an Orange County child or family - a real life perspective
the data cannot fully portray. The definition, findings and trends of each indicator are
presented along with a discussion of why the indicator is important and what is happening
in Orange County. More detailed data and information on the indicators can be found at
the back of the report in the Supplemental Tables and Appendices.

This year, in the 19th Annual Report, a Special Section focuses on the Impact of Military
Service on Children and Families. This year’s discussion topics include: Children’s Vision
in the Good Health section; Food Insecurity in the Economic Well-Being section; Foster
Youth Services to Support Academic Achievement in the Education section; and the
Impact of Driving Under the Influence on Children and Families in the Safe Homes and
Community section.

The Report’s reputation as a fair and accurate assessment of the conditions of children

in Orange County is measured by the evolving improvement of indicators presented.
Throughout the years input was gathered from users of the Report, contributors of data
and community stakeholders regarding how to improve the information and data presented
in the Report.

Based on the feedback, there have been changes to some of the indicators. Within the
Good Health section, data is presented on Body Composition instead of Obesity Among
Low-Income Children in order to present more comprehensive information for all children.
Body Composition measures student’s body fat percentage or Body Mass Index within
predetermined health fithess standards. In addition, CalFresh data has been added to
Supplemental Nutrition Programs indicator since CalFresh provides nutrition assistance for
families.

The Orange County Children’s Partnership (OCCP) continually reviews the
purpose and content of this report and welcomes input from those who use it. If
you have any suggestions for improving the report or would like to obtain additional
copies, please contact Orangewood Children’s Foundation at 714-704-8777, or
Michelle G. Berelowitz at the Center for Community Collaboration at 657-278-5681
or mberelowitz@fullerton.edu.

The report, quick guide and links to resources are available at
http://ochealthinfo.com/occp/report or at http://hhd.fullerton.edu/ccc/.

The Quick Guide, posted as an on-line resource, serves as a user-friendly
abridged version of the report’s key indicators.

NOTE: Any revisions/corrections to the report will be noted on the
http://ochealthinfo.com/ website.

4 Report on the Conditions of Children in Orange County, 2013
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Mission Statement:

Orange County Children’s Partnership is a unified voice that
champions health, education, safety, and economic stability by
advancing more responsive services that effectively meet the
needs of children and families in Orange County communities.

The Orange County Children’s Partnership (OCCP) (formerly the Children’s Services
Coordination Committee) is a 22-member advisory body made up of public agencies

and representative community agencies and individuals. It was established by the Board
of Supervisors in 1982 in order to address community needs and also benefit from the
greatest return on investment of government funds. The OCCP focuses its efforts to
achieve common goals related to improving the conditions of Orange County’s children. A
complete list of members can be found on the inside front cover of this Report.

The responsibilities of the OCCP include sharing information on services for wards,
dependents, and seriously emotionally and/or behaviorally disturbed children; identifying
gaps in the service system for high-risk children and their families; and recommending
collaborative programs to better serve this population. Since August 1993, the OCCP has
sponsored the Annual Report on the Conditions of Children in Orange County.

The unifying focus of the OCCP is to ensure that all children attain a high school diploma.
The OCCP members have identified education as a strong indicator of economic success
that positively correlates with job attainment, wage earning and civic responsibility. Lack
of educational achievment can have a significant effect on the need for public services.
The higher the rate of high school completion, the lower the rate of dependency on public
assistance. Thus, the greater impact on community economic sustainability. Therefore, the
OCCP established a task force addressing the issue of high school completion (Please
see page 209 for Ten Ways to Promote Educational Achievment and Attainment Beyond
the Classroom).

The OCCP has subcommittees and task force committees:
B Emancipation Services

B Child Welfare Services Redesign Planning Council

B Children’s Domestic

B Foster Youth Education

B High School Completion

The OCCP meets on the third Thursday of each month. OCCP meetings are open and
members of the public are welcome to attend. If you would like more information about the
OCCP and its activities, please visit the OCCP web page at: http://ochealthinfo.com/occp.
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First the Good News

For several of the indicators in the Conditions of Children Report, improvements are visible
over time. Improvement in these indicators can be explained by several factors including
state funding increases, the impact of expanded community-based programs, expanded
outreach, changes in consumer attitudes and behaviors and increased knowledge about
certain issues. Although the data does not establish a causal link between improvements
in the indicators and these expanded programmatic efforts, several leaders in the health,
human services, education and criminal justice fields have made statements underscoring
the importance of these connections. The following is a summary of several indicators in
which there has been a visible improvement in the trend line.

Good Health

B Over the past ten years, enrollments in Medi-Cal and Healthy Families increased by
22.6%, from 244,741 in 2004 to 300,210 in 2013. Most of that growth occurred between
2007 and 2011, and has since leveled off. The 2011 American Community Survey (ACS)
conducted by the US Census Bureau estimated that 8.2% of children in Orange County
(60,445) were uninsured (pg. 38).

B From 2002 to 2011, there was a 31.0% decrease in the number of Infant Mortalities
from 216 infant deaths to 160 infant deaths. The rate per 1,000 live births also
decreased from 4.8 in 2002 to 4.2 in 2011 (pg. 48).

m Over the past decade, the proportion of Births to Teens in Orange County has declined
from 7.0% in 2002 to 5.8% in 2011, and the teen birth rate has declined from 32.6 per
1,000 to 20.1 per 1,000 (pg. 60).

Economic Well-Being

B From 2003/04 to 2012/13, there was a 28.8% decrease in the number of Child Support
cases, from 99,134 to 70,608, with a high of 103,598 in 2008/09. The average net
collection per case increased 5.9% from $1,734 in 2003/04 to $2,580 in 2012/13. In the
same time period, the percent of current support distributed increased 24.1% (pg. 80).

Educational Achievement
® From 2009/10 to 2011/12, there was a 26.0% decrease in Grade 9-12 Cohort Dropout
Rates, from 12.3% to 9.1% (pg. 102).

B From 2009/10 to 2011/12, there was a 3.3% increase in Grade 9-12 Cohort Graduation
Rates, from 82.6% to 85.3% of 12th graders (pg. 104).

Safe Homes and Communities

B From 2002/03 to 2011/12, the monthly average number of Dependent Children of the
court decreased by 30.4% from 4,007 to 2,790. During the same time period, Children
in Out-of-Home Care decreased 24.6% from 2,939 to 2,215. However, from 2010/11
to 2011/12, the average monthly number of children in out-of-home care increased
9.7% from 2,018 to 2,215, due to the inclusion of AB 12 youth, non-minor dependents
remaining in foster care from 18 to 21 years old (pg. 122).

B From 2002 to 2011, there was a 20.8% decrease in Juvenile Arrests from 13,646 to
10,801. Misdemeanor arrests decreased 25.1%, arrests for status offenses decreased
15.6% and felony arrrests decreased 13.3% (page 132).

While improvements in these indicators are important signs of progress made in the
overall conditions of children in Orange County, it is necessary to go a step further to
disaggregate the data and determine whether or not success is being achieved for all age
groups and racial/ethnic groups. Given the diversity of Orange County’s youth population,
it is meaningful to use these disaggregated numbers as evidence of where progress is
being made and as a guide to where additional focus should be placed to drive more
improvements.

6 Report on the Conditions of Children in Orange County, 2013
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Conditions Needing Improvement

For all the progress outlined in the previous section, several indicators exhibit trend lines

that are not improving as much as would be desirable. The following is a summary of the

indicators in which there is room for improvement.

Good Health

B From 2003 to 2012, the percentage of kindergarten children with Up-to-date (UTD)
Immunizations decreased from 92.9% to 89.3%. The percentage of children at their
2nd birthday with UTD immunizations increased over the ten-year period from 71.4% to
75.7%, however it has declined from the highest level of 81.1% in 2008 (pg. 52).

B There was a 24.0% increase in the Sexually Transmitted Diseases (STD) case rate
per 100,000 youth 10 to 17 years of age, from 174.0 in 2003 to 215.7 in 2012. The rate
of STD cases for adolescents 15 to 17 years of age increased 15.5% from 457 in 2003
to 528 in 2012 (pg. 62).

; . ® &
Economic Well-Being
B There was a 17.8% increase in the number of children receiving CalWORKs, from ‘
38,997 in 2002/03 to 45,950 in 2011/12. More recently, there was a 43.9% increase - -
from the low in 2007/08 of 31,932 children receiving financial assistance. Of all
children under the age of 18 in Orange County, the percent of children receiving - |

financial assistance increased from 4.9% in 2002/03 to 6.3% in 2011/12, while the child
population in Orange County decreased 6.8% (pg. 74).

B The Free and Reduced Lunch (FRL) indicator is a proxy for children living at or near
the poverty level. The proportion of students receiving FRL as a percent of the total
public school enrollment increased from 38.7% in 2002/03 to 46.4% in 2011/12. There
was a 14.5% increase in the number of students receiving FRL from 198,167 (2002/03)
to 226,854 (2011/12) while public school enroliment decreased 1.9% for the same time
period (pg.76).

Educational Achievement

B From 2005/06 to 2012/13, there was a 34.1% decrease in the number of spaces within
licensed family child care homes providing Early Care and Education from of 19,239
down to 12,688. While there was a 52.3% increase in the number of licensed Child
Care Center spaces from 40,125 in 2005/06 to 61,095 in 2012/13, there was a 41.0%
decrease from its high of 103,605 in 2010/11. More specifically, Child Care Center
spaces for school-age children 6 to 12 years old decreased 73.1% from 51,221 in
2010/11 to 13,801 in 2012/13 (pg. 92).

B From 2002/03 to 2011/12, there was a 16.4% increase in the County’s Average per
Pupil Expenditure from $6,715 to $7,817. However, there was a 11.6% decrease from
the high of $8,844 in 2007/08. Comparatively, in 2011/12, the average expenditure per
pupil in California was $9,053 and in the United States was $10,834 (pg. 100).

Safe Homes and Communities

B From 2003 to 2012, the number of known Gang Members 11 to 17 years of age
increased by 14.2% from 845 in 2003 to 965 in 2012. However, there was a 49.1%
decrease from the high of 1,896 in 2008 (pg.136).

Many of the indicators in this year’s Report are available to provide an analysis of the
trends over the past ten years. A summary of all the indicators is provided on pages 8 and
9, which summarizes the most recent data, the earliest available data of the past ten years,
and California and national comparisons, where available. The summary of indicators
identifies if the indicator is improving (l), needs improvement (NI), remaining constant
(RC), difficult to assess (DA), or not applicable/available (NA). There may be indicators in
which a determination of improvement based on an increase or decrease in the number or
rate is difficult to assess (DA) due to the nature of the data. For some indicators, the status
reflects the earliest year available rather than the ten-year trend.

Report on the Conditions of Children in Orange County, 2013 7
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Good Health

Economic Well-Being

Past 10-Year
Data

Y OF INDICATORS

New Data

California

United States

Indicator Name and Description
Access to Health Care
Number of children receiving health care total:
Medi-Cal under age 18
Healthy Families
California Kids
Kaiser Permanente’s Child Health Plan

Early Prenatal Care

Percent of births that received early prenatal care

Births and Low Birth Weight

Total Births

Percent of infants born with low birth weight (weighing under 2,500 grams)
Percent of infants born with very-low birth weight (weighing under 1,500 grams)
Preterm Births

Percent of preterm births

Substance-Exposed Infants in Out-of-Home Care
Number of infants in protective custody due to alcohol/drug exposure at birth
Infant Mortality
Rate of infant mortality per 1,000 live births
Breastfeeding
Percent of mothers breastfeeding (Any)
Percent of mothers breastfeeding (Exclusive)
Immunization of Children
Percent of children who received combined series
immunization coverage by 2 years of age
Developmental Disabilities
Total number of children under 18 years of age served at Regional Centers
Percent of those served at Regional Center
who are diagnosed with developmental disabilities
Physical Activity
Percent of Students in Healthy Fitness Zone (HFZ) for Aerobic Capacity
Grade 5
Grade 7
Grade 9
Body Composition
Percent of Students in Healthy Fitness Zone (HFZ) for Body Composition
Grade 5
Grade 7
Grade 9
Births to Teens
Birth rates per 1,000 females 15 to 19 years of age
Sexually Transmitted Diseases
Chlamydia case rates per 100,000 children 10 to 17 years of age
Gonorrhea case rates per 100,000 children 10 to 17 years of age
Syphillis case rates per 100,000 children 10 to 17 years of age
Mental Health Services
Total number of children through age 25 served by
Children and Youth Services
Substance Abuse Services
Total number 17 and under receiving substance abuse services
Total number 17 and under receiving outpatient and residential services

Value (Year)
249,793 (2004)
178,124 (2004)
66,617 ( 2004)
4,610 (2004)
442 (2004)
90.8% (2002)
44,760 (2002)
6.1% (2002)
1.0% (2002)
10.0% (2002)
120 (02/03)
4.8 (2002)
92.7% (2010)
55.6% (2010)
71.4% (2003)
7,200 (2003)
72.5% (2003)
69.0% (10/11)

71.1% (10/11)
69.5% (10/11)

58.1% (10/11)
61.4% (10/11)
67.3% (10/11)

32.6 (2002)
163.5 (2003)

9.4 (2003)
1.1 (2003)

12,552 (07/08)

2,527 (02/03)
574 (02/03)

Value (Year)
300,860 (2013)
255,695 (2013)
44,515 ( 2013)

650 (2013)
N/A

88.7% (2011)
38,100 (2011)
6.7% (2011)
1.1% (2011)
9.0% (2011)
82 (11/12)
4.2 (2011)
93.2% (2012)
62.1% (2012)
75.7% (2012)
8,821 (2012)
71.1% (2012)
68.4% (11/12)

73.3% (11/12)
70.5% (11/12)

56.4% (11/12)
61.3% (11/12)
65.5% (11/12)

20.1 (2011)
200.5 (2012)
14.6 (2012)
0.6 (2012)

14,918 (11/12)

1,764 (11/12)
471 (11112)

Status*

DA
DA
DA
DA
NA

NI

NA
NI
RC

—

NI
DA
DA
NI

NI
NI

NI
NI
NI

DA

NI
NI

(Year)

81.7% (2011)

5.7% (2011)

9.8% (2011)

4.8 (2011)
92.3% (2012)
62.6% (2012)

77.4% (2010)

62.4% (11/12)
63.6% (11/12)
62.4% (11/12)

52.5% (11/12)
55.4% (11/12)
59.0% (11/12)

28.0 (2011)

(Year)

73.1% (2010)

6.8% (2011)

11.7% (2011)

6.05 (2011)

78.8% (2010)"

31.3 (2011)

Children Living in Poverty

Percent of children below the official federal poverty level

CalWORKS

Total number of children receiving financial assistance through CalWORKS
Percent of children receiving CalWORKs of total population

Free and Reduced Lunch

Percent of students participating in the Free and Reduced Lunch Program

15.9 % (2000)

38,997 (02/03)
4.9% (02/03)

38.7% (02/03)

Supplemental Nutritional Programs: Women Infant and Children (WIC) & CalFresh

Total number of participants served by the WIC program

Total number of children served by CalFresh

Child Support

Total number of child support cases

Annual per case collection

Cost of Early Care and Education

Average cost per week for Child Care Centers, infant child care
Average cost per week for Child Care Centers, preschool child care
Average cost per week for Child Care Centers, school age child care

97,882 (02/03)
49,172 (02/03)

99,134 (03/04)
$1,734 (03/04)

$194 (03/04)
$131 (03/04)
$93 (03/04)

16.0% (2010)

45,950 (11/12)
6.2% (11/12)

46.4% (11/12)

98,219 (11/12)
130,263 (11/12)

70,608 (12/13)
$2,580 (12/13)

$264 (12/13)
$178 (12/13)
$156 (12/13)

RC

NI
NI

NI

DA
DA

DA
I

NI
NI
NI

21% (2011)

11.5% (11/12)
57.5% (11/12)

1,472,468 (2012)

21% (2009)

8,907,840 (2012)

3,964,221 (2012) 17,823,116 (2012)

RC Remaining Constant I Improving

DA Difficult to Assess

*Legend: The status of each indicator is determined by the ten-year trend data analysis and the healthy standards set for the well-being of children.
NI Needs Improvement

NA Not Applicable/Available
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Past Year
Data New Data California United States
Indicator Name and Description Value (Year) Value (Year) Status* (Year) (Year)

Education Data
Total public school enroliment 515,464 (03/04) 501,801 (12/13) NA 6,226,989 (12/13)
Early Care and Education
Total number of licensed Family Child Care Homes and Child Care Centers 59,364 (05/06) 73,783 (12/13) I 1,403,327 (2013)
Total number of Child Care Center spaces 40,125 (05/06) 61,095 (12/13) I
Academic Performance Index (API)
Elementary school growth score range 558-939 (2003) 700-993 (2012) I 815 (2012)
Middle school growth score range 523-878 (2003) 652-958 (2012) I 792 (2012)
High school growth score range 541-850 (2003) 643-932 (2012) I 752 (2012)
5th Grade Achievement (California Standards Test (CST))
CST English Language Arts Mean Scale Score 347 (03/04) 375 (12/13) I 365 (12/13)
CST Mathematics Mean Scale Score 348 (03/04) 412 (12/13) I 393 (12/13)
CST Science Mean Scale Scores 327 (03/04) 385 (12/13) I 367 (12/13)
English Learners (EL)
Percent English Learners of total enroliment 29.7% (03/04) 24.6% (12/13) I 21.6% (12/13)
Average Dollar Expenditure per Pupil
Average dollar expenditure per pupil $6,715 (02/03) $7,817 (11/12) NI $9,053 (11/12)  $10,834 (11/12)
High School Dropout Rates
Grade 9 to 12 Cohort dropout rates 12.3% (09/10) 9.1%(11/12) I 14.7% (11/12)
High School Graduation
Grade 9 to 12 Cohort graduation rates 82.6% (09/10) 85.3% (11/12) I 77.1% (11/12)
SAT Reasoning Test Scores
Average combined SAT Reasoning Scores 1,593 (05/06) 1,588 (11/12) RC 1,492 (11/12) 1,498 (11/12)
Special Education
Total number of students K to 12 receiving special education services 51,514 (03/04) 51,905 (12/13) DA 695,173 (12/13)
Percent of students K to 12 receiving
special education services relative to total enroliment 10.0% (03/04) 10.3% (12/13) RC 11.2% (12/13)
Child and Youth Deaths
Death rate per 100,000 children 0 to <1 year of age 492.2 (2002) 420.8 (2011) I 470.0 (2010) 623.4 (2010)
Death rate per 100,000 children 1 to 4 years of age 21.5 (2002) 16.4 (2011) I 19.8 (2010) 26.5 (2010)
Death rate per 100,000 children 5 to 9 years of age 12.4 (2002) 6.1 (2011) I 8.7 (2010) 11.5 (2010)
Death rate per 100,000 children 10 to 14 years of age 10.4 (2002) 9.1 (2011) I 11.4 (2010) 14.3 (2010)
Death rate per 100,000 children 15 to 19 years of age 37.5 (2002) 30.8 (2011) I 36.9 (2010) 49.4 (2010)
Child Abuse Reports
Total number of child abuse reports filed 37,015 (03/04) 34,554 (11/12) I 487,242 (2012) 3,400,000 (2011)
Child Abuse: Dependency Petitions
Total number of dependency petitions filed 1,948 (03/04) 1,436 (11/12) I 84,590 (2012)
Percent of child abuse reports with petitions filed 5.3% (03/04) 4.2% (11/12) I 17.4% (2012)
Dependents of the Court & Out-of-Home Care
Average monthly number of children in out-of-home care 2,939 (02/03) 2,215 (11/12) I
Average monthly number of dependents of the court 4,007 (02/03) 2,790 (11/12) I
Foster Care
Total number of children in foster care 2,963 (2004) 2,249 (2013) I 55,409 (2011) 399,546 (2012)
Family Reunification (Exit Cohort)*
Reunification within 12 months 58.3% (03/04) 59.7% (11/12) I 64.4% (10/11) 75.2% (11/12)
No Reentry following reunification 95.0% (02/03) 92.7% (11/12) NI 88.3% (09/10) 90.1% (11/12)
Median Time to Reunification (months) 9.7 (02/03) 9.4 (11/12) I 8.8 (11/12)
Adoptions
Total number of children placed in adoptive homes 335 (01/02) 275 (11/12) DA 5,825 (2012)
Percent of legally free foster children who were adopted within 12 months 67.5% (02/03) 66.5% (10/11) NI
Percent of legally free foster children who were adopted within 24 months 17.5% (02/03) 36.7% (11/12) I
Emancipation Services
Number of youth ages 15 to 20 receiving emancipation services (Monthly Average) 1,803 (02/03) 2,649 (11/12) I
Juvenile Arrests
Total juvenile arrests for youth 10 to 17 years of age 13,646 (2002) 10,801 (2011) I 148,750 (2012)
Juvenile arrest rates per 100,000 youth 10 to 17 years of age 3,961 (2002) 3,071 (2011) I 3,358 (2011)
Felony arrest rates per 100,000 youth 10 to 17 years of age 963 (2002) 818 (2011) I 975 (2011)
Referrals to Probation
Total number of juvenile referrals 10 to 18 years of age 10,770 (2002) 10,454 (2011) I
Gang Membership
Total number of known gang members 8 to 17 years of age 845 (2003) 965 (2012) NI

“Due to methodological differences the reporting period of no reentry following reunifications will always be one year behind what is reported for other measures.
" Percentage based on children who were adequately immunized between 19 to 35 months of age.

*Legend: The status of each indicator is determined by the ten-year trend data analysis and the healthy standards set for the well-being of children.
RC Remaining Constant T Improving NI Needs Improvement DA Difficult to Assess NA Not Applicable/Available
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XEEEP MAP OF ORANGE COUNTY

Orange County Cities and Communities, 2013

[ ciy
|:| Unincorporated Area

City Boundary as of January 2013
Center for Demographic Research, 2013
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UNINCORPORATED

Note: Census Designated Places (CDPs) are unincorporated communities with
relatively large concentrations of population that are identifiable by name and
are recognized locally but do not have legal status, powers or functions; they
are governed by the County of Orange. The geographic boundaries of CDPs are
determined by the Bureau of the Census in Washington D.C. with regional and
local input. They are not necessarily consistent from year to year as a result of
annexations and incorporations, and do not necessarily reflect the established
boundaries of planned communities. U.S. Census Bureau.



ORANGE COUNTY FACTS AND FIGURES

Orange County Quick Facts

(3
1] /A SCHOOL| A\ A
39 Hospitals

66 Clinics N

18 Public & Private Universities
4 8 Community Colleges
28 Public School Districts
821,510 Children Ages 0 to 19* 13 Special Education Local Plan Areas (SELPA)

3,055,792 Total Population* NP
3,871 Persons Per Square Mile i
34 Incorporated Cities L\ \

798.3 Square Miles in
Orange County

52 Public Libraries
14 Academic Libraries
2 Law Libraries

76 Bus
6,200 Bus Stops
164,700 Daily Boardings

21 Artand
History Museums

$61,455 Median Family Income
$47.7 Billion in Taxable Sales

% 200+ Miles of Hiking Trails
2

Airports
8,857,944 Million Annual Passengers
17,477 Tons of Air Cargo

5 Amtrak Stations
11 Metrolink Stations
16,000 Metrolink Riders Daily

15 Regional Parks &
6 Wilderness Parks

9 County Beaches
6 State Beaches and Parks S

3 Harbors 125+ Miles of
42 Miles of Coastline Bikeways

Orange County covers 798.3 square miles. It lies in the heart of
Southern California, roughly nestled between Los Angeles County
to the north, the Cleveland National Forest and Riverside County to
the northeast, the Pacific Ocean on the southwest and San Diego
County to the southeast.

Over the past decade, Orange County’s population has grown

to 3,055,792 according to the US Census Bureau Population
Estimates for 2012. Orange County has more residents than 20 of
the country’s states, including Mississippi, Arkansas, Kansas, Utah,
and Nevada, and is one of the most densely populated counties in
the nation with 3,827 persons per square mile.’

*US Census Bureau Population Estimates 2012
'Orange County 2013 Community Indicators Report
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ORANGE COUNTY TODAY

Demographics

According to the Census 2010, Orange County has a population numbering 3,010,232,
making it the third largest county in California, trailing Los Angeles and San Diego County,
and ranking as the sixth most populated county in the nation. Orange County’s population
increased by approximately 31.0% since 1990 and only 5.8% since 2000. The average
annual increase slowed considerably to 1.7% between 1990 and 2000, with a 0.9%
increase in population in the last year. The population growth is expected to continue at a
slower rate with population projections over 3.4 million by the year 2035."

Since the 1980s, international immigration, largely from Asia and Latin America, has
contributed to the shifting of Orange County’s proportion of foreign born residents from 6%
in 1970 to 31% in 2011. Natural population increase, births minus deaths, has outpaced
migration as the county’s principal source of growth. In the last year (2011 to 2012), the
county added 20,970 residents through natural increase and 8,805 through international
migration.?

Ethnicity and Age

Orange County continues to experience increasing racial and ethnic diversification of its
population. The Census 2010 reports that since 2000, overall the population has increased
by 5.8% comprising of 44.1% Non-Hispanic Whites, 33.7% Hispanics or Latinos, Non-
17.7% Hispanic Asians, 1.5% Non-Hispanic Blacks and All Other Non-Hispanic Races/
Ethnicities at 3.1%.

As for Orange County’s youth population, the Census 2010 reports demographic changes
among all ethnicites as well. The Hispanic or Latino youth comprised 46.7% of the total
population, a 15.7% increase from 2000; Non-Hispanic White youth comprised 31.9%, a
9% decrease since 2000; Non-Hispanic Asian youth saw the largest increase since 2000
of 38.8%, comprising 15.2% of the population in 2010; and Non-Hispanic Blacks youth
increased by 3.2% in the last 10 years, comprising 1.3% of the population in 2010.

In 2011, 31% of the people living in Orange County were foreign born. Among those
residents who were at least five years of age or older, 46% spoke a language other than
English, the majority being Spanish (58%), followed by Asian or Pacific Islander languages
(30%). In that same year, the median age was 36 years, with 24% of the population being
18 years of age or younger. From 2001 to 2011, Orange County’s population increased for
all age groups except for 25 to 34-year-olds.®

Education

In the 2012/13 school year for public school enroliment (501,801), the largest racial/

ethnic student group in the county was Hispanic or Latino representing 48.3% of school
enroliment, an 8.3% increase since the 2002/03 school year. The Non-Hispanic White
student population was the second largest racial/ethnic group, representing 29.5% of
students in 2012/13; however they have seen the largest decline, down 21.1% in the

last ten years, compared to other racial or ethnic groups. As for the other racial or ethnic
student groups in 2012/13, Asian, Pacific Islander or Filipinos represented 17.1%; African
American, 1.5%; American Indian or Alaska Native, 0.5%; and “Other” represented 5.4% of
the student population.*

Note: Please see page 210 for references.
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ORANGE COUNTY TODAY 222 DD

Economy

Orange County has one of the strongest regional economies in recent years with a Gross
County Product reaching $191.9 billion in 2012. Even though the county’s rate of job
growth has slowed in past years, the median family income increased from $79,146 in
2010 to $84,200 in 2011. As of July 2012, the largest labor markets were Professional

& Business Services (18.3%), Trade, Transportation & Utilities (18.2%) and Leisure and
Hospitality Services (12.8%). The five major employers of Orange County residents were
Walt Disney, Co. (22,000), University of California, Irvine (21,291), the County of Orange
(17,321), St. Joseph Health System (12,048) and The Boeing Company (7,700).5

Socioeconomics

As of January 2013, the unemployment rate for Orange County was 7.1%; lower than
California (11.3%) and the national average (8.3%).% Poverty, on the other hand, increased
in both number and proportion. An estimated 28,091 children in the 2010/11 school year
fell into the homeless category according to statistics prepared by the Orange County
Department of Education McKinney-Vento Homeless Education Assistance Act; a 7.9%
increase from 2009/10.7 In addition, in 2011/12, there were 46.4% (226,854) of Orange
County’s public school children receiving the Free and Reduced Lunch (FRL) program,

a proxy for children living at or near the poverty level. In order to be eligible for the FRL
program families must not exceed 185% of the Federal Poverty Level. In 2013, the Federal
Poverty Level for a family of 4 (2 adults and 2 related children) was $23,550 compared to
$18,810 in 2003.8

Orange County continues to be among the most inaccessible places to live for low and
moderate-income earners. In December 2012, the median sale price of an existing single-
family detached home in Orange County was approximately $582,930, up 20.0% since
December 2011. The minimum household income needed to purchase a median-priced
single family home in Orange County is approximately $68,650. Fifty-seven percent of
households in Orange County could afford the median-priced existing single family home
in 2012.°

Rental housing remains more expensive than that of our neighboring counties. In 2013, the
fair market rent was $1,294 for a 1-bedroom apartment, $1,621 for a 2-bedroom apartment
and $2,268 for a 3-bedroom apartment. The hourly wage needed for a household to afford
the fair market rent of a one-bedroom apartment was $24.88; for a two-bedroom, $31.17;
and a three-bedroom, $43.62."° At this rate, a minimum wage earner must work 124 hours
per week to afford a one-bedroom apartment.™

Between 2009-2011 the average household size in Orange County was 2.99 persons, with
the city of Santa Ana having the highest in the county (4.5 persons per household) and
tenth highest in the nation when compared to cities with more than 20,000 residents. In
addition to Santa Ana, eight other Orange County cities had an average household size
higher than the county average, including Garden Grove (3.7), Buena Park (3.5), Stanton
(3.4) and Anaheim (3.3)."?
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* * * * * < ORANGE COUNTY, 2010

Population by Age, Gender and Race/Ethnicity

Non- Non- Non-Hispanic Non-
Hispanic Hispanic Hispanic or All Other Hispanic
Asian Black Latino Races White

0-4 14,760 1,049 49,307 5,305 27,911 98,332
5-9 15,840 1,207 47,326 5,033 32,171 101,577
10-14 16,158 1,470 48,341 5,025 36,452 107,446
15-19 18,470 1,833 50,823 4,939 41,213 117,278
20-24 18,381 2,017 46,535 3,898 39,337 110,168
25-29 18,295 1,871 45,780 3,375 41,484 110,805
30-34 17,539 1,751 41,484 2,722 36,554 100,050
35-39 21,226 1,817 40,542 2,554 39,177 105,316
40-44 20,668 1,896 38,362 2,528 47,871 111,325
45-49 19,769 2,119 31,990 2,641 57,954 114,473
50-54 18,156 1,976 24,054 2,416 59,211 105,810
55-59 14,814 1,458 16,009 1,793 50,625 84,699
60-64 12,359 1,011 10,853 1,287 44,500 70,010
65-69 9,561 639 7,055 882 32,016 50,153
70-74 7,216 413 5,083 643 23,349 36,704
75-79 4,858 255 3,429 464 18,707 27,713
80-84 3,059 111 2,242 295 14,252 19,952
85+ 2,126 87 1,666 200 12,890 16,969
Total Males 253,255 22,980 510,878 46,000 655,667 1,488,780
0-4 13,998 1,028 47,134 288 25,966 93,359
5-9 15,295 1,160 45,645 4,845 30,247 97,192
10-14 15,584 1,325 46,628 4,816 34,396 102,749
15-19 17,599 1,709 47,688 4,815 38,600 110,411
20-24 18,215 1,613 41,738 3,893 37,974 103,433
25-29 19,715 1,519 41,265 3,340 38,719 104,557
30-34 20,481 1,403 39,253 2,720 34,259 98,116
35-39 25,148 1,476 40,539 2,712 38,414 108,289
40-44 24,200 1,676 37,840 2,661 47,736 114,113
45-49 22,712 1,994 31,893 2,825 56,699 116,123
50-54 21,162 1,805 24,745 2,398 57,699 107,779
55-59 18,156 1,421 17,675 1,743 51,433 90,428
60-64 14,632 1,033 12,515 1,316 47,221 76,717
65-69 10,671 683 9,102 1,007 35,805 57,268
70-74 8,013 467 6,754 720 27,375 43,329
75-79 6,083 295 5,085 524 23,433 35,420
80-84 4,053 213 3,630 391 21,331 29,618
85+ 3,505 200 2,967 324 25,555 32,551
Total Females 279,222 21,020 502,295 46,283 672,832 1,521,452
Total County 532,477 44,000 1,012,973 92,283 1,328,499 3,010,232

Race categories are defined by the 2010 Census.
Please see Appendix A on page 220 for detailed description of racial/ethnic categories and Census definitions on data collection.
Source: U.S. Census Bureau, 2010 Census
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ORANGE COUNTY, 2010 S

Chart #1 shows the 2010 age and gender distribution
of Orange County’s total population. Overall, 50.5%
of the population was female. When looking more
closely at the age cohorts, males outnumber females
in the first four cohorts (age 0 to 39). From age 40
on, females outnumber males. This supports the
generally known fact that females tend to live longer
than males.

In 2010, children ages 0 to 9 comprised 12.9%
(390,460) of the total population and youth aged
10 to 19 comprised 14.5% (437,884) of the total
population. Children 0 to 17 years of age, comprise
24.5% (736,659) of the total population.

In Chart #2, the distribution of the County’s youth
population by race/ethnicity in 2000 is shown. The
largest racial/ethnic group was White Alone category
at 51.3%. The next largest category was Hispanic or
Latino of one or more race, 30.8%. The third largest
racial/ethnic category was Asians Alone with 13.8%
of Orange County’s population. These were followed
by Other Race Alone at 2.6% and Black or African
American Alone at 1.5%.

In Chart #3, the distribution of the County’s youth
population in 2010 by race/ethnicity is shown. The
largest racial/ethnic group was the Hispanic or Latino
category at 46.7%. The next largest category was
Non-Hispanic White at 31.9%. The third largest racial/
ethnic category was Non-Hispanic Asians with 15.2%
of Orange County’s population. These were followed
by the Other Category (4.9%) and Non-Hispanic
Black (1.3%).

Racial/Ethnic Categories
Throughout the Conditions of Children Report
(CCR), due to space in tables, charts and graphs,
the following racial/ethnic categories will be
represented as follows:

Census Category CCR Language

Non-Hispanic White . . .. ... ... White
Non-Hispanic Black .......... Black
Hispanic or Latino. . .......... Hispanic
Non-HispanicAsian . ......... Asian*
American Indian or

Alaskan Native . .. .......... American Indian
Native Hawaiin and Other

Pacific Islander. .. .......... Pacific Islander
Two ormoreraces ........... Multiple
OtherRace................. Other

*Asian includes Pacific Islanders and Filipinos unless otherwise
specified.

Chart #1
Orange County Total Population
by Age and Gender, 2010

300,000 200,000 100,000 0 100,000 200,000 300,000

Source: U.S. Census Bureau, 2010 Census

Chart #2*
Orange County Total Youth Population,
by Race/Ethnicity, 2000

Asians Alone

13.8%
/

7

Black Alone
1.5%

White Alone

51.3% Hispanic or Latino

30.8%

Other Race
2.6%

* The language used to describe race and ethnicity is reflective of the 2000 Census definitions.

Source: U.S. Census Bureau, 2010 Census

Chart #3**
Orange County Total Youth Population,
by Race/Ethnicity, 2010

Non- Hispanic
Asian
15.2%

Non-Hispanic

/ Black

Non- Hispanic

White 1 .30/0
31.9%
/ Hispanic
o,
Other Race 46.7%
4.9%

**The language used to describe race and ethnicity is reflective of the 2010 Census definitions.

Source: U.S. Census Bureau, 2010 Census
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* * * * * i ORANGE COUNTY, 2010

Youth Population 0 to 17 by City/Community and Race/Ethnicity

Non- Non- Non-Hispanic Non-
Hispanic Hispanic Hispanic or All Other Hispanic
Asian Black Latino Races* White
Aliso Viejo CDP** 1,577 195 2,694 1,067 6,862 12,395
Anaheim 9,732 1,887 62,671 3,216 14,411 91,917
Brea 1,801 106 3,020 489 3,641 9,057
Buena Park 4,213 781 10,907 977 3,483 20,361
Costa Mesa 1,057 224 12,860 1,246 8,295 23,682
Cypress 3,808 323 2,786 820 3,606 11,343
Dana Point 127 38 1,687 345 3,762 5,959
Fountain Valley 3,947 85 2,172 841 4,598 11,643
Fullerton 6,651 536 15,588 1,333 7,450 31,558
Garden Grove 14,226 383 21,664 1,617 5,873 43,763
Huntington Beach 3,640 296 10,315 3,047 21,830 39,128
Irvine 18,871 775 5,137 4,161 16,731 45,675
Laguna Beach 100 25 407 266 2,850 3,648
Laguna Hills 688 60 1,976 483 BI565 6,762
Laguna Niguel 956 138 2,853 1,002 9,267 14,216
Laguna Woods 3 1 5 7 34 48
La Habra 961 197 11,826 432 2,646 16,062
Lake Forest 2,079 241 6,379 1,310 9,106 19,115
La Palma 1,605 195 740 214 669 3,423
Los Alamitos 315 73 785 272 1,296 2,741
Mission Viejo 1,596 225 5,010 1,547 12,892 21,270
Newport Beach 887 85 1,574 870 11,328 14,744
Orange 2,903 329 17,069 1,286 10,509 32,096
Placentia 1,640 177 6,139 505 3,984 12,445
Rancho Santa Margarita 984 166 3,195 948 8,586 13,879
San Clemente 410 64 3,830 878 10,324 15,506
San Juan Capistrano 158 21 4,694 286 3,359 8,518
Santa Ana 6,412 495 88,224 1,173 3374 99,678
Seal Beach 262 36 569 300 1,984 3,151
Stanton 1,952 176 7,030 330 1,078 10,566
Tustin 3,270 322 10,785 1,001 4,834 20,212
Villa Park 143 8 180 61 772 1,164
Westminster 9,408 131 7,121 902 3,358 20,920
Yorba Linda 2,402 174 3,059 958 9,199 15,792
Remainder Unincorporated 3,540 284 8,818 2,078 19,502 34,222

Orange County 112,324 343,767 235,048 736,659

*Includes Alaska Native and American Indian; Native Hawaiian and Pacific Islander; Some Other Race Alone; and Two or More Races.
**CDP= Census Designated Place
Source: U.S. Census Bureau, 2010 Census

16 Report on the Conditions of Children in Orange County, 2013



MAP OF CHILDREN 0 to [7 YEARS OLD ‘» ‘»

Percent Youth Population Ages 0 to 17 of Total Population
Orange County, 2010

incorporated

Percent Ages O to 17
|:| Under 20%
[ ] 20% to 25%
] 26% to 30%
- Over 30%

Source: US Census Bureau, 2010
2013 City Boundary
Center for Demographic Research, 2013
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Total Births
Orange County, 2011

Unincorporated

Total Births

[ ] under500
[ ] 500-1,300
[ 1.301-3,000
B Over 3,000

Source: Orange County Health Care Agency
Center for Demographic Research, 2013
City Boundary 2011

Note: The map shading does not reflect the total births of
the unincorporated county islands, land which is often
surrounded by a city but is still governed by the County of Orange.

18 Report on the Conditions of Children in Orange County, 2013



MAP OF CHILDREN O to 5 YEARS OLD ‘»

Percent of Youth Population Ages 0 to 5 of Total Population
Orange County, 2010

Unincorporated

Percent Ages O to 5

[ ] under5%
[ ] 5%to8%
] 9% to12%
- Over 12% ‘

lemente

Source: US Census Bureau, 2010
City Boundary 2013
Center for Demographic Research, 2013
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9 9 90 MAPS OF ORANGE COUNTY BY RACE AND ETHNICITY

Percent of Total Orange County Youth Population Ages 0 to 17
Non-Hispanic Asian, 2010

Percent Non-Hispanic Asian

[ Under 5%
[ 15%t015%
[ 16% to 30%
Il Over 30%

Source: US Census Bureau, 2010
City Boundary 2013
Center for Demographic Research, 2013

Percent of Total Orange County Youth Population Ages 0 to 17
Non-Hispanic Black or African American, 2010

Brea Gy

L,

> Unincorporated

Percent Non-Hispanic Black or African American

[ under 1%
[ 1% t0 3%
[ 4% to 5%
Il Over 5%

Source: US Census Bureau, 2010
City Boundary 2013
Center for Demographic Research, 2013
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MAPS OF ORANGE COUNTY BY RACE AND ETHNICITY

Percent of Total Orange County Youth Population Ages 0 to 17
Non-Hispanic White, 2010
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Percent Non-Hispanic White
[ Under 25%

[ 25% to 50%

[ 51% to 75%

Il Over 75%

Source: US Census Bureau, 2010
City Boundary 2013
Center for Demographic Research, 2013

Percent of Total Orange County Youth Population Ages 0 to 17
Hispanic or Latino of Any Race, 2010

Unincorporated

ake \,
Forest
4 ,al
¥ [ A,

L A
: 0{
Newp“Beach

Percent Hispanic or Latino
[ Under 10%

[ 10% to 25% & Clemente
[ 26% to 55%
I Over 55%

Source: US Census Bureau, 2010
City Boundary 2013
Center for Demographic Research, 2013
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Sam, Jacob and Mary

Sam is just four years-old and does not know why he barely ever sees his mom
anymore. He misses the way she smiled when she would wake him up in the
morning. He wonders why she is not there to read him a story and tuck him

into bed at night. Where is she when he falls and scrapes his knee? And who

is going to give him his favorite foods? When Sam’s mother was deployed,

her brother tried his best to take over the role of parent, but he can’t keep

Sam from feeling a unique hardship. The inner turmoil he feels displays itself

in extreme temper tantrums, aggression towards his peers in day care and
regression.

A bright, fun-loving kid, Jacob loved the life he had

with his friends and family. Secure in his life at home,
he excelled at school and brought home glowing praise from his
teachers. It all changed when they received the news. Jacob’s
stepfather received his orders and the family moved from Alaska
to California in preparation for his deployment within the coming
months. Now, adjustments to a new home, new school and new
people are compounded by the stress of the impending deployment.
He worries constantly about the safety of his stepfather when he
leaves. Jacob cannot bear the look on his parents’ faces the day
the school gives them referrals to address his frequent emotional
outbursts and his growing isolation from his peers.

= .
Mary remembers the days when her father laughed with that light in his eyes, the days when
they would go places together and would talk for hours and share stories and dreams. But
for Mary, those days are gone. The father she once remembered has changed. He came
back a hero. He was a military veteran. But, like all too many, he was diagnosed with Post
Traumatic Stress Disorder. The horrors of what he saw and experienced during the war left
Mary’s father with personality and behavioral changes that made him unable to be a
caretaker for his sixteen year-old daughter. Mary moved in with her grandparents,
grieving the change in her father. She still visits her father whenever she can but
suffers anxiety, worried that her father will never be the same man again. Her
fears spiral into major depression as she sees no change.

As military and veteran-connected youth, Sam, Jacob and Mary struggle with
emotional and behavioral issues that impact their ability to function at home,
at school and in their community. They must cope with parental absences
and loss, the threat of harm to their loved ones and the aftermath of when their
parent returns home.

Collaborative efforts have been made to identify military-connected children

in Orange County and to address the social-emotional needs of these kids in

order to promote healthy functioning and adjustment. Sam, Jacob and Mary,

along with their families, were identified and received the treatment services

they needed through Child Guidance Center’s Veteran/Military Children’s

Treatment Programs. With the help of the therapist and parent, children and
teens learn to confront and process their particular traumatic event(s), allowing

them to heal and move forward in their lives.

Note: Please see page 210 for references.
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Introduction

The unique circumstances that surround families of men
and women who serve in the Armed Forces present

a host of opportunities and challenges. The following
discussion aims to provide a background on military
families including available demographic data and
research, an overview on the challenges of deployment
and a discussion on the challenges for veterans and their
families. At the end of the discussion, there is a selection
of available national and local resources available to
support military families.

Military families is a term that can encompass the
families of veterans as well as those on active-duty, in the
National Guard and in the Reserves. Active-duty service

members commit to the military full time often as a career.

Reservists support active-duty by being ready and “in
reserve” in case active-duty troops are stretched thin and
more support is needed. Reservists are likely to have
civilian jobs outside their Reserve commitments. National
Guard members defend the homeland. National Guard
units operate on a state level. These “citizen soldiers”
are generally called to serve after Reservists have been
activated."

The unique situation of National Guard and Reserve
service members and their families should be highlighted,
because these service members do not return to military
bases but to their own communities. Thus, they have
limited access to the family services available to active-
duty service members and are left to find supportive
services in the community that can meet their needs.

For the purposes of this discussion, the term veteran
refers to those who are separated from active-duty and
are no longer eligible for services from the Defense
Department. It is essential for community workers and
health providers to understand this so that they can be
responsive practitioners who can help veterans and their
families gain access to services. Children of veterans are
far less visible than those living in families whose parents
are on active-duty because the children of veterans are
not eligible for most of the services provided to military
families. In addition, services that respond directly to

the significant needs of veterans’ children are rare.
Consequently when community agencies are providing
services to children of veterans, it is critically important
for them to understand the distinction between active-
duty military families and the unique challenges that face
children of veterans, which will be addressed later in this
discussion.?

National & Statewide Data on

Military Families

Figure 1 provides a national and statewide profile

on active-duty, Reserve and National Guard service
members, as well as their family members, from 2010
Department of Defense demographic data. It is apparent
that, nationally, there are more family members than
there are active-duty, Reserve, and National Guard
service members demonstrating a need to offer support
for the unique challenges that military families face with
deployment, casualties and reintegration.

Figure 1 By the Numbers:

National Statistics on Military Families —
Active-duty and Reserve/Guard members,
2010

National Data:

m 1.4 million active-duty service members with 1.9
million family members

m 56% married active-duty service members

m 1,224,556 children of active-duty service
members, most under the age of seven

m Nearly 500,000 children under the age of three in
active-duty and Reserve families

m 857,261 Reserve & National Service Guard
service members

m 1.6 million family members of Reserve &
National Service Guard service members

m 48% married Reserve & National Service Guard
service members

m Nearly 40,000 active-duty members are married
to other service members

m Nearly 75,000 single parent military families
Statewide Data:

m 159,380 active-duty service members in California
(the highest in the nation)

m 58,844 Reserve & National Service Guard service
members in California (the highest in the nation)

The California Research Bureau uses American
Community Survey data to estimate the current number
of military children in California. To arrive at the estimate,
they mapped the number of children with at least

one parent active in the armed services (as coded by
employment code) living in California each year for 2009
to 2011. Using a 90 percent confidence interval, and a
standard error rate of +/-3,644 they estimate that there are
approximately 105,736 children (0 to 18 years) of active-
duty military service members in California.
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Regarding the number of veterans living in Southern
California, using the 2007 to 2011 American Community
Survey Five-Year Estimates, the California Research
Bureau has made the following estimates about the
current population of veterans:

B 1.9 million —veterans in California

B 185,000 —veterans in California who are women
B 678,308 —veterans living in Southern California
counties;
Los Angeles (323,431 in 2012),
San Diego (222,348 in 2012) and
Orange (132,529 in 2012)

There is no estimate of the number of children of
veterans.

Overview on the Impact on
Children and Families

Many of the challenges that military families face are

simultaneous and exacerbated by various circumstances.

The reintegration process for the returning parent, as
well as for their family, is influenced by numerous issues,
which can include trauma and substance abuse. Both
of these are known to be “family diseases,” directly
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affecting other members of the family. Secondary

trauma, experienced by those who care for members

of the military, can include anxiety or depression. This
type of trauma has been documented among returning
veterans, along with higher frequency of family stress and
violence.?#

Available research calls to attention the various impacts
that a parent’s deployment can have on the family either
during the deployment or upon their return, including:

B Post Traumatic Stress Disorder (PTSD) disrupts
functioning in relationships with children. Male combat
veterans who have PTSD have been characterized as
withdrawn, irritable and controlling.®

B Domestic violence affects 20% of military couples in
which the service member has been deployed for at
least 6 months.®

B Children of US troops deployed to Iraq and Afghanistan
reportedly sought outpatient mental health services
2 million times in 2008.”

B 43% of active-component service members reported
binge drinking within the preceding month.® Another
emerging substance abuse issue is that many
of today’s military personnel are more likely to be
addicted to prescription medications, such as opiates,
for pain control.®

B Another form of stress that affects children is
economic stress. A recent Institute of Medicine survey
of the effects of deployment stated that “Many military
families are young and inexperienced in managing
finances. About 48% of enlisted service members are
under 25 years old and are without financial experience
or savings to cushion them in an emergency.”"®

B Children in military families display more aggression
and poorer academic functioning than their peers."

B Because service members in Iraq and Afghanistan tend
to be older, married and have children, the increase
in the number of children who have been affected by
these conflicts is larger than in past conflicts.'?

B 900,000 members of veterans’ families, including
children, lack health insurance.

Much of this research focuses on active-duty families,
rather than on the children of veterans separated from
service. It can be assumed that many of these problems
continue into veterans’ lives, as military discipline
disappears and the challenges of re-adjustment increase.
In some cases it can be assumed that conditions will
worsen over the life span of both the veteran and his/
her children if they are not addressed. Figure 2 highlights
some of the significant challenges that military families
experience.
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Phases of Military Service and the
Impact on Children & Families

After the war in Iraq and with the withdrawal of troops
from Afghanistan, thousands of military personnel are
returning home. They either continue in their roles as
service members or retire from service as veterans. Of
those who served in the aftermath of 9/11, more than
60% are now separated from service.' National Guard
and Reserve members face deactivation of their military
service status and return to civilian roles. The effects of

Over the last decade, the conflicts in Iraq and Afghanistan
have demanded lengthy and often repeated combat
deployments. In most instances, military families can
draw on the support of their formal or informal networks;
however, some of these families are left to negotiate

the challenges of wartime deployment on their own.
Separation from the military parent, as well as stressors
that interfere with the availability of the remaining parent
or caregiver, can place a young child at risk for problems
in attachment and development.™

this massive reintegration effort on military families and
their young children are now realized. There is a growing
need for studies focused on young children in military
families in an effort to raise awareness and knowledge
of how to support military families that have undergone
combat and repeated deployments and are facing the
struggles of large-scale reintegration processes.

Figure 2 Key Issues that Military Families

Experience

B Repeated and extended deployments; multiple and varied
transitions—from military to civilian status in the case of
retirement or injury-related medical separation from service, from
Reserve to active-duty status and back again;

B Unique National Guard and Reserve challenges—Iless access
to military resources and support due to distance from military installations and additional disruptions to healthcare,
Section 8 housing, employment and so forth due to changes in activation status.

B Deployment-related injury—potential change in parental roles and resulting impact on family and child outcomes;
the quality of injury information and support as well as its impact on family outcomes; the impact of service member
injury on parental identity and parent—child interactions.

B Family roles and structure in relation to deployment—grandparents stepping in as caregivers (overlay of
aging stressors, less access to military resources, etc.); unique challenges for dual military couples reconciling
dual, alternating deployment schedules that may result in additional disruptions in caregiving; how diversity issues
might play out in family’s response to deployment; how negotiating co-parenting may be affected by deployment
separation and disruption.

B Financial strain—additional overlay of stress, especially in current economy; high unemployment rates affecting
families that are considering transitioning out of service; erosion of federal funding and government work; how
issues of unemployment might play out differently for veterans and their families who have made substantial
sacrifices and now cannot find work. The loss of health coverage that was available under Tricare to active-duty
families results in many lower-income veteran families lacking any coverage; there are no focused efforts in the
enrollment drive for Affordable Care Act coverage aimed at veteran families.

B Single parents—unique challenges associated with developing deployment care plan. Plan may be influenced by
the deployed parent’s relationship to the other parent, legal implications of transferring care during deployment and
overall availability of a support system.

B Maternal depression—anecdotal information suggests increased rates of maternal depression in both female
spouses and service members.

B Developmental and relational effects on young children—Ilooking at parent—child attachment, siblings’ outcomes
(especially in relation to older siblings who may be playing a caregiving role) and children’s regulatory patterns,
including sleep and affect management.

Source: Zero to Three© National Center for Infants, Toddlers, and Families. Research and Resilience: Recognizing the need to know more:
Understanding the experiences of young children in military families in the context of deployment, reintegration, injury, or loss.
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There are two major types of attachment: secure and
insecure. When a child displays a secure attachment with
the deployed parent, the child is able to cope and express
healthy emotional reactions to the situation they face
along with adapting to the change in their relationship to
the deploying parent. This is even more likely when the
child has a positive secure attachment with the parent
who has stayed at home. When a child displays an
insecure attachment with the deployed parent, the child
can become anxious and/or avoidant through all phases
of deployment. This is even more apparent when the child
has an insecure attachment with the parent at home. If the
child has a secure attachment with the at-home parent,
there will be difficulty present but the child has a greater
chance coping with the absence of the deployed parent
and eventually adjusting to the situation.®

The at-home parent’s attachment to the child is an
important factor within the phases of deployment,
especially through the deployment and post-deployment
phases. When the at-home parent has a secure
attachment, they are able to support their child/children
in dealing with the feelings that they are experiencing.
The at-home parent also becomes a valuable social
support for the deployed parent and other military
families. However, when either parent has an insecure
attachment it exposes the family, during highly stressful
circumstances, to dysfunction. When a parent deploys,
it not only takes away a key figure for the child’s
attachment, it also causes the at-home parent to take on
a single parenthood role, which can include the stressors
of financial strain and lack of emotional/mental/physical
support.” Having shifted from a two-parent support
system, the at-home parent now has to handle stressful
situations alone. Consequently, without added support for
the at-home parent, the increased stress can translate
into irritability, short-temper and a strained relationship
with the children.

One of the more effective ways to understand the
attachment process between a military parent and child
is by breaking it down by the phases of military service.
Often people do not realize that deployment affects
children long before the parent leaves for deployment
and long after the parent returns home, or separates from
service.

Pre-Deployment Phase'®

Prior to deployment the family may exhibit anxiety and
anticipation about the parent’s departure. If the child has
a secure relationship with both parents, the child will
have strong coping abilities to prepare for the parent’s
departure. Younger school-age children may exhibit
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clinginess during this phase; while mid to late adolescents
are more likely to put more distance between themselves
and the parent to prepare for the coming deployment.
Regardless of age, if a child has an insecure attachment
with the deploying parent, the child may exhibit
avoidance, a general distrust of people, minimization of
feelings, denial and a non-engaging coping strategy up
until or just after the deploying parent leaves. Depending
upon how the child is supported through this process,
these behaviors may alleviate or worsen through the rest
of the deployment phase. The child’s insecure attachment
will also make it more challenging to bridge a relationship
once the deployed parent returns.

Deployment Phase™ 0. 21. 22

During this phase, the deployed parent has left and the
family experiences a range of emotions from happiness
to deep sadness, great fear to relief and despair to

hope. The child’s attachment to the at-home parent is
crucial during this phase. If the deployed parent is in an
unreachable area, the child will need a strong secure
attachment with the parent at home in order to cope and
adapt to the new situation. This secure attachment will
allow communication, stability and comfort during a time
where the deployed parent is absent. The child will be
able to adapt to the temporarily new family structure,
allowing them to build on their self-efficacy skills. Although
research has suggested that children display admirable
resilience while a parent is deployed, other research has
found some children exhibit increased anxiety, withdrawal,
anger, noncompliance and/or other behavioral problems.

If the child-parent attachment is insecure, the child

is more likely to develop behavioral and academic
challenges while the deployed parent is away. If the
child’s attachment is insecure with the at-home parent
as well, it makes it more difficult for the at-home parent
to communicate with them and work on their relationship
during this time. A younger child is more likely to

feel fearful or alone and display signs of regression
(clinginess, crying, wetting the bed). Adolescents may
display more aggressive behaviors (anger, sense of
abandonment, withdrawal and mood swings) as well

as academic challenges. One study found that children
whose parents were deployed 19 months or more since
2001 had modestly lower (and statistically different)
achievement scores compared with those who had
experienced less or no parental deployment.

One study identified gender differences of military
children in how behavior manifests itself during their
parent’s deployment; boys tend to exhibit more anger
and aggression while girls exhibit internalizing behaviors
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such as depression or psychosomatic symptoms
(stomachaches, headaches, etc.). The study revealed that
middle and high school females were engaging in more
risky behaviors such as cutting or sexual promiscuity.

Post-Deployment Phase?%242526

Although this is considered a joyful moment by all; in
actuality the long awaited and highly anticipated reunion
is one of the more complex phases for the entire family.
The post-deployment phase lasts 3 to 6 months after

the deployed parent returns home. For as long as 6 to
15 months of their life, the family has functioned without
the deployed parent and now everyone (including the
returning parent) struggles with reintegrating him/her into
the family. During the previous stage the family, including
the child, has changed — the dynamic in the house has
adjusted to life without the deployed parent, children

and adults have grown older, physical appearances may
have changed — essentially, life has gone on without the
deployed parent. This is a large struggle for reintegrating
parents because they return with only the memory of
how the family was prior to deployment. They now have
to familiarize themselves with children who are older,
personalities that have changed and a routine that
developed while they were gone.

Regardless of what kind of attachment the child has

with either parent, research suggests that some degree
of ambivalence, anger, resentment and/or emotional
disengagement may take place during this time period.
Evidence suggests that secure attachments for all
parties, including parent-to-parent and child-to-parent, will
promote a more positive adaptation as the reintegration
begins for the entire family. The most difficult part of this
phase is the reunion of the deployed parent with the child.
If the child was very young when the parent deployed, the
child is less likely to remember the deployed parent prior
to their departure and therefore is more likely to treat them
like a stranger and be fearful of them. An older child who
had an initial secure bond with the returning parent and
went through a period of grieving after the parent left may
be extremely detached and even ignore the parent for a
while upon their return. Although these behaviors can be
challenging for the family, allowing for time and providing
love and support during the process can help children to
manage their emotions with healthy reactions.

Finally, it is important to recognize that extended families
are also impacted by the problems of deployed service
members and veterans. During and sometimes after
deployment, children are cared for by grandparents,
aunts and uncles and older siblings. Defining “family” to
mean only a spouse and children omits these important

caregivers who can be critical voluntary resources. These
caregivers can also come under substantial stress as they
deal with the aftermath of deployment by a veteran in their
extended family. Moreover, in some cases, divorce and
disability increase the pressure on these caregivers as
they support their family members. This pattern of family
support can be especially important in minority cultures
and communities where broader definitions of family are
more common.

Separation from Service Phase?"%

When military personnel separate from service and
move into Veteran Status, there are a lot of emotions
experienced by both the individual and their family. The
ambiguity that once centered around where the family
might be stationed or when the parent might be deployed
is now replaced with an uncertainty of what the future
holds as the veteran resumes their education or pursues
a career, and becomes a more permanent fixture in the
home.

There is limited research about the children and families
of veterans. Higher rates of depression and post traumatic
stress disorder (PTSD) are associated with higher levels
of family problems. Otherwise, there are no studies on

the incidence of domestic violence, child maltreatment,
children’s mental health problems, children’s behavioral
problems or children’s academic performance in families
with veterans.

While the children of veterans do not face current
deployment stress, many of these children face other
post-deployment stresses, such as the parental
withdrawal, irritability and anger that may come with
PTSD and depression or the family dysfunction that
comes in the case of substance abuse. Some research
indicates that these post-deployment stresses may be
significantly worse for children of veterans than children
of active-duty military personnel. More than half of the
Operation Enduring Freedom-Operation Iraqgi Freedom
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(OEI-OIF) veterans presenting to the Veterans Health
Administration (VHA) since September 11, 2001, have
been diagnosed with mental health problems, and more
than a quarter — 250,000 — have been diagnosed with
PTSD. The numbers of OEF-OIF veterans diagnosed
with PTSD, depression and alcohol and drug abuse and
dependence in the VHA has been rising 21 to 31% per
year, indicating that more veterans are being discharged
from military service with these problems. These numbers
will continue to grow, since more than 1 million veterans
are expected to be discharged from military service over
the next five years. The number with diagnosed PTSD will
also grow, since PTSD can manifest itself years after the
initial trauma occurs. It seems likely that we can expect
the problems of children of veterans to continue to present
for many years to come.

Children of veterans do not have the supports that
children of military personnel do. Military families have
incomes, jobs, health insurance and homes; veterans’
families may lack some or all of these. Military children go
to schools on or near bases with other military children,
with a peer group sharing the same experiences. By
contrast, children of veterans are scattered in schools
across the country, are often new to their schools and
lack a built-in support system that understands them.
Military children and families are also supported by
Congressionally-mandated Family Assistance Programs;
no such programs are available to children of veterans.
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If children of military families, with all of the supports

they receive, show the kinds of problems that have

been detailed here, then children of veterans are likely

to display as many, if not more, difficulties, given the

lack of either diagnosis or services once the veteran
separates from the health coverage available while on
active duty. The combination of the growing number of
separated veterans with behavioral health problems, the
lack of structured support networks and programs for their
children will persist in the absence of services that do not
identify or recognize them as a special population. This
situation is more challenging for children whose parents
are members of the National Guard and Reserve forces,
already living in communities where it requires an effort on
the part of the family to seek out support.

Unique Challenges for Children and
Families of Veterans

The emphasis on active-duty families, combined with the
lack of an accurate figure for the total number of children
of separated veterans of OEI-OIF, are signals of the
relative invisibility of these children and their needs. The
Department of Defense (DoD) has extensive information
about dependents, which is essentially “erased” when
service members separate and become veterans. At least
six Veterans Administration (VA) forms ask for information
about dependents, but it is not aggregated or distributed
for State or local use. Efforts are underway in both the
DoD and VA to link their systems so that veterans and
their families can be tracked more readily and screened
for needed services, but a key test of the efficacy of these
efforts is a definitive count of children of recent veterans—
and no such number exists. It is nearly impossible to
coordinate services for this population without a system in
place to track them. There are no standardized screening
or assessment forms used by the VA to determine the
services needs of children of veterans.

An extensive array of services from DoD is available

to children in military families who are on active-duty.
Family advocacy programs, schools, child care and
other services have been expanded in response to the
substantial numbers of active-duty service members with
children. The DoD is the largest health care provider in
the U.S. Members of the Reserve and National Guard,
who served in post 9/11 conflicts in larger proportions
than any other conflict, are eligible for a limited range of
services, but unlike active-duty families, their children
are typically not enrolled in TRICARE, the military health
coverage program.
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Children are not eligible recipients of most federally
supported programs for veterans. Mental health and
substance abuse prevention and treatment are not
provided to children of veterans despite the higher
likelihood that these children will be affected by these
conditions. A few new VA programs, such as the Section
304 program for supportive housing services, recognize
the need for supportive services for veterans’ children, but
most VA programs are mandated to serve only veterans.
No one federal organization or agency is held accountable
for services related to children of veterans.

Survivors and children of severely disabled veterans

are eligible for some benefits, and some states provide
educational support services to children of disabled
veterans. The Veterans’ Mental Health and Other Care
Improvements Act of 2008 (S. 2162, 110th Congress)
partially expanded access to VA services, such as
marriage and family counseling or mental health care,

as long as these services are deemed necessary for the
proper treatment of a veteran. But no coordinated system
of care exists that responds to the needs of the more
than one-third of the children of recent veterans who were
adversely affected by their parent’s deployment.

Children and family services systems may be further
strained by pending defense cutbacks. Scheduled
reductions in force, estimated to affect more than 60,000
service members over the next three years, could add a
large number of newly separated veterans with families to
these totals.

National Efforts to Support

Military Families

Zero to Three — Coming Together Around
Military Families

Zero to Three’s mission is to ensure that all babies and
toddlers have a strong start in life by providing parents,
professionals and policymakers with the knowledge and
know-how to nurture the needs of very young children.
Zero to Three has been working with military/veteran
families since 2006 when it began its initiative, Coming
Together Around Military Families. This community-based
initiative increases awareness about the impact of trauma,
grief and loss on very young children in military/veteran
households. Their work has focused on specialized
training and support for professionals who work with
military/veteran families. The DoD supported the
expansion of the initiative at 28 military installations and
military medical centers as well as in 37 states serving
National Guard and Reserve families through the Joint
Family Support Assistance Program. These 65 locations
received the Duty to Care training series, designed

by Zero to Three, to address the needs of infants and
toddlers whose families are experiencing complicated
deployments, injury or the death of a service member
parent. Additionally, the training series explored the role,
needs, challenges and strategies of professionals serving
these communities.

In recent years, Zero to Three has expanded its focus

on veteran families with young children. For returning
veterans who transition out of service, as well as
members of the Ready Reserve forces that demobilize
and re-mobilize, visible and invisible injuries may

be overlaid with the loss of social support systems

and military-specific benefit/resources—constituting
additional disruption in families’ lives. Zero to Three

has been proactive in addressing the unique needs of
veteran parents and their young children by modifying its
trainings and resources to promote an awareness and
understanding of veteran families’ unique experiences,
challenges and strengths. More recently, the organization
piloted its adapted trainings, Coming Together Around
Veteran Families™, in the greater Chicago and Los
Angeles communities. A veteran’s perspective was
integrated into existing resources through the modification
of its Honoring Our Babies professional guide as well as
its Supporting Young Children parenting material. Zero to
Three was recently funded to develop a series of video-
casts and a parenting application (app) as mechanisms
for promoting community capacity to engage and support
veteran families and their young children in the State of
lllinois.

Report on the Conditions of Children in Orange County, 2013 29



4K 4 THE IMPACT OF MILITARY SERVICE ON CHILDREN & FAMILIES

For more information about the work and activities of

Military Family Projects at Zero to Three, including
downloadable resources, please go to
www.zerotothree.org/military.

Families OverComing Under Stress (FOCUS)
Project

As a service initiated by the Bureau of Medicine and
Surgery, the FOCUS Project addresses concerns related
to parental combat-related stress and physical injuries

by providing state-of-the-art family resiliency services

to military children and families at designated Navy and
Marine Corps sites. In 2009, FOCUS Family Resiliency
Services was made available to Army and Air Force
families at designated installations through support from
the Defense Department’s Office of Family Policy. FOCUS
is based on over 20 years of research with children

and families facing challenges and adversities in many
different settings. It has successfully provided services to
thousands of participants at dozens of sites and continues
to expand, including new online availability for those who
are remotely located.

Children of Veterans Project

Children and Family Futures, a nonprofit based in
Southern California, recognized the overlap between
veterans’ needs and its role in providing technical
assistance and evaluation services to state and local
collaborative teams working across child welfare,
treatment agencies and the courts. As the contractor
operating the National Center on Substance Abuse and
Child Welfare (NCSACW), Children and Family Futures
works with more than 100 sites, including several in
states and localities that are significantly affected by
veteran and military family issues. Family drug courts,
which are supported through Department of Justice
funding, the Substance Abuse and Mental Health Services
Administration and the Administration for Children and
Families, overlap with veterans’ treatment courts in at
least 12 sites.
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Orange County Efforts to Support
Military Families

In March 2013, over 70 local non-profits, elected officials
and government agencies came together to officially
form the Orange County Veterans and Military Families
Collaborative. The underlying goal of the Collaborative
is to maximize efficiency and effectiveness in bringing
services and support to veterans, the military and their
families in Orange County. Prior to the formation of

the group, veterans and military in Orange County had
expressed their lack of knowledge in available benefits
and services. This is in spite of the number of county
veteran service officers, county agencies, California state
programs and private non-profits all serving veterans.
Orange County has a large population of veterans (third
largest in the State of California and sixth largest in the
nation), and has a responsibility to provide much needed
services to its veterans and military families. As a result,
the Collaborative formed to better address the critical
needs of our heroes.

The Collaborative has eight key focus areas: Children
and Families, Behavioral Health, Education, Public
Relations/Community Outreach, Housing, Legal/Re-
entry, Grants/Finance/Data and Government Relations.
The Children & Families Subcommittee has an

emphasis on veteran and military connected children
within the overall family unit. Resource collaboration

and development includes, but is not limited to: school
support, mental health, children’s groups, family resource
centers, expansion of healthcare to eligible families and
development of a comprehensive resource database
specific to the needs of the veteran, service member and
their families. Meetings are held on the 2nd Monday of
each month at 11:00 a.m. at Child Guidance Center. The
group welcomes new members.

The Orange County Veterans Advisory Council is
comprised of members appointed by the Orange

County Board of Supervisors. The Council is made

up of nine members who are residents of Orange

County representing all geographic areas and each is

a U.S. military veteran with an Honorable Discharge.

The purpose of the Council is to advise the Board

of Supervisors on issues of importance to veterans

and their dependents based upon input from the

veteran community; provide a source of liaison and
communication with various veteran groups; and promote
involvement in veteran related events and functions within
the county. The Council keeps abreast of legislation that
affects veterans’ rights and provides recommendations
and input to the Board of Supervisors in accordance
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with the Board’s revised legislative policy guidelines

to assure that the needs of Orange County Veterans

are being addressed. Public meetings are held on the
second Wednesday of each month at 6:00 PM. Currently,
meetings are held at the Veterans Service Office,
Conference Room A/B, 1300 S. Grand Avenue, Building
B, Santa Ana, California.

The County Veterans Service Office is a state-funded
office within the Orange County government that assists
veterans in securing benefits and refers veterans to local
services. It works closely with the Veterans Unit in the
Health Care Agency to provide behavioral health services
and referrals with Mental Health Services Act funding.

Veterans First Orange County has the primary goal of
housing homeless veterans. An Employment Director
works with this population to support them in finding
employment. In the month of June 2013, 40 Veterans
were assisted in gaining employment. They also have a
Benefits Coordinator who is versed in veterans benefits
such as the Post 9-11 Gl Bill, Social Security, veterans
service-connected compensated pension and many more
veteran benefits. Veterans First houses over 150 veterans
per year and stays engaged in combating veteran
homelessness.

Anticipating the needs and challenges of veteran and
active-duty military families, Child Guidance Center, a
private, non-profit mental health service provider, became
involved with other military/veteran-serving organizations
in 2010 as a specialty resource and linkage for these
children’s and families’ emotional and behavioral needs.
Child Guidance Center identified over 10% of the

1,000 children receiving treatment services weekly at

its facilities as being related to veteran and active duty
service members. Estimates suggest that currently there
are 15,000+ children (0 to 18) of active duty military

and veterans in Orange County. Research shows an
increased risk for psychological distress in this population,
and a higher than national average risk for emotional
problems. Examination of access to services data reveals
that these children and their caregivers do not always
qualify for treatment services through the Veterans
Administration, TriCare or other providers.

The Department of Defense has identified evidence-
based methods including Parent-Child Interaction Therapy
(PCIT) and Trauma-Focused Cognitive Behavioral
Therapy (TF-CBT) to be integrated for use with military
families who experience trauma, distress or other
psychosocial symptoms.?® With the goal of expanding
services to traumatized and at-risk military-related

children and their parents/caregivers, Child Guidance
Center’s 50+ specialty-trained clinical staff offer evidence-
based PCIT and TF-CBT as effective approaches to

treat the unique needs of these families. PCIT is a brief-
term coaching, empirically-proven approach to enhance
parent-child relationships and improve child behaviors.
Standing behind a one-way mirror, the PCIT therapist live-
coaches the parent wearing a wireless earpiece on ways
of relating to and managing their child’s behavior at the
very moment it is occurring. TF-CBT is designed to help
children with behavioral and emotional difficulties related
to traumatic life events, including loss and grief. With the
help of the therapist and parent, children and teens learn
to confront and process their particular traumatic event(s),
allowing them to heal and move forward in their lives.

For more information, please visit the website at www.
childguidancecenter.com or contact (949)-582-3958.

Conclusion

While the impact of military life on children of active-duty
and veteran members poses challenges, it is important

to also focus on the positive elements of being part of a
military family, during deployment and upon separation
from service. Military life includes structured discipline,
responses to clear directives, acting for the good of a
larger group and camaraderie. When these outlooks

are imparted to children, both through example and
through parental instruction, the effects can be positive

in ways that build resistance to the negative impacts of
deployment. Strategies that seek improvement in the
well-being of children of active-duty and veteran members
should seek out these sources of resilience, as well as the
risk factors that may reduce well-being, and build on these
positive factors whenever possible.

The tremendous sacrifice that men and women offer to
serve their country is honorable. Alongside the bravery
of our military service members, the families of these
men and women cannot be overlooked because they
also sacrifice a great deal to support their family member.
Progress has been made in identifying and serving
children of veterans, but the systems and agencies that
are beginning this work have far to go in responding to
their needs for support. Attention and resources must

be focused on both active-duty service members and
veterans for their children and families. Both new and
redirected funding is critical to ensuring the Veterans
Administration has expanded support from federal,

state and local agencies serving children and families.
Community organizations, health providers and local
county agencies have much to contribute in responding to
the needs of these families.
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Missy

Missy is a 4 year-old preschool child who was struggling
with alphabet recognition and learning to write her name.
She had her vision screened by the School Readiness
Nurses in January 2013. The vision screening brought

to light concerns that would need further attention. Missy
was referred for an eye exam with a local optometrist and
was found to have a congenital cataract in the left eye.

Additional testing and evaluation was completed by a
pediatric ophthalmologist and Missy was prescribed
corrective lenses for myopia and is currently being
considered for lens replacement surgery for the left eye.
With her new eyeglasses Missy has shown improvement
in attentiveness, as well as academic achievement,
specifically in the ability to write her name. Her teacher
has also reported that she is now eager to participate in
class and has improved in her classroom behavior and
interaction with peers. She will continue to be monitored in
the approaching academic year.

The identification and referral of Missy by the School
Readiness Nurse provided important positive outcomes
for this child. This emphasizes the need for vision
screening at an early age. Appropriate referral and
treatment interventions can help prevent further vision
loss and improve the visual needs of young children like
Missy.

Note: Please see page 210 for references.
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Introduction

Challenges with vision in childhood and adolescence differ
in nature and severity, ranging from mild refractive errors
to permanent vision impairment and blindness. Many
vision problems involve a variety of symptoms that can
greatly affect skills and learning abilities. The National Eye
Institute reports that the most prevalent and significant
vision disorders of preschool children are amblyopia (lazy
eye), strabismus (crossed eyes) and significant refractive
error — each of which can be identified and addressed
early if children are screened for possible problems and
receive adequate follow-up vision care. Left untreated,
vision problems can have severe adverse effects

on educational achievement through several causal
pathways.’

Undiagnosed vision conditions are one of the top
disabilities among adults. Vision disorders are the fourth
most prevalent class of disability in the United States and
the most prevalent handicapping conditions in childhood.
Early detection increases the likelihood of effective
treatment and allows for actions to decrease the negative
impact of the disorders. However, fewer than 15% of all
preschool children receive an eye examination. Fewer
than 22% of preschool children receive some type of
vision screening.

Factors that Contribute to

Children’s Vision Issues

Several factors contribute to children’s vision issues.
Vision problems can be caused by premature birth,
genetic factors or occur spontaneously without any
warning. Social factors can fall in one of the four service
areas of accessibility, availability, acceptability and
appropriateness. Many children simply do not have
access to proper care due to socioeconomic status,

high costs of maintaining eye care or lack of insurance
coverage. In lower-income communities, services may
not be available — for instance, the number of pediatric
optometrists or ophthalmologists may be scarce in their
community. There also may be a lack of knowledge of
services that do exist. Once a child is screened, some
families do not accept the diagnosis and do not follow
up on services, posing another potential barrier. Another
challenge can be an adequate level of service for the
child — for instance, if a vision issue is misdiagnosed

or completely missed, a child may be exhibiting other
behaviors (inattentive, headaches, irritability) and will not
receive appropriate services to address the primary issue.

The Children and Families Commission of Orange
County, along with community partners, conducted a
community planning process on the issue of children’s

vision in Orange County. Participating members
documented the challenges around screening access;
diagnosis/treatment; and continuity of care/system
management. Children under five do not always have
access to appropriate screening prior to kindergarten and
there are also challenges with transportation for families.
The number of pediatric optometrists is limited in Orange
County, making referrals for treatment and wait-time

for treatment a challenge. The cost of glasses can also
pose a challenge for families with low incomes. Due to
limited resources in South County to address severe
vision and eye health problems, patients are commonly
referred to the Southern California College of Optometry,
UC Irvine Medical Center, or local ophthalmologists for
services. The planning participants identified that there
is no county database in place to capture vision data;
education for parents and health practitioners is lacking;
and a connection between the primary care provider and
pediatric optometrists/ophthalmologists is needed.

Early Vision Screening- Preventing
Lifelong Challenges

California Schools require certain standards for
monitoring children’s vision. Each pupil enrolled in a
school must receive a vision screening provided by the
district. Children must receive this screening upon initial
enrollment into a state elementary school and at least
every third year thereafter until completion of the eighth
grade.? Yet more than 12.1 million school-age children
have some form of vision problem, and only one in three
children in America have received eye care services
before the age of six.
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Many vision problems are very treatable if detected early
in life. However, if left undetected and untreated, they can
cause more problems in the future. The most common
vision problems in childhood can be repaired if detected
and treated prior to six years of age. Any loss of vision
due to amblyopia (lazy eye) that is detected after six
years of age has a poor prognosis for improvement and
will follow the person for their lifetime. Studies show that
screenings are more effective when conducted early,
even in children as young as six months of age. Issues
with vision are more difficult to detect the younger the
child, especially if they depend on a level of cooperation.
Hence, there is an emphasis on early screening from
specialists and a surge of new technology directed at
amblyopia screening in the younger child. Follow-up
screenings are highly encouraged as some families may
have limited access or resources or may not understand
the implications of vision disorders.3

Prevention works to identify vision conditions in children
early and link them to appropriate care. The Partnership
for Prevention, in reviewing the U.S. Preventive Services
Task Force’s listing of recommended clinical preventive
services, found that pediatric vision screening is
inexpensive, treatment is effective and it improves the
quality of life. The U.S. Preventive Services Task Force
recommends screening to detect amblyopia, strabismus
and defects in visual acuity in children younger than five
years of age. Vision screening is an important element of
a strong public health approach to children’s vision care.
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Impact of Children’s Vision Issues
Children’s vision problems can have a significant
impact on the child’s life. Eyesight problems can lead to
behavioral issues, challenges with social development
or learning challenges. Academic achievement may be
adversely affected. Vision issues left unresolved due

to the lack of early care, give rise to bigger, long-term
problems.

A study conducted on children ages 8 to 18 supported
the idea that vision problems can affect many aspects
of a child’s life. Many children pointed to their visual
disorder as something that hampered their social life
and independence as well as their ability to secure
jobs. Children may also feel that finding and building
friendships is more difficult because of their disabilities.
Those who developed strong friendships said that gave
them support and encouragement, and a feeling of
acceptance during their academic careers, allowing them
to participate more.*

Academic achievement is influenced by many individual
and environmental factors. School-based programming
that provides early access to vision screening increases
the likelihood with which young students can receive and
use eyeglasses. Children who are having issues with
their vision face varying degrees of challenge acquiring
basic academic skills. There are likely to be social and
emotional consequences as well. To the extent that
corrected vision problems contribute to learning outcomes
and social-emotional development, policies and programs
that promote children’s vision can serve as a meaningful
component of a strategic and coordinated approach to
addressing the achievement gap that exists among our
nation’s youth.®

Promising Practices in Orange County to
Support Children’s Vision

Orange County acknowledges the importance of early
screening and linkage to services, ensuring that children
have access to eye care. Below are some of the available
resources to support children’s vision needs.

Children & Families Commission

of Orange County

In response to the areas of concern that came out of

the planning process, the Commission’s Vision Planning
Group identified strategies to address children’s vision in
Orange County. In order to assure timely access to vision
screening and referrals for eye care services, programs
including School Readiness Nurses and Community
Clinics provide vision screening and linkage to services
to over 20,000 young children a year. School Readiness



Nurses are committed to sharing best practices,
expanding their knowledge of nursing practice as well
as identifying evidence-based field vision screening for
effective visual assessments of children and linkage

to appropriate referral resources. The Commission

is working collaboratively with community partners to
develop and implement a mobile vision program to
promote easier geographic access to needed referral
services for vision care.

Kids Vision for Life Orange County/Children’s Health
Initiative of Orange County

Launched in 2008 by Essilor Vision Foundation, a
Dallas-based 501(c)(3) public charity founded by Essilor
of America. Kids Vision for Life focuses on at-risk
students from low-income families, many of whom have
uncorrected vision problems, to “eliminate poor vision and
its lifelong consequences in elementary schools.” In 2012,
the Children’s Health Initiative of Orange County began

a partnership with Kids Vision for Life Orange County to
host mobile vision clinics at local elementary schools and
provide free eye exams and free glasses for all students
in need of them.

A recent commitment with Santa Ana Unified, Children’s
Health Initiative of Orange County, the Southern California
College of Optometry (Marshal Ketchum University),

and Kids Vision for Life Orange County will bring
screenings, eye exams, and eyeglasses to children at

all 35 Santa Ana elementary school over the next three
years. Generally, in lower income areas, less than 25%
of children who fail their school vision screening ever
make it to an eye doctor for an eye exam and glasses.
The high majority of these children have benefits through
Cal-Optima for free eye exams and glasses. For many

children there may be a problem with accessibility. This is
due to several factors - both parents may work, there is a
lack of transportation, the parents may be unfamiliar with
the eye doctor or they may not understand the impact of
their child’s poor vision, for example, “Oh, he sees fine, he
watches t.v. all the time”.

A huge part of the success of the Kids Vision for Life
coalition is that they bring the eye exams and glasses to
the school - either by having the exams at the school or
busing the schoolchildren to the College of Optometry.
The program also works together closely with the school
staff and administration and other community vision and
health organizations. For example, Children’s Health
Initiative of Orange County calls the family of every
student who fails their vision screening. Last spring, at
one local school, 240 of 1,000 students failed their vision
screening. With the work of the staff at the school and the
Children’s Health Initiative of Orange County, 210 of the
240 students had their parents sign consent forms and
received follow-up eye exams and glasses.
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LIONS Club International

With the assistance of volunteer optometrists, the club
provides vision screening and treatment referrals. The
Sight and Hearing Foundation operates a mobile van
that is deployed to schools and health fairs.
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Southern California College of

Optometry Eye Care Center

This teaching facility and community health center/vision
clinic includes a full service optical dispensary. The Center
participates in InfantSEE, a no cost public health program
developed by the American Optometric Association
Foundation and the Vision Care Institute. The program
provides one-time, no cost eye and vision assessment for
babies 6 to 12 months. There are over 30 optometrists
participating in Orange County.

University of California, Irvine and the

Gavin Herbert Eye Institute

In September 2013, the University of California Irvine
opened Orange County’s first university-based eye
institute, with comprehensive medical, surgical and
optometric services. This institute will bring together
patients, university researchers, doctors and the eye
technology industry. A new Vision Institute for Special
Needs children is under development. The Pediatric
Ophthalmology service is staffed by two fellowship-trained
pediatric ophthalmologists. To date, the institute has been
completely funded by private philanthropy. Additionally,
UC Irvine Medical Center offers comprehensive pediatric
ophthalmology medical and surgical services staffed by
fellowship-trained faculty and resident ophthalmologists in
training.
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Conclusion

Vision screening are an efficient and cost-effective
method to identify children with visual impairment or eye
conditions that are likely to lead to visual impairment so
that a referral can be made to an appropriate eye care
professional for further evaluation and treatment. Vision
screening in preschool age children is an important need
that is met by the School Readiness Nurses and others

in the County. They identify vision concerns in young
children and provide referrals and follow up care to adress
the visual needs of the preschool child.

The efforts in Orange County have provided opportunities
to identify the needs around children’s vision and move
towards a multidisciplinary collaborative approach to
support families. Partnerships with schools provide
consistent access to youth where school-based vision
screening programs can be implemented and identify
educationally-relevant visual health issues that affect
youth. Follow up is critical in realizing the full educational
benefits of vision screening. Screening programs can
encourage receipts of needed follow-up services by
improving communication with parents, facilitating access
and using existing community resources and/or providing
services on-site. Accomplishing these objectives will
require not only require the commitment of resources,

but also investment of effort by parents and teachers to
monitor and encourage youth to follow recommended
actions, whether that is using glasses, access to
medications for the eyes or practicing vision therapy.®
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HEALTHY PEOPLE
2020 GOAL:

In addition to the 2010
goal, improve access to
comprehensive, quality
health care services.

HEALTHY PEOPLE
2010 GOAL:

100% of all children
and youth 17 years of
age and under will have
a specific source of
ongoing care.

NOTE:
For further
information on
Healthy People
2010 and 2020
Goals see
Appendix B on
page 221. www.
HealthyPeople.gov

STATEWIDE:

According to 2011
data, there was an
increase in the number
of children enrolled in
the State Children’s
Health Insurance
Program (SCHIP) from
1,731,605 in 2010 to
1,763,831 in 2011.2

RELATED
INDICATORS:

W Early Prenatal Care
B Low Birth Weight

B Immunization of
Children

B Physical Health
B CalWORKs

Definition of Indicator

Access to Healthcare includes the number of children enrolled in Medi-Cal, Healthy Families,
California Kids and Kaiser Permanente’s Child Health Plan (KPCHP); the number of mothers
receiving services through Access for Infants and Mothers (AIM); and the number of children
receiving services through the Child Health and Disability Prevention (CHDP) program (see
Appendix B and C on pages 221 and 222 for further information about these health programs).

Findings

As of January 2013, a total of 255,695 (85.0%) children were enrolled in Medi-Cal, 44,515
(14.8%) were enrolled in Healthy Families and 650 (0.2%) were enrolled in California Kids.
Access for Infants and Mothers (AIM) had a monthly average of 609 pregnant and new mothers
enrolled during 2012. The CHDP program provided services to 201,838 children during
2010/2011. Updated data are not available for KPCHP.

The American Community Survey (ACS) estimated that 60,445 children in Orange County were
uninsured in 2011 (8.2% of 0 to 17 year olds). This was down from 9.8% in 2010 and 10.4% in
2009 (71,496 and 78,738, respectively).

Enroliment by Program, January 2004 to January 2013

Medi-Cal Healthy California Kaiser Healthy
Under Age 18 Families Kids Permanente Kids Total
2004 178,124 66,617 4,610 249,793
2005 181,723 67,088 5,822 1,130 255,763
2006 175,290 68,969 4,940 3,490 252,689
2007 176,525 71,642 4,968 6,767 347 260,249
2008 179,746 78,407 4,094 6,893 881 270,021
2009 188,175 84,285 3,628 7,659 987 284,734
2010 205,834 82,831 2,752 8,252 1,046 300,715
2011 216,528 81,752 1,590 6,716* 116 306,702
2012 219,418 81,928 798 6,405* 0 308,549
2013 255,695 44,515 650 ** 0 300,860

*Number shown is for previous month (data not available for January).
**Data not available.

Trends

Over the past 10 years, enroliments in Medi-Cal and Healthy Families combined increased by
22.6%, from 244,741 in 2004 to 300,210 in 2013. Most of that growth occurred between 2007
and 2011, but enrollments have since leveled off. Enroliments in California Kids decreased
85.9% from 4,610 in 2004 to 650 in 2013.

From 2009 to 2011, the number of children that were uninsured decreased from 10.4% to 8.2%.
During the same time period, the percent of White children that were uninsured increased from
3.3% to 5.0%, while the percent of Hispanic, Asian and Black children that were uninsured
decreased (16.1% to 11.5%, 9.3% to 6.3% and 10.3% to 6.5%, respectively).

American Community Survey, Percent of Children Uninsured
by Race/Ethnicity, 2009 to 2011
Il 2009 W 2010 2011
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. . See page
Why is this Important? 144 in
It is a shared goal of the American Academy of Pediatrics, Health Care Agency and Children Supplemental
and Families Commission for all children to have a “medical home.” Some of the characteristics Tables for
of a medical home include care that is accessible, continuous, comprehensive, family- additional
centered, coordinated and compassionate. This care should be delivered or directed by health data E
professionals who are well-trained in pediatric care. Ideally, all children should have a “medical P
home” even though geographic barriers, personal constraints, practice patterns and economic See page 221 =
and social forces make it difficult to obtain this goal.! With a “medical home,” children’s health Appendix B S
problems can be identified through regular, preventive health assessments. Many problems can for additional o
be prevented, corrected or the severity reduced by prompt diagnosis and treatment. Improving information about
health care access for children from low-income families will help improve both prevention and health programs
early diagnosis and treatment of health problems. for low income

families.

What's Happening in Orange County?
Budget cuts to both public and private healthcare programs have directly impacted the
accessibility of healthcare in Orange County: Data indicates that
B Enrollment in California Kids peaked in 2005, but has declined to less than 1,000 children, the number of children

primarily due to reduced private funding. g%:?c:lriilsn I-Séztlfh

B The Healthy Kids program was discontinued in February 2011, thereby impacting health care Insurance Program
access for many families with incomes between 251-300% of the Federal Poverty Level (FPL) | increased from 7.7
and/or those who are unable to meet residency or citizenship requirements of other programs | million in 2010 to over
(See Appendix C for FPL). 7.9 million in 2011.3

B Starting on January 1, 2013, enrollment in Healthy Families ceased. Medi-Cal income
guidelines were shifted to include previous Healthy Families guidelines. Over 80,000 Healthy
Families OC enrollees are being transitioned to Medi-Cal in 2013.

B KPCHP was closed to new enrollments in early 2013. This leaves California Kids the only
option for children ineligible for public programs. Unfortunately, many families cannot afford
the increased California Kids premiums.

Children’s Health Initiative of Orange County (CHI OC) continues to respond to the needs of
these families by assisting them in applying for all available health and social services programs.

What’s Working:

B CHI OC is working to reduce the number of uninsured children in Orange County by screening
families for health care and social services programs, determining their eligibility and assisting
them with the enrollment process.

B CHI OC’s One-e-App (OEA) enroliment database continues to be the tool for streamlined

enrollment into 17 health care, social services and referral programs. This tool is used by 14 DATA SOURCE(S):
. . .. . . County of Orange Health Care
partner agencies across the county and increases efficiency in helping the most vulnerable Agency
families access health care and social services. CHI OC conducts outreach and enrollment California State CMS Branch,
. . . . CHDP Health Assessment
efforts at over 20 sites throughout the county, which serves as critical access points for Data 2010/11
underserved families. CHI OC’s unique Care Coordination model of systematically following U.S. Census Bureau, American

up with families ensures that they retain and utilize their health care benefits. Community Survey, 2011

B CHI OC continues to be innovative in breaking down barriers for families accessing health care

through the OC Cares Program. The OC Cares Program has partnered with Kids Vision 1 AAP, The':f:;f;.c‘.qome,
for Life Orange County embarking on a goal to provide vision screenings (and free glasses, if | , fsdéatg‘;a?rgg;t of Healh
needed) to all Orange County children. In 2012/2013, these programs conducted over 6,000 and Human Services,
vision screenings, provided 700 eye exams and dispensed 685 pair of free glasses. Centers for Medicare and

. - . . . . Medicaid Services, 2011.
B CHI OC has also been a leader in facilitating community collaboration and forums focusing on

educating and training the enrollment workforce.
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HEALTHY PEOPLE

2020 GOAL:
Healthy People 2020
recommends a 10.0%
improvement in the
baseline level of the
local jurisdiction.

ORANGE COUNTY
HEALTHY PEOPLE
2020 GOAL:

By 2020, the goal

for Orange County

is 96.5%, a 10.0%
improvement in the rate
of pregnant females
receiving early prenatal
care from a three-year
(2007 to 2009) average
basline of 87.7%.

HEALTHY PEOPLE
2010 GOAL:

90% of all women will
receive early prenatal
care. Orange County
did not achieve the
2010 Healthy People
goal of 90.0% of women
receiving early prenatal
care. Non-Hispanic
White and Asian are
the two ethnic groups
that achieved the 2010
goal with over 91.0%
receiving early prenatal
care.

STATEWIDE:

In 2011, 81.7% of

mothers received

prenatal care in the first

trimester.3

RELATED

INDICATORS:

B Substance-Exposed
Infants

B Low Birth Weight
B [nfant Mortality

B Immunization of
Children

B Births to Teens

B Developmental
Disabilities

B Supplemental Nutrition

Programs: WIC &
CalFresh

Definition of Indicator

Early prenatal care refers to the number and percent of infants born to women whose prenatal
care began during the first trimester (the first three months) of pregnancy.

Findings

Birth data indicate that 88.7% of Orange County mothers who gave birth in 2011 received
prenatal care beginning in their first trimester, slightly down from the 89.0% in the prior year. In
2011, 3,253 (8.5%) pregnant women initiated care in the second trimester; 600 (1.6%) in the third
trimester; and 90 (0.2%) had no prenatal care. Prenatal care status was unknown for 377 (1.0%)
women.

Percent of Women who Received Early Prenatal Care
in Orange County, California, and the United States, 2002 to 2011

100 g9 80, 91.6% 91.7% 91.4% 91.0%

88.0% 87.8% 88.2% 89.0% 88.7%

Percent of Women

2003 2004 2005

2006

I california

2007 2008 2009 2010 2011

United States

N/C = Not Comparable
N/A = Not Available

—=— Orange County

Trends

From 2002 to 2011, there has been a decrease in the percent of women who received prenatal
care in the first trimester from 91% to 89%. Compared to state and national statistics, Orange
County has been consistently higher over the same time period. Despite having surpassed the
Healthy People 2010 goal of 90.0% from 2002 to 2006, Orange County has been unsuccessful in
meeting the goal for the last five years.

From 2002 to 2011, the only racial/ethnic group to have maintained early prenatal care for
mothers above the 90.0% level, were Whites. However, during the same time period, decreases
were seen in the percentage of mothers receiving early prenatal care among Whites, Asians,
Hispanics and Blacks (95.1% to 92.5% for Whites, 92.6% to 90.7% for Asians and 87.7% to
86.2% for Hispanics). Blacks demonstrated the largest decrease in the percent of mothers
receiving early prenatal care from 87.0% in 2002 to 82.7% in 2011. The 2011 percentages for
Whites, Blacks and Hispanics are below the highest levels achieved in 2004 and 2005.
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Why is this Important?

Getting early and regular prenatal care improves the chances of a healthy pregnancy, which is
one of the best ways to promote a healthy birth. This care can begin even before pregnancy with
a preconception care visit to a health care provider. Achieving a healthy birth weight baby is also
a preventive and cost-effective approach for reducing health care costs associated with providing
neonatal intensive care services for low birth weight babies." In 2010, 73.1% of all

mothers began prenatal
care in the first trimester
of pregnancy.*

Despite broader access to prenatal care, the percent of low birth weight and preterm births
continues to rise and significant disparities in birth outcomes persist. Prenatal care alone is not
enough. In 2006, the Centers for Disease Control and Prevention published ten recommendations
to improve health care for women and couples before conception. Preconception and
interconception care includes health promotion, screening and intervention for women of
reproductive age to reduce risk factors that may affect future pregnancies.?

From a life course perspective, perinatal outcomes may be determined by the entire life course of
a woman prior to pregnancy, not just during pregnancy. Local efforts that improve access to health
care across the life span, enhance family and community systems that positively impact individual
health and address social and economic inequities may be effective strategies to reduce
inequities in perinatal outcomes.? In order to better assess and address factors that negatively
impact access to early prenatal care, research is needed to identify key contributors to late
prenatal care access, and improved data collection is needed for those with unknown prenatal
care status.

DATA SOURCES:

What's Happening in Orange County? Gounty of Orange Healh

Care Agency, Family Health
: ; Division
Over the past six years, the County of Orange Health Care Agency (HCA), Maternal Child State of Galifornia, Center for

and Adolescent Health (MCAH) Programs have experienced major state and federal funding Health Statistics, Birth Files

reductions, but continue to maintain the core functions of promoting early and continuous prenatal Centers for Disease Control
and Prevention, National Vital

care and collaboration with community partners and local hospitals to improve birth outcomes. Statistics Reports
What’s Working:
®m Along with routine obstetric care, income-eligible women are linked to Comprehensive N IINthESI:‘Ch'Id
. . . . . . ational Institute o |
Perinatal Services Program providers for pregnancy support services. This includes education Health and Human
and referrals in the areas of health education, nutrition and psychosocial services. Development, 2013.
. . . L . 2 Recommendations to Improve
B HCA MCAH maintains a contract with MOMS Orange County for administration of the Prenatal Preconception Health and
Care Guidance program and perinatal outreach and education. ggggh Care-United States,
B HCA MCAH, CalOptima, MOMS Orange County and the Children and Families Commission ¥ Fine A, Kcotelchuck M, Adess
. . . . N, Pies C., 2009.
of Orange County are partnering to develop updated patient education resources to raise S 'S:partment of Health
awareness on the importance of early prenatal care and promote healthy pregnancies. and Human Services,
. . X o . . . Maternal and Child Health
B The Nurse-Family Partnership® (NFP) is a home visiting program for low income, first-time Bureau, 2011,

mothers. Outcomes from NFP showed 89% of mothers obtained early prenatal care in 2012.

B The Adolescent Family Life Program and Cal-Learn Programs link pregnant and parenting
teens with prenatal care providers and work with clients to faciliate early entry to prenatal care.
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BIRTHS AND LOW BIRTH WEIGHT

HEALTHY PEOPLE
2020 GOAL:

Reduce low birth weight
to a maximum incidence
of 7.5% of live births and
very low birth weight to
an incidence of no more
than 1.4% of live births.

ORANGE COUNTY
HEALTHY PEOPLE
2020 GOAL:

By 2020, the Orange
County goal is 5.9%, a
10.0% reduction in the
percentage of low birth
weight infants, from

a three-year average
baseline of 6.5%.

HEALTHY PEOPLE
2010 GOAL:

Reduce low birth weight
to a maximum incidence
of 5.0% of live births and
very low birth weight to
an incidence of no more
than 0.9% of live births.
Orange County did not
meet either goal in 2011.

STATEWIDE:

In 2011, 5.7%, or 45,765
out of 503,018 infants
had low birth weight.5®

RELATED
INDICATORS:

W Early Prenatal Care

B Substance-Exposed
Infants

B Infant Mortality

B Births to Teens

B Developmental
Disabilities
Supplemental

B Supplemental
Nutrition Programs:
WIC & CalFresh

Definition of Indicator

The total number of low birth weight infants and very low birth weight infants are expressed as

a proportion of the total number of births to Orange County residents. Low birth weight (LBW)

is defined as infants born weighing less than 2,500 grams (5 pounds, 8 ounces). Very low birth
weight (VLBW) infants are defined as a subset of low birth weight infants born weighing less than
1,500 grams (3 pounds, 5 ounces).

Findings

In 2011, data indicate that there were 38,100 resident births in Orange County, of which the LBW
infants represented 6.7%, of the total births. Of the 2,550 LBW infants born in 2011, a subset of
406 infants were born with a VLBW, 1.1% of total births. Both percentages are slightly increased
compared to 2010 data.

Total Number of Low Birth Weight and
Very Low Birth Weight Infants, 2002 to 2011

I Total Low Birth Weight

[ Total Very Low Birth Weight
3,000 —

2,500
2,000

1,500

Number of Infants

1,000

500

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011

Trends

Over the past decade, the annual number of resident births declined 14.9% from 44,760 (2002)
to 38,100 (2011); the number slightly decreased 0.4% over a recent one-year period, from
38,237 in 2010 to 38,100 in 2011. Between 2002 and 2011, while the number of LBW births to
Orange County residents decreased 5.9% from 2,710 to 2,550, the rate increased from 6.1% of
total resident births to 6.7%, the highest prevalence in the past ten years. From 2002 to 2011, the
percentage of VLBW infants has remained stable at around 1.0% of total births.

Among Whites, Hispanics and Asians, the number of LBW infants as a percentage of total births
has increased since 2002. For Whites, LBW infants accounted for 6.3% of all births in 2002

and 6.5% in 2011; the percentage of Hispanic LBW infants rose from 5.5% to 6.3% and among
Asians the increase was 7.1% to 7.8% during the same time period. The percentage of Black
LBW infants decreased from 10.9% in 2002 to 10.4% in 2011.
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Percentage of Infants with Low Birth Weight by Race/Ethnicity, 2002 to 2011
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2002 2003
44,760 45,345

2004 2005
45,049 44,065

2006
44,231

2007
44,026

% LBW 6.1 6.0 6.2 6.4 6.4 6.5 6.4 6.6 6.4 6.7

2008 2009 2010
42,456 40,431 38,237

Total Births 38,100

Why is this Important?

Infants weighing less than 2,500 grams (5 pounds, 8 ounces) at birth have an increased risk

of experiencing developmental problems. In addition, these LBW infants are at higher risk for
serious illness, disability, developmental delays, lifelong health difficulties and are more likely to
die before their first birthday.! The primary causes of LBW are premature birth and fetal growth
restriction. Risk factors for LBW include smoking, alcohol/drug use during pregnancy, multiple
births, poor nutrition, maternal age, socioeconomic factors, domestic violence and maternal

or fetal infections. The life course perspective model suggests that perinatal outcomes are
determined by the entire life course of a woman prior to pregnancy, not just for the nine months
of pregnancy. This model suggests that health inequities result from a complex interplay of
cumulative biological, behavioral, psychological and social factors (both protective and harmful)
throughout a woman'’s life.? Research indicates that the overall increase in LBW rates is in part
the result of an increase in multiple births. In addition, improvements in technologies used to
monitor at-risk pregnancies may have contributed to an increase in cesarean section deliveries
and the number of low birth weight infants.® Medically unnecessary elective deliveries before 39
weeks of pregnancy may inadvertently increase the risk of low birth weight.

What's Happening in Orange County?

Disparities in LBW rates by race/ethnicity are a continuing challenge. An important strategy for
decreasing LBW and other negative birth outcomes is to decrease health inequities by focusing
local efforts on increasing health promoting behaviors and improving access to quality health
care across the life span, including before, during and after/between pregnancies.

What’s Working:
B The Maternal Child and Adolescent Health Division Director/Coordinator continues to
collaborate with community partners and local hospitals to improve birth outcomes.

B All birthing hospitals in Orange County are in the planning process or implementing the
Less than 39 Weeks Toolkit, which is a product of a collaborative between March of Dimes,
California Maternal Quality Care Collaborative and the Maternal Child and Adolescent Health
Division of the California Department of Public Health. The Toolkit was developed to eliminate
non-medically indicated elective deliveries before 39 weeks gestational age.

B Preconception and Interconception Care Guidelines for Health Professionals are now
available through Every Woman California.# Incorporating these guidelines into women'’s
health care will lead to improvements in pregnancy outcomes, including fewer LBW babies.

See page

146 in
Supplemental
Tables for
additional
data

NATIONWIDE:

Data for 2011 indicate
that low birth weight
infants accounted for
6.8% of the total births
in 2011.7

DATA SOURCES:
County of Orange Health
Care Agency, Family Health
Division
State of California, Center for
Health Statistics, Birth Files
Centers for Disease Control
and Prevention, National Vital
Statistics Reports

NOTES:

1 Mathews, T.J., 2012.

2Lu M., etal., 2010.

3 Matthews, C., 2005.

4 Every Woman California
Preconception Health Council
of California, 2012.

5 Bureau of Primary Health
Care, 2011.

6U.S. Department of Health
and Human Services,
National Vital Statistics
Reports, 2012.

7 Centers for Disease Control
and Prevention, National Vital
Statistics Reports, 2012.
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HEALTHY PEOPLE
2020 MATERNAL,
INFANT, AND
CHILD HEALTH
(MICH) GOAL:

To reduce the total
preterm birth rate to
11.4%, and late preterm
and very preterm birth
rates to 8.1% and 1.8%
respectively.

ORANGE COUNTY
HEALTHY PEOPLE
2020 GOAL:

A 10.0% reduction in
preterm birth rates
from the 2010 baseline
data of 9.1% for total
preterm, 6.8% for late
preterm, and 1.2% for
very preterm births,
respectively, yielding
2020 goals of 8.2% for
total preterm, 6.1% for
late preterm and 1.1%
for very preterm.

STATEWIDE:

In 2011, 9.8% of births
were preterm, compared
to 10.0% in 2010.7

RELATED
INDICATORS:

W Early Prenatal Care
B Low Birth Weight

B [nfant Mortality

B Teen Birth Rate
[ |

Supplemental
Nutrition Programs:
WIC & CalFresh

Substance-Exposed
Infants

Definition of Indicator

Preterm birth is defined as the delivery of an infant between 17 and 36 completed weeks of
gestation, the period of time between conception and birth. Late preterm births (occurring
between 34 to 36 weeks of gestation) and very preterm births (occurring between 17 to 31 weeks
of gestation) are subsets of preterm births. Preterm births are reported as a percentage of total
annual births. No Healthy People goal has been established for moderately preterm births (32 to

33 weeks gestation).

Findings

In 2011, 9.0% of infants (3,352) in Orange County were preterm, compared to 9.8% in California
and 11.7% in the United States. Of the total preterm births in Orange County, 6.6% were late
preterm, 1.1% were moderately preterm and 1.3% were very preterm, which were lower than the

rates for California and the United States.

In 2011, the mothers’ age group with the highest percentage of total preterm births was women
under 15 years of age at 25.9%. The second highest rate was among women 40 years and older
at 14.6%, followed by women 35 to 39 years of age at 11.2%; women 15 to 19 years of age at
9.9%; and women 30 to 34 years of age at 8.4%. The lowest percentage was among women 20
to 24 years and 25 to 29 years of age, both at 7.7%. Black women have the highest percentage
of preterm births at 13.4%, followed by Whites, Hispanics and Asians all at 8.9%.

Preterm Birth Rates for Orange County, California, and United States, 2011
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Less Than 37 Wks

Total Orange County Births, Number and Percent of Preterm Births, 2002 to 2011

2003 2004 2005 2006 2007
Orange County
Total Births 44,760 45,345 45,049 44,065 44,231 44,026 42,456
# Preterm Births 4,476 4,580 4,415 4,318 4,158 4,315 4,033
% Preterm Births  10.0% _ 10.1% 9.8% 9.8% 9.4% 9.8% 9.5%

40,431 38,237 38,100
3,800 3,480 3,429
94% 91% 9.0%

Trends

Between 2002 and 2011, there was a 10.0% decrease in the number of preterm births from
10.0% to 9.0%. During this same period of time, the percent of late preterm births decreased
from 7.5% in 2002 to 6.6% in 2011; the percent of moderate preterm births decreased from 1.3%

to 1.1%; the percent of very preterm births increased 1.2% to 1.3%.

From 2002 to 2011, the percentage of preterm births for all race/ethnicities has declined; Black
(14.1% to 13.4%); White (9.3% to 8.9%); Hispanic (10.6% to 8.9%); and Asian (9.0% to 8.9%).
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Percent of Preterm Births by Mother’s Age, Orange County, 2011
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Why is this Important?

Preterm birth is an important public health issue requiring increased attention and awareness
regarding its causes, consequences and prevention strategies." Early labor or premature
rupture of the fetal membrane causes most preterm births; however, in some instances infants
are delivered early because the risks of carrying the pregnancy to term are greater than the
risks of being born preterm. In 2010, infants born preterm accounted for two-thirds of all low
birthweight infants, and over 40 percent of preterm births were low birthweight. Compared to
infants born at term, preterm infants are more likely to suffer lifelong neurologic, cognitive and
behavioral problems.?3 Preterm-related causes of death together accounted for 35.0% of all
infant deaths in 2008, more than any other single cause. Preterm births cost the U.S. health care
system more than $26 billion each year.* The causes for preterm births are not fully understood;
however, some of the maternal risk factors that have been identified include chronic infections,
hypertension, history of a prior preterm birth, substance abuse/use, multiple gestation, low
pregnancy weight gain, stress during pregnancy, maternal age and short intervals between
pregnancies.

Research reveals that excess risk for preterm birth may be reduced by up to 8% among Blacks
and up to 4% among Whites by increasing inter-pregnancy intervals to the optimal length of 18
to 23 months.® Reducing teen pregnancies is another effective strategy. A 2007 IOM report on
preterm births found that psychosocial, behavioral and sociodemographic risk factors for preterm
birth tend to co-occur, with potentially powerful and complex interactions. Effective intervention
strategies are needed at both the individual and societal levels.®

What's Happening in Orange County?

Orange County has been successful in exceeding the Healthy People 2020 goals for total
preterm, as well as late and very preterm births, however further improvements are possible as
demonstrated by lower rates acheived by other countries.

What’s Working:

B The County Maternal Child Adolescent Health program, through its Comprehensive
Perinatal Services Program Provider Network, continues to provide a wide range of culturally
appropriate, free and enhanced prenatal and postpartum care to Medi-Cal eligible women.

B Through the Women, Infant and Children (WIC) program, the county provides educational
and nutritional support for low to moderate-income pregnant, breastfeeding and postpartum
women at nutritional risk to ensure healthy pregnancy and positive birth outcomes.

B The OCHCA Perinatal Substance Abuse Services Initiative/Assessment and Coordination
Team offers Public Health Nursing home visitation and case management services for
pregnant women who are affected by substance use and HIV infection during their pregnancy
in an effort to help them get access to health services and pediatric care during their
pregnancy and through the first six to twelve months of the infant’s life.

See page

149 in
Supplemental
Tables for
additional
data

NATIONWIDE:

In 2011, 11.7% of births
were preterm, compared
to 12.0% in 2010.8

DATA SOURCES:
County of Orange Health Care
Agency

NOTES:

' Surgeon General's
Conference on the
Prevention of Preterm Birth,
2008.

2Martin, J.A., et al., 2012.

3 Mathews, T.J., MacDorman,
M.F., 2012.

4 Centers for Disease Control
and Prevention, Reproductive
Health, 2013.

5 Hogue C.J., Menon R.,
Dunlop A.L., Kramer M.R.,
2011.

6 Institute of Medicine (US)
Committee on Understanding
Premature Birth and Assuring
Healthy Outcomes, 2007.

7 County of Orange Health
Care Agency and Program
Development Branch, MCAH
Program.

8 Centers for Disease Control
and Prevention, National Vital
Statistics Reports, 2012.
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SUBSTANCE-EXPOSED INFANTS IN OUT-OF-HOME CARE

X ¥

HEALTHY PEOPLE
2020 GOAL:
Increase pregnant
women’s abstinence
from cigarette smoking
to 98.6%, from alcohol
use to 98.3%, and
from illicit drug use to
100.0%.

HEALTHY PEOPLE
2010 GOAL:

Increase pregnant
women'’s abstinence
from cigarette smoking
t0 99.0%, from alcohol
use to 95.0%, and
from illicit drug use to
100.0%.

CALIFORNIA PENAL
CODEA
According to Section
11165.13 and 11166
of the California Penal
Code A, positive
toxicology screening at
the time of delivery of an
infant is not, in and of
itself, a sufficient basis
for reporting child abuse
or neglect. Additional
risk factors must be
observed.

RELATED
INDICATORS:

W Early Prenatal Care
B Low Birth Weight

B [nfant Mortality
[ |

Substance Abuse
Services

Child Abuse
Dependency Petitions

B Dependents of the
Court and Out-of-
Home Care

Definition of Indicator

Substance-exposed infants refers to the number of infants with positive toxicology results for
alcohol and/or illicit drugs at the time of birth that were provided Emergency Response services
by the Orange County Social Services Agency (SSA), resulting in juvenile court intervention.
Any indication of maternal substance abuse requires an assessment of the needs of the mother
and child by a health practitioner or medical social worker prior to the child leaving the hospital.
There is a mandatory assessment form that serves as a guide for medical staff to focus their
assessment, and the decision to report a child to the Orange County SSA Child Abuse Registry
is to be based on a reasonable suspicion that the parent may be unable to care for the child. This
must be based on at least one factor other than the positive toxicology screen. See Maternal
Substance Abuse Assessment Protocol on the Conditions of Children Report website at www.
ochealthinfo.com/occp/report.

Findings

In 2011/12, the SSA, Children and Family Services Division, provided Emergency Response
services that resulted in juvenile court intervention to 82 substance-exposed infants and their
families.

Number of Orange County Infants Taken into Protective Custody (or petition for
dependency filed) as a Result of Testing Positive for Substance Exposure at Birth,
2002/03 to 2011/12
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Trends

In the past ten-year period, there was a 31.7% decrease in the number of infants taken into
protective custody after testing positive for alcohol or drugs from 120 in 2002/03 to 82 in 2011/12.
After a steady decline from a high of 203 infants in 2003/04, there was a 58.0% increase from

81 (2008/09) to 128 (2010/11). However, there was a 35.9% decrease in the last year from 128
(2010/11) to 82 (2011/12) infants taken into protective custody as a result of testing positive for
alcohol or drug exposure at birth.

The 2007 Perinatal Substance Exposure Study
A 2007 study of substance use by pregnant women in Orange County found that 15% of all
babies may be exposed to alcohol, tobacco and/or other drugs before birth. Alcohol was
the most common substance used during pregnancy (12.9%), followed by tobacco (4.9%),
and illicit drugs (3.5%). These rates are higher than the Healthy People 2020 objective to
increase pregnant women’s abstinence from cigarette smoking to 97%, from alcohol use to
98%, and from illicit drug use to 100%. These results correspond to approximately 6,800
substance exposed babies (SEB) born each year in Orange County, the majority of whom
are not detected by current screening and treatment efforts — needlessly placing them at risk
for potential physical, developmental, cognitive and behavioral disabilities.'
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SUBSTANCE-EXPOSED INFANTS IN OUT-OF-HOME CARE

Why is this Important?

Prenatal or early childhood exposure to substances due to parental use of alcohol, tobacco and/
or other drugs (ATOD) can have a long-term impact on a child’s health and well-being. ATOD use
during pregnancy may adversely affect fetal development. Possible effects include intrauterine
growth retardation, prematurity, placental abruption, congenital malformations, medical
complications, neonatal withdrawal syndrome, mental retardation, neurobehavioral disorders,
low birth weight, asthma and the failure of young children to form secure attachments to their
caregivers.? The parents of infants exposed in utero to drugs or alcohol may be functioning at an
impaired level due to drug or alcohol addiction and related psychosocial problems. Instability in
the areas of employment, housing, money management and family relationships are common.

Children exposed in utero to substance abuse are especially vulnerable to damage from
inappropriate handling, neglect and abuse; they are often overly sensitive to environmental
changes. They may require medical equipment or extensive medical management. Due to
these children’s special needs, their parents are often not capable of providing them care until
other problems are resolved. Consequently, caretakers must be specially qualified and trained
to provide care to these high-risk children if, and until, reunification with their parent(s) can

be achieved. The importance, availability and training of foster parents and relatives willing to
provide care to these high-risk children cannot be overstated.

What's Happening in Orange County?

When SSA receives a referral on a parent with a newborn exposed to illegal substances, they
work collaboratively with the Health Care Agency (HCA) and the Juvenile Court to encourage
and support substance abuse treatment. In May 2013, SSA developed the STARR (Striving

To Achieve Reunification & Recovery) Program upon the conclusion of the collaborative
Dependency Drug Court (DDC), to engage, assess and refer parents early in the dependency
system to substance abuse treatment, and to support their efforts to maintain or reunify with their
children.

What’s Working:

W Early intervention programs such as the HCA Perinatal Substance Abuse Services Initiative
(PSASI)/Assessment and Coordination Team (ACT) Program help pregnant women with
histories of substance abuse and prevent newborns from being born substance-exposed. The
ACT program has a 92.0% success rate of women delivering babies free from illicit drugs, with
an average gestational age of 39 weeks.

B From 2005 to 2013, the DDC served a total of 425 parents, providing clients with access to
a continuum of ATOD treatment services, increasing the likelihood of family reunification and
reducing the reoccurrence of child abuse and neglect. Approximately 55.0% of mothers and
fathers admitted to DDC successfully graduated, with 96.0% of their children returning home.
The sustainability of reunification tended to be greater among parents who graduated from
DDC than non-DDC parents, and was reflected in fewer re-entries to foster care.

B The Tustin Family Campus Mother Child Residential Homes opened in 2009 to provide
substance abuse treatment to mothers and extensive family services while children remain in
their mother’s care. Mothers receive treatment and a range of comprehensive services that
enable families to stay together while learning and experiencing healthy lifestyle choices. To
date, 59 families have been served, and 36.0% have successfully completed the program.

B In April 2013, SSA joined the collaborative partnership of the OC Care Coordination
Collaborative for Kids to improve local systems of care coordination for children with special
health care needs. These coordinated efforts of the child serving systems will provide
support and community connections for families by increasing social support, and improving
developmental, psychological, health and positive well-being of infants and young children.

NATIONWIDE:

Among pregnant women
15 to 44 years of age,
an estimated 5.0%
reported using illicit
drugs in the past month
based on the combined
2010 and 2011 National
Survey on Drug Use and
Health. This rate was
significantly lower than
the rate among women
15 to 44 years of age
who were not pregnant
(10.8%). The rate of
current illicit drug use in
the combined 2010/11
data among pregnant
women 15 to 17 years
of age was 20.9%, 8.2%
for pregnant women 18
to 25 years of age, and
2.2% among pregnant
women 26 to 44 years
of age.?

GOOD HEALTH

DATA SOURCES:
Orange County Social Services
Agency

NOTES:

2 County of Orange Health
Care Agency, Substance
Exposed Babies in Orange
County, 2007.

2 UCLA Center for Healthier
Children.

3U.S. Department of Health
and Human Services, Results
from the 2011 National
Survey on Drug Use and
Health: National Findings.
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HEALTHY PEOPLE
2020 GOAL:

Reduce the number of
infant deaths to a rate of
6.0 per 1,000 live births.

ORANGE COUNTY
HEALTHY PEOPLE
2020 GOAL:

By 2020, the OC goal is

a 10.0% improvement
of the infant mortality
rate from 4.4 to 3.9. per
1,000 live births.

HEALTHY PEOPLE
2010 GOAL:

Reduce the number of
infant deaths to a rate
of 4.5 per 1,000 live
births. Orange County
achieved the 2010 goal
with 3.8 deaths per
1,000 live births in 2010.

STATEWIDE:

Preliminary data for
2011 indicate that
there were a total of
2,417 infant deaths in
California for a rate of
4.8 infant deaths per
1,000 live births.®

RELATED
INDICATORS:

Early Prenatal Care

Substance-Exposed
Infants

Low Birth Weight
Immunization of
Children

Supplemental Nutrition
Programs: WIC &
CalFresh

Definition of Indicator

The infant mortality indicator refers to deaths of infants under one year of age. The number and
rate of infant mortality is calculated per 1,000 live births per year.

Findings

In 2011, data for Orange County show that 160 infants died before their first birthday, an overall
rate of 4.2 per 1,000 live births. This is below the Healthy People 2020 goal of 6.0 per 1000
live births. The infant mortality rate for Hispanics was 4.5 per 1,000, followed by Whites at

4.2 per 1,000, and Asians at 2.5 per 1,000. Leading causes of death among infants in 2011
were: “congenital anomalies or birth defects” (31.3%); “other conditions of the perinatal period”
(30.6%); and “maternal causes” (13.8%).

Number and Rate of Infant Mortality per 1,000 Live Births, 2002 to 2011
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Trends

From 2002 to 2011, there was a 31.0% decrease in the number of infant mortalities from 216
infant deaths to 160 infant deaths. The rate per 1,000 live births also decreased from 4.8 in 2002
to 4.2 in 2011. Over the past ten years, the highest rate of infant mortality occurred in the year
2006 (5.1 deaths, per 1,000 live births).

By race/ethnicity, infant mortality over the past ten years decreased for both Whites and Asians
from 4.6 to 4.2; and 3.9 to 2.5, respectively. Infant mortality rates for Hispanics have fluctuated
over ten years with a low of 3.9 in 2007, a high of 5.8 in 2008 and the current rate of 4.5 in
2011. Due to relatively low numbers, infant births and deaths for Blacks in Orange County yield
unreliable statistics for annual comparison (See Supplemental Tables for Blacks infant mortality
rates). However, from 2009 to 2011, the three-year average infant mortality rate for Blacks was
6.1%, the highest for any group.

Infant deaths attributed to Sudden Infant Death Syndrome (SIDS) have trended lower for more
than a decade since the promotion of the “Safe to Sleep” campaign, which encourages parents
to always lay infants on their backs to sleep. SIDS accounted for 1.4% of infant deaths in 2002,
increased to the high of 5.0% of infant deaths in 2003, and has since decreased to 0 deaths in
2011. In 2011, there were nine (5.6%) infant deaths of undetermined cause that involved bed
sharing as a risk factor. Respiratory Distress Syndrome (RDS) decreased from 5.6% of infant
deaths in 2002 to 0.6% in 2011.

Rate per 1,000 Live Births Suffering Infant Mortality
by Race/Ethnicity*, 2002 to 2011

10 —
wn
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o 8 [ —=—Hispanic —®—White Asian
2
= |
= 6 5.4
= 4-6, a5
~ - a2
5 4|30
o
g 2.5
= 2
-

1 1 1 1 1 1 1 1 1 J
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*Note: Rates based on less than five deaths are unstable, and therefore should be interpreted with caution. Black infant mortality rates are

not included because the relatively low numbers of Black infant births and deaths in Orange County yield unreliable statistics for annual
comparison. See Supplemental Tables for all data.
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Leading Causes of Infant Mortality by Percent, 2011

Percent of
Infant Deaths

Percent of

Infant Deaths

Cogenital Anomalies (Birth Defects) 31.3% Short Gestation/Low Birth Weight 6.3%
Other Conditions of Perinatal Period 30.6% Accidents and Adverse Effects 1.9%
All Other Causes 14.9% Respiratory Distress Syndrome (RDS) 0.6%
Maternal Causes 13.8% Pneumonia and Influenza 0.6%

Why is this Important?

The infant mortality rate is a widely used indicator of societal health because it is associated
with maternal health, quality of and access to medical care, socioeconomic conditions and
public health practices. Improvements in the infant mortality rate may reflect progress in medical
technology, hygiene and sanitation systems, economic well-being and the availability and use of
both preventive and clinical health services.'

Maternal factors that influence infant mortality include age; education level; use of tobacco,
alcohol and other drugs; nutrition; unintended pregnancy; chronic illness during pregnancy; and/
or injury during pregnancy (including domestic violence).2 Despite the overall declines in infant
mortality since 2002, there remain significant disparities in the rates among Blacks and Hispanics
in Orange County, which remain higher than the overall county rate. In the past, these disparities
had been only partially explained by factors such as adequacy and quality of prenatal care.

Early identification of conditions soon after birth can help prevent serious problems, such as
brain damage, organ damage and even death. Adoption of a uniform newborn-screening panel
of diseases has led to earlier life-saving treatment for at least 3,400 additional US newborns
each year.? Nationally, in the last two decades, infant mortality rates attributable to accidental
suffocation and strangulation in bed have quadrupled (for unknown reasons). Prevention efforts
should target those at highest risk and focus on helping parents and caregivers provide safer
sleep environments.*

What's Happening in Orange County?

The Orange County Child Death Review Team’s (CRDT) Five Year Report identified 35 infant
deaths in Orange County that were associated with bed sharing from 2007 to 2011. In response,
the Orange County Maternal Child Adolsecent Health (MCAH) Programs are convening

a community workgroup (including the Orange County Children’s Partnershp and CRDT
representatives) on infant mortality and unsafe sleep practices in order to identify and implement
new partnerships and strategies to reduce preventable infant deaths related to bed sharing and
other unsafe sleep practices.

What’s Working:

B Congenital heart disease is a leading cause of birth-defect related death. A new California law
was implemented in July 2013, mandating that all newborns be screened for critical congenital
heart disease (CCHD) using non-invasive pulse oximetry. Early detection and the prompt
initiation of appropriate therapies for CCHD will allow for improved outcomes.

B The Orange County MCAH Programs continue to work on promoting preconception and
interconception health within county and clinic services, and community health care providers
through the Comprehensive Perinatal Services Program. Pre-conception and inter-conception
information and resources were sent to the Comprehensive Perinatal Services Program
(CPSP) providers in December 2012.

B Orange County continues to support a SIDS Coordinator to maintain high public awareness
and conduct educational programs focused on SIDS risk reduction.

See page
150 in
Supplemental
Tables for
additional
data

NATIONWIDE:

Preliminary data for
2011 indicate the infant
mortality rate was 6.05
infant deaths per 1,000
live births, a decrease
from 6.1 in 2010.8

DATA SOURCE(S):
County of Orange Health
Care Agency, Family Health
Division
State of California, Center
for Health Statistics, Vital
Statistics Query System
Centers for Disease Control
and Prevention, National Vital
Statistics Reports, Vol. 60,
No. 4, January 11, 2012

NOTES:

12 MacDorman, M F, Mathew,
M.S., 2013.

3 Centers for Disease Control
and Prevention, Pediatric
Genetics, 2013.

4 MacDorman, M.F., Shapiro-
Mendoza, CK, 2009.

5 Centers for Disease Control
and Prevention, 2012.

6 MacDorman, M.F., Mathew,
M.S., 2013.
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9 9K K K X - BREASTFEEDING

HEALTHY PEOPLE | Definition of Indicator

2020 GOAL: o _ ' _ .
The goal is to increase Local statistics on breastfeeding are obtained from the In-Hospital Newborn Screening Program

the proportion of infants | @nd are presented as the percentage of mothers breastfeeding (any or exclusive breastfeeding)

who are breastfed. in the hospital after birth. An infant is exclusively breastfed when fed only with human milk and no
The national objectives | other supplements such as water, formula, non-human milk, food or juice. Any breastfeeding is
are to increase the defined as feeding with both human milk and infant formula. Because exclusive breastfeeding for

proportion of infants longer duration is the goal, future reports will incorporate county rates of exclusive breastfeeding
who are ever breastfed

t0 81.9%. 60.6% at 6 at three months from the California Maternal Infant Health Assessment Survey.

months, and 34.1% . .
at one year of age. In Flﬂdlngs

addition, the objectives

are to increase the In 2012, 93.2% of Orange County infants received any breastfeeding and 62.1% received
proportion of infants exclusive breastfeeding. This compares to California’s percent of infants receiving any
who are exclusively breastfeeding of 92.3% and 62.6% receiving exclusive breastfeeding.

breastfed through three
months to 46.2% and

exclusively breastfed In Orange County, White infants had the highest proportions of any and exclusive breastfeeding

through six months to at 94.3% and 76.2%, respectively. Pacific Islanders had the lowest percentages for any

25.5%. breastfeeding at 83.9%, followed by Blacks at 91.8%. Pacific Islanders also had the lowest
percentages for exclusive breastfeeding at 41.1%, followed by Asians at 51.6% and Hispanics at
56.8%.

HEALTHY PEOPLE Breastfeeding Percentages in Orange County by Race/Ethnicity, 2012

2010 GOAL:

The goal was L . . 94.9

to increase the

proportion of mothers 8o

who breastfed their a

babies in the early = s

postpartum period =

to 75%; at 6 months e 9

to 50%; at 1 year to

25%. Orange County 20

partially achieved the

Healthy People 2010 © Black Asian Hispanic Multiple Pacific White

goal with 93.3% of Race/other  Istander

infants receiving some B Ay I exciusive

breastmilk.

STATEWIDE:  [RR

During 2012, of 433,536 | From 2010 to 2012, there was a 0.5% (92.7% to 93.2%) increase in any breastfeeding and an

newborns in California, | 11.7% (55.6% to 62.1%) increase in exclusive breastfeeding rates in Orange County.
92.3% had some form

of breastfeeding (either Breastfeeding Percentages* in Orange County and California, 2010 to 2012
partial or exclusive) 100 —
while 62.6% were o5 — o2 7 93.2
exclusively breastfed.® L ’ 02.3
California achieved all g °° 90.8 Any Breastfeeding
three Healthy People § 85
2010 objectives. % 80 [~
RELATED s 5
INDICATORS: 8 7o
Igf 65 [— 62.6

B Early Prenatal Care

. . — 62.1
® Low Birth Welght 60 56.6 /
Exclusive Breastfeeding

. 55 —

B Supplemental Nutrition 55.6 . . .
Programs: WIC & 50 2010 2011 2012
CalFresh ——=—— Orange County California

*Note: These data should not be compared to data previously provided prior to 2010
because there was a change in methodology for computing these rates.
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Why is this Important? ["4 See page

151 in
Human milk is the optimal source of nutrition for the infant and provides many benefits for healthy Supplemental
growth and development. These benefits to the infant increase greatly when a mother exclusively Tables for
breastfeeds her infant for the first six months of life. Breastfeeding significantly reduces infant additional
risks for infections (including ear and respiratory infections and diarrhea) and breastfed infants data T
require fewer visits to the doctor and take fewer medications than infants who are formula fed." E
Evidence also demonstrates that breastfeeding reduces the risk for cardiovascular disease, g
asthma and diabetes later in life and some studies show that exclusive breastfeeding may 8
reduce the risk of childhood obesity.? 8
Breastfeeding can provide protective health benefits for the mother who breastfeeds frequently
enough and for sufficient duration. The breastfeeding mother may experience less postpartum
bleeding, decreased menstrual blood loss (which conserves iron in the body), decreased risk
for osteoporosis and hip fracture in the post-menopausal period, earlier return to pre-pregnancy Among children born in
weight and decreased risks of breast and ovarian cancers. Breastfeeding also benefits the 2010 whose caregivers

entire family and community. It improves household food security because families need not use were interviewed for the
income to buy formula, food and bottles. There are also savings in health care related expenses National Immunization

. . . ) . Survey, 76.5% of infants
because breastfeeding provides protective health benefits to the infant and mother. were ever breastfed and

37.7% were exclusively
The American Academy of Pediatrics and the World Health Organization recommend exclusive breastfed through 3
breastfeeding for the first six months of life; and continued breastfeeding until at least 12 months | months. By 6 months
of age, along with the introduction of safe and appropriate complementary foods.3# of age only 16.4% We;e
exclusively breastfed.

What's Happening in Orange County?

Breastfeeding in the first year of life is one of the most important public health strategies for

improving infant/child survival, health and development.

B The World Health Organization/UNICEF Baby-Friendly Hospital Initiative, endorsed by the
American Academy of Pediatrics, recognizes hospitals that follow the Ten Steps to Successful
Breastfeeding.® Hospitals are designated as Baby-Friendly when they have all of the Ten
Steps in placed. As of 2013, six of the 17 birthing hospitals in Orange County have achieved
Baby Friendly designation: St. Joseph’s Hospital, St. Jude Medical Center, Hoag Memorial-
Presbyterian Hospital, Kaiser-Irvine, Kaiser-Anaheim and Mission Hospital Regional Medical

Center.
What’s Working- DATA SOURCES:
. . ’ . " . County of Orange Health Care
B Organizations such as the Orange County Breastfeeding Coalition, CalOptima, Orange Agency
County WIC providers, County Maternal Child Adolescent Health (MCAH) Programs, Public CT_'iifOFIR:a Department of Public
Health Community Nursing, Children and Families Commission of Orange County, Orange °
County Chapter of the American Academy of Pediatrics, St. Joseph Hospital and the Regional o NOTES:
Perinatal Program of California (RPPC) work together to promote and support breastfeeding. z,sB:XEkG'\g'r’tf:r'T&'f3’5_?10'
An increase in client, physician, nurse, community level professionals and hospital education 2005,
efforts has supported greater awareness of the importance of breastfeeding and an increase 5|\;\;';$’Ffizgi'ly USA, 2013
in exclusively breastfeeding rates. 6 California Department of

Public Health, Center for

B Ninety-one percent of mothers enrolled in Orange County’s Nurse-Family Partnership® Family Health, Genetic

program were 19 years of age or younger. Of all the mothers participating in Nurse-Family Disease Screening Program,
Partnership®, 93% initiated breastfeeding, which is an increase from 87% in 2007, Doaenorn Sereening Data,

B Collaborative efforts have resulted in the development of the Orange County Breastfeeding ! ‘;:z‘:z\fl‘;ﬁ';e;zg:;rl“m'
Resource Guide, which has been welcomed by health care providers as a useful tool. Current Immunization Survey,
efforts are focused on the design and dissemination of an educational Tip Sheet to support Provisional Data, 2010 Births.

breastfeeding mothers.
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HEALTHY PEOPLE
2020 GOAL:

Increase the proportion
(to 80%) of children
ages 19 to 35 months
who receive the
recommended doses of
vaccines.

Maintain a vaccination
coverage level of >95%
among children in
kindergarten.

Increase the proportion
(to 95%) of children
under 6 years of age
whose immunization
records are in an
immunization registry.

HEALTHY PEOPLE
2010 GOAL:

Maintain a vaccination

coverage level of

90% for all children

in licensed day care

facilities and children

in kindergarten through

first grade.

STATEWIDE:

Immunization rates at
kindergarten entry have
declined from 92.9%, in
2003 to 90.3%, in 2012.5

RELATED
INDICATORS:

W Early Prenatal Care
B Infant Mortality
B Access to Healthcare

Definition of Indicator

The “percent vaccination coverage” refers to the percentage of children who received all of the
doses of specific vaccines recommended by their 2nd birthday and required at kindergarten
entry. These children are considered to have up-to date (UTD) vaccinations. Data at 2nd birthday
are based upon annual retrospective reviews of randomly selected kindergarten immunization
records. Data at kindergarten entry include all public and private schools in Orange County and
California. For the recommended childhood immunization schedule, please see Appendix D on
page 223.

Findings

In 2012, the percent of children UTD in Orange County at kindergarten entry was 89.3%,
compared to 90.3% statewide. Some areas of the county are below 85% vaccination coverage at
kindergarten entry (see map on page 153). Retrospective data show that for Orange County, the
percent of children with UTD status at their 2nd birthday was 75.7%.

Percent Vaccination Coverage Among Children Age 2 Years* and at Kindergarten
Entry in Orange County and California, 2003 to 2012

100 —
At Kindergarten
92.9
e 90.3
20 | 925 —a| 89.3
= At 2nd Birthday
8 80 — 78.1
3 /E/\,—A — 7 7 .4 75.7
o 71.8 74.8
70 —71.4
60 L L L L L L L L L y
2003 2004 2005 2006 2007 2008 2009 2010 2011 2012

e———e— A\t Kindergarten CA At 2nd Birthday CA

—— A\t Kindergarten OC At 2nd Birthday OC**

*These Southern California counties include Orange, Imperial, San Bernardino, San Diego, and Riverside.
**2003-2010 OC data includes other Southern CA counties (Imperial, Orange, Riverside, San Bernardino, and San Diego). 2011-2012
data include a small, random sample of schools for OC only. Data prior to 2011 are not comparable due to a change in methodology.

Trends

Over the past decade from 2003 to 2012, the percentage of immunized kindergarten children
with UTD immunizations decreased from 92.9% to 89.3%. The percentage of children at their
2nd birthday with UTD immunizations increased from 71.4% to 75.7%, however it has declined
from the highest level of 81.1% in 2008. Although state law requires proof of UTD vaccines at
kindergarten enrollment, compared to prior years, there are higher numbers of under-immunized
children enrolled on the condition that they eventually will become UTD (6.3% in Orange County
in 2012). In addition, there has been a gradual yearly increase in the number of children whose
parents have refused one or several vaccines, but are allowed to enroll through parental use of a
personal belief exemption waiver (3.0% in Orange County in 2012).

Pertussis Update
As of July 2013, the reported pertussis cases (whooping cough) have increased across
the state compared to the same time period in the last year. In response to the pertussis
epidemic of 2010 and 2011, Assembly Bill (AB) 354 was signed into law in September 2010
requiring all students entering or advancing to grades seven through twelve in the 2011/12
school year to show proof of immunization with a whooping cough vaccine booster called
tetanus toxoid, reduced diphtheria toxoid and acellular pertussis vaccine (Tdap). Orange
County public and private schools reported 97.2% completed the vaccine requirement.! For
the 2012/13 school year and future years, the pertussis booster immunization requirement
applies to students entering or advancing into the seventh grade.
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Why is this Important? ["4 See page

153 in

The widespread use of safe, effective childhood vaccinations has been one of the most Supplemental
successful and cost-effective public health interventions in the U.S. and globally. Many serious Tables for

and once common childhood infections have been dramatically reduced through routine additional
immunizations. The success of immunization programs depends upon appropriate timing and on data z
a high rate of vaccine acceptance, particularly among parents of young children. Unfortunately, b
over the past decade, increasing numbers of children with delayed or refused vaccinations have | For the T
led to reduced levels of vaccine coverage. Many communities are below the protective level recommended 8
needed to prevent the spread of disease.? childhood 3

immunization
schedule please
see Appedix D on

Vaccine delay or refusal is associated with negative parental beliefs or attitudes towards
immunization, fear of side-effects, risks, or contraindications, higher birth order and unnecessary
delays due to a child’s minor iliness. Studies have found that children whose parents delay or

refuse vaccines are more likely to be White and reside in well-educated, higher income areas.? page 223.

Parental attitudes and beliefs about vaccines may be influenced by both a failure to appreciate

the seriousness of vaccine-preventable diseases and by the constant stream of vaccine
misinformation in the media and o!'1 th.e internet. Improving pgrental access to reliable va.ccine 82 6% of children 19 to
information and effective communication by health care providers are among the strategies 35 months of age had
needed to counteract vaccine hesitancy. In addition, health care providers need to understand adequate immunizations
the significant health risks posed by promoting “selective” or “alternative” vaccination schedules, | according to the

which leave children unprotected. 2011 U.S National

Immunization Survey.®
What's Happening in Orange County?

The Orange County Immunization Coalition (OCIC) continues to coordinate and conduct
outreach and education efforts for both health care providers and the public, including developing
community-wide partnerships and leadership, promoting Standards of Immunization Practice
and supporting the California Immunization Registry (CAIR). As more children become enrolled
in CAIR, vaccination coverage will be better monitored, resulting in fewer children being either
under-immunized or over-immunized. Attendance and participation in bimonthly OCIC meetings
by diverse community partners remains at very high levels.*

What’s Working:
B As of May 2013, 460 Orange County providers and 168,453 (73.0%) Orange County children

below six years of age were enrolled in CAIR. There was a 0.7% decrease in the number of DATA SOURCE(S):
. . . . . County of Orange Health Care
children below six years of age enrolled in the registry since May 2012. Agency, State Department of

Public Health /Immunization

B OCIC provides evidence-based immunization resources for health care providers and Branch

conducts regularly scheduled immunization skills workshops for medical assistants who

administer pediatric vaccines. NOTES:

B The Health Care Agency, Immunization Assistance Program (IAP) collaborates with school ! California Department of
Public Health (CDPH),

districts to increase capacity for immunization services at school sites by partnering with Immunization Branch, 2012
school nurses, who serve as liaisons and vaccine administrators. IAP’s continued partnership 2013.
. . . . . 2

with the Orange County Department of Education will focus on the implementation of AB2109. 3212;3"8 g-Aéazlr::n‘ DA

Beginning January 1, 2014, parents or guardians that wish to exempt their child from school 2009.

or childcare requirements will first need to receive information from a licensed healthcare %'s‘;ﬁ?og"““ty Immunization

provider about the benefits and risks of vaccination and vaccine preventable disease and 5County of Orange Health Care

produce a signed waiver. Agency, State Department of
Public Health/Immunization

B The potential for vaccine preventable diseases to spread rapidly in communities was Branch.
. . Ly . 6 i
demonstrated again in 2013, when a multi-state outbreak of hepatitis A was associated %egtreefeﬁzoa'sﬁzzrf;?”"°'
with the consumption of a frozen berry product. Nine confirmed cases occurred in Orange Immunization Program, 2011.

County—all among unvaccinated adults. Fortunately, the hepatitis A vaccine series is
recommended for all children (beginning at age one) and provides protection against this
infection that can cause significant illness and hospitalization. No infections were reported in
children vaccinated against hepatitis A.
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DEVELOPMENTAL DISABILITIES

STATEWIDE:

The Department of
Developmental Services
(DDS) is responsible
under the Lanterman
Developmental
Disabilities Services
Act for ensuring that
257,793 children

with developmental
disabilities receive the
services and support
they require to lead
more independent and
productive lives, and
to make choices and
decisions about their
lives."

Under California

law, the Lanterman
Developmental
Disabilities Services Act
defines a developmental
disability as autism,
epilepsy, cerebral palsy,
mental retardation or
other conditions found
closely related to mental
retardation.

RELATED
INDICATORS:

W Early Prenatal Care
B Low Birth Weight

B Cost of Child Care
B Special Education
[ ]

Substance-Exposed
Infants

Definition of Indicator

This indicator tracks the total number of children under 18 years of age who utilized services at
the Regional Center of Orange County (RCOC). This includes children over three years of age
who have a diagnosed developmental disability, and children under three years of age who are
eligible for Early Intervention Services under Part C of the Individual with Disabilities Education
Improvement Act (IDEIA) through California’s Early Start Program. The Early Start Proram
provides healthcare, intervention specialists, therapists, and parent resources for infants,
toddlers and their families.

Findings

In 2012, 8,821 Orange County children utilized services through the RCOC. Over two-thirds of
the children served were male, 6,051 (68.6%), compared to 2,779 (31.5%) who were female. Of
these children 6,268 (71.1%) were diagnosed with a developmental disability. In 2012, the racial/
ethnic breakdown of children receiving services for developmental disabilities was 2,342 (26.6%)
White; 3,328 (37.7%) Hispanic; 1,477 (16.7%) Asian; 119 (1.3%) Black; 1,035 (11.7%) Other; and
295 (3.3%) in the Unknown Category.

Total Number of Children Under 18 Years of Age Served by the Regional Center of
Orange County and Those Diagnosed with Developmental Disabilities,
2003 to 2012

- Total Number Served
- Total Number Served with Development Disabilities

10,000 [—

SRARbRaRhR

2003 2004 2005 2006 2007 2008 2009 2010 2011 2012

Number of Children

Trends

From 2003 to 2012, there was a 22.5% increase in the number of children utilizing services
through the RCOC (7,200 and 8,821, respectively). There was a 20.1% increase in the number
of children diagnosed with developmental disabilities from 5,218 in 2003 to 6,268 in 2012. Since
its peak of 6,495 in 2009, there was a 3.2% decrease in children diagnosed with developmental
disabilities to 6,286 in 2012. Racial/ethnic groups that experienced gains in the number of
children receiving services for developmental disabilities between 2003 and 2012 were Asians,
up 87.4% and Hispanics, up 31.4%. The number of White and Black children receiving services
declined in the past 10 years by 15.8% and 4.0%, respectively.

Children Receiving Services for Developmental Disabilities
Of the 8,821 children receiving services in 2012:
W 3,247 children were under the age of 4, compared to 3,463 in 2011;
W 8,394 resided at home, compared to 8,451 in 2011;
B 78 were in Community Care Facilities, compared to 76 in 2011; and
W 99 lived in foster care (Social Services Agency), compared to 115 in 2011.
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DEVELOPMENTAL DISABILITIES

Total Number of Children Under 18 Years of
Age Receiving Services for Developmental
Disabilities by Race/Ethnicity, 2012

Why is this Important?

RCOC serves children who have been
identified as at-risk under the age of three
or diagnosed with a substantial developmental disability
over the age of three. Regional Centers are state- and
federally-funded to provide services at no cost to children
who meet the criteria. The RCOC partners with public
agencies to identify children at risk for developmental
delays through free screenings, community outreach and
education about its services.

Unknown
3.3%

Other
1.7%

Black
o,

White
26.6%

Asian
16.7%

Early identification of children who need support and
services continues to be a priority for RCOC. Early
intervention services can be effective in helping children
catch up to their age level in development. Children who receive early intervention may need
less or no special education support throughout their school years. All services are based

on the unique needs of each child and provided in a family-friendly and culturally sensitive
manner. In 2012, 90% of the children who received early intervention services made significant
developmental gains and no longer required Regional Center services after age three.

Hispanic
37.7%

What's Happening in Orange County?

As the lead agency in providing Early Start services for children from birth through 36 months,
the Regional Center remains steadfast in meeting the needs of these children even though
eligibility for services have become more restricted. Children qualified for Early Start must first
utilize their private insurance plans for payment of therapy. For children with a diagnosis of
autism or pervasive developmental disorder, families must also access their private insurance
for behavioral health treatment (including Applied Behavior Analysis [ABA] services). Regional
Centers will pay copayments and coinsurance associated with health care service plans and
health insurance policies under specified conditions, so financial factors should not prohibit
children from receiving intervention.

Children under the age of three who do not meet the criteria for Early Start services yet still
exhibit milder developmental delays may meet the criteria for Prevention Referral and Resource
Services (PRRS). PRRS staff monitors the child’s development and provides parent education
and support. If the child’s delay becomes more significant, a referral to Early Start can be
expedited so that needed services begin quickly.

What’s Working:

B In 2012, RCOC served 8,821 children, utilizing the expertise of 220 Service Coordinators
in twelve different languages. Service coordinators provide various choices to consumers
regarding needed services by first utilizing/maximizing generic resources.

B RCOC provides services that teach families how to work with their children’s behavioral
challenges, with the ultimate goal of keeping children in their family home. RCOC provides
free behavioral management workshops throughout the year in three languages.

B RCOC continues to focus on parent/professional education through autism seminars and
workshops to strengthen parents’ knowledge base and advocacy skills. RCOC continues to
take a leadership role in the Orange County Autism Regional Task Force.

B Regional Center’'s Comfort Connection Family Resource Center provides resources and
referrals to the concerned parents of all young children on site as well as online.
B RCOC actively participates in developmental screenings, hospital neonatal intensive care

units, community clinics and parent support groups to educate the community on available
services. This has resutled in an average of 300 Early Start referrals per month.

See page

154 in
Supplemental
Tables for
additional
data

NATIONWIDE:

In 2011, 5,413,474
children and youth
ages 6 to 17 years old
were served under
the Individuals with
Disabilities Education
Act (IDEA), which
represents 7.3% of the
United States population
in 2011. Of these
children and youth,
40.6% had specific
learning disabilities,
6.9% were diagnosed
with autism, and 2.1%
had developmental
delays.?

DATA SOURCE(S):
Regional Center of Orange
County
California Department of
Developmental Services
Centers for Disease Control
and Prevention

NOTES:
' Department of Developmental
Disabilities, 2013.
2 Data Accountability Center
(DAC), 2012.
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9 9 9 K KX - PHYSICAL ACTIVITY

STATEWIDE:

In 2011/12, 62.4% of
5th graders, 63.6% of
7th graders and 62.4%
of 9th graders met the
Healthy Fitness Zone
standard for aerobic
capacity.®

RELATED
INDICATORS:

B Access to Health Care
B Body Composition

B Supplemental Nutrition
Programs: WIC &
CSFP

Definition of Indicator

Healthy aerobic capacity among 5th, 7th and 9th grade public school students is defined when

a student has a V02max, a measure of maximum oxygen consumption, which falls within a
“Healthy Fitness Zone” (HFZ) after their participation in structured aerobic exercises. Aerobic
capacity HFZs are defined through The Cooper Institute’s FITNESSGRAM protocol, which

uses structured exercises that include the Progressive Aerobic Cardiovascular Endurance Run
(PACER), a one-mile run and a walk test. The definition of aerobic capacity HFZs was recently
modified to improve classification agreement between the PACER and one-mile run approaches.
Because of these adjustments, California Physical Fitness Test data collected prior to the
2010/11 school year are not comparable to those collected under the current standards.

Findings

In 2011/12, 68.4% of 5th graders, 73.3% of 7th graders and 70.5% of 9th graders met HFZ
standards for aerobic capacity. Among major Orange County racial/ethnic groups, Hispanic
5th (59.1%), 7th (63.5%) and 9th (61.4%) graders were less likely to meet the aerobic capacity
standards than Black, White and Asian students.

Percent of Students in Healthy Fitness Zone for Aerobic Capacity* by
Race/Ethnicity for Grades 5, 7 and 9, 2011/12

Bl Grade 5 [ Grade 7 Grade 9
100 [—
82.9%
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72}
=
=
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o
=
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o
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*Beginning in 2010/11, data have undergone statistical changes that undermine comparability to
those of prior years.
Trends

Due to the aforementioned HFZ classification changes, Physical Fitness Test data collected prior
to the 2010/11 school year are not precisely comparable to those collected using the current
standard. In the past, the proportion of students in the HFZ for aerobic capacity rose significantly
among Orange County’s 5th (65.0% to 72.6%), 7th (70.1% to 76.1%) and 9th (58.8% to 70.9%)
grade students from the 2002/03 to 2009/10 school years. Since FITNESSGRAM adjustments
were made, the proportion of students in the HFZ for aerobic capacity has fluctuated slightly
among 5th (69.0% to 68.4%), 7th (71.1% to 73.3%) and 9th (69.5% to 70.5%) grade students
from 2010/11 to 2011/12.

Hispanic 7th and 9th graders experienced gains in the percent of students in the HFZ for aerobic
capacity from 2010/11 to 2011/12 (5.0% from 60.5% to 63.5% and 3.9% from 59.1% to 61.4%,
respectively). Asian, Black and Hispanic 5th graders experienced small decreases in the percent
of students in the HFZ for aerobic capacity from 2010/11 to 2011/12 (2.4%, 4.1% and 0.7%,
respectively).
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Percent of 5th, 7th and 9th Grade Students in Healthy Fitness Zone (HFZ)
for Aerobic Capacity,* 2002/03 to 2011/12
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*Beginning in 2010/11, data have undergone statistical changes that undermine comparability to those of prior years.

Why is this Important?

A substantial body of scientific evidence supports the medical and public health benefits

of increasing aerobic physical activity and cardio-respiratory fithess among children and
adolescents. Physical activity during adolescence is associated with physical activity in
adulthood.! Physical inactivity contributes to obesity risk and, indeed, overweight adolescents
are very likely to grow into obese adults, who incur a host of disease risks described elsewhere
in this report. Physical inactivity also imparts health risks aside from its effects on obesity and
is independently associated with cardiovascular disease, diabetes, hypertension, colon and
breast cancers, bone diseases and mental health issues.? The overall lifespan of a physically
active person is greater than that of a person who is physically inactive.3 Physical activity

has immediate health benefits in adolescence as well, including increased HDL cholesterol,
enhanced peak bone mass, increased self-esteem and decreased stress levels.*

What's Happening in Orange County?

B Orange County children appear more aerobically fit than their statewide counterparts,
however there are important disparities that exist and must be addressed, such as the large

difference in children meeting aerobic capacity standards among White and Hispanic children.

B Increasing access to park space and other places for physical activity is a recognized best
practice for improving aerobic capacity.® City and county governments, including public
officials, urban planners, public works and law enforcement are working with school districts,
businesses, community organizations and residents to increase community access to safe,
well-equipped parks through environmental and policy approaches.

B Efforts are being made to increase the quality and quantity of evidence-based Physical
Education in schools and integrate physical activity into the classroom.

B School districts, cities and community partners continue to promote and implement joint use
and community use agreements, wherein school grounds are available after hours for sports
and physical activity.

B Active transportation, such as walking and biking, continues to be heavily promoted through
infrastructural and policy approaches by cities, community based organizations, public
health organizations and regional entities, such as the Southern California Association of
Governments.

B Youth sports leagues and recreational programs are considered supportive outreach
modalities that promote neighborhood-based and team-oriented physical activity.®

See page

155 in
Supplemental
Tables for
additional
data

DATA SOURCE(S):
County of Orange Health Care
Agency
California Department of
Education, DataQuest

NOTES:
" Hallal, P.C., Victora, C.G.,

I
5
<
17}
=
a
o
o
o

Azevedo, M.R., Wells, J.C.K.,

2006.

2Warburton D.E.R., Nicol,
C.W., Bredin, S.S.D., 2006.

3 Carlsson, S., Andersson, T.,
Lichtenstein, P., Michaélson,
K,. and Ahlbon, A., 2007.

4 Twisk, J.W. Sports Medicine,
2001.

6.6 Community Preventitive
Services Task Force

7 California Department of
Education, Standards and
Assessment Division, 2013.
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Definition of Indicator

Healthy body composition among 5th, 7th and 9th grade public school students is defined
when a student has a body fat percentage OR a body mass index that falls within a “Healthy
Fitness Zone” (HFZ) as defined through The Cooper Institute’s FITNESSGRAM protocol.

HFZ for body composition are defined using criterion-referenced, age-specific standards that
roughly equate to body fat percentages of 18.9% to 22.3% for boys and 20.9% to 31.4% for
girls or age and gender adjusted body mass index (BMI) values of 16.8 to 25.2. The definition
of HFZs was recently modified to more closely approximate widely accepted CDC defined BMI
healthy weight classification schemes (5th to 85th percentile of BMI-for-age), and improve

TATEWIDE: HFZ classification agreement between body fat and BMI-based approaches. Because of these
S - adjustments, California Physical Fitness Test data collected prior to the 2010/11 school year are
In 2011/12, 52.5% of not comparable to those collected under the current standards. Local body composition data

5th graders, 55.4% of
7th graders and 59.0%
of 9th graders met the

are collected for 5th, 7th and 9th grade students, along with five other fitness parameters, by all
California School Districts through the California Physical Fitness Test using the FITNESSGRAM

the Healthy Fitness approach.
Zone standard for body . .
composition.? F|nd|ngs

Over the 2011/12 school year, 110,725 Orange County students were assessed through the
California Physical Fitness Test, including 36,530 5th graders (33.0%), 36,482 7th graders
(32.9%) and 37,713 9th graders (34.1%). In 2011/12, 56.4% of 5th graders, 61.3% of 7th
graders and 65.5% of 9th graders met fitness standards for body composition, which surpassed
comparable state values for every grade level. Among major Orange County racial/ethnic groups,
Hispanics had the lowest proportion of students in the HFZ for 5th (43.5%), 7th (50.7%) and 9th
(56.4%) graders, while Whites had the highest proportion for 5th graders (71.0%) and Asians
had the highest proportion for 7th (72.0%) and 9th (75.2%) graders. It should be noted that
Pacific Islander students, represented within the Asian racial/ethnic category (506 total students
assessed), had the lowest proportion of 5th (38.5%) and 9th (50.6%) graders in the HFZ for body
composition among all racial/ethnic groups.

Percent of Students in Healthy Fitness Zone for Body Composition by Race/
Ethnicity for Grades 5, 7 and 9, 2011/12
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B Physical Activity

Black White Hispanic Asian

Trends

From 2002/03 to 2009/10, the proportion of students meeting body composition standards in
Orange County increased from 69.6% to 72.4% for 5th graders, 72.3% to 73.7% among 7th
graders and 72.3% to 76.9% among 9th graders. After changes in data collection methods,
the proportion of students meeting the body composition standards in 2010/11 was 58.1%

for 5th graders, 61.4% among 7th graders and 67.3% among 9th graders. From 2010/11 to
2011/12, there was a decrease in 5th (2.9%), 7th (0.2%) and 9th (2.7%) graders meeting body
composition standards.

58 Report on the Conditions of Children in Orange County, 2013



BODY COMPOSITION -

Percent of 5th, 7th and 9th Grade Students in Healthy Fitness Zone (HFZ) for Body See page
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*Beginning in 2010/11, data have undergone statistical changes that undermine compariability to those of prior years.
Why is this Important?
The body composition of children serves as an important indicator of a community’s overall
health. Excess weight acquired during childhood and adolescence may persist into adulthood
and increase the risk for chronic diseases, such as sleep apnea, musculoskeletal problems,
diabetes, cardiovascular disease and hypertension. Obese adolescents have a 70% chance of
becoming obese adults.! Fortunately, excess weight can often be prevented and treated through
proper nutrition and physical activity, especially during the critical periods of infancy, two to four
years of age and adolescence. Evidence shows that successful efforts must involve multiple
levels of intervention beyond the individual, including families, providers, schools, after-school
programs, neighborhoods, businesses, governments, faith-based organizations and the media.2
Neighborhood environments may enable or hinder the lifestyle choices essential to achieving
and maintaining a healthy weight. For example, in some neighborhoods, crime and safety
issues, lack of parks, sedentary entertainment and reductions in physical education classes may
promote physical inactivity.
U ° .
What's Happening in Orange County?
Overall, Orange County’s children are slightly more likely to have a healthy body composition
than their counterparts statewide, however important disparities exist among racial/ethnic groups
that must be addressed.
Important environmental and policy approaches continue to be broadly promoted by local
jurisdictions, including public officials, urban planners, public works and law enforcement, which
are working with school districts, businesses, community organizations and residents to increase DATA SOURCE(S):
access to healthy foods and safe places for physical activity. C‘;‘g:z :yf Orange Health Care
B The Nutrition and Physical Activity Collaborative continues to assist in obesity prevention California Department of
efforts, including parents educating parents on healthy food choices for their family. Education, DataQuest
B Schools continue to be focal points for a range of obesity prevention activities, including NOTES:
nutrition and physical activity education, policy changes and build environmental interventions. | 1 the surgeon General,
B Food retailers are becoming increasingly involved in preventing obesity among their clientele, gggle“”gg:fsinzggg‘_“e" and
both inside their stores and within the community. 2 Institute of Medicine,
. ) i ) . Committee on Prevention of
B Businesses are working to improve the health of their employees by adopting healthy Obesity and Youth, 2005.
workplace practices, such as physical activity breaks and healthy food and beverage policies. | 3 california Department of
. . iy . . Education, Standards and
B Restaurants are working to improve customer access to nutritional information. Assessment Division, 2013.
B Campaigns are underway to reduce the consumption of sugar-sweetened beverages and
increase the consumption of healthier drinks, such as water.
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9 9 K K KX - BIRTHS TO TEENS

ORANGE COUNTY
HEALTHY PEOPLE
2020 GOAL:

By 2020, the Orange
County goal is a 10.0%
improvement of the
teen birth rate from 23.6
to 21.2 per 1,000 for
females ages 15 to 19
years old.

HEALTHY PEOPLE
2010 GOAL:

Reduce pregnancies
among adolescent
females aged 15 to

17 to no more than 46
pregnancies per 1,000
females in that same
age group. Orange
County achieved the
2010 Healthy People
goal with 11.2 births per
1,000 females aged 15
to 17 years.

STATEWIDE:

In 2011, teen births
(females ages 15 to
19) comprised 7.6% of
all births in California,
while teen births made
up 10.0% of all births in
2001.8

RELATED
INDICATORS:

W Early Prenatal Care
B Low Birth Weight

B Sexually Transmitted
Diseases

B High School Dropout
Rates

B High School
Graduation

Definition of Indicator

Teen births are tracked utilizing two indicators. The first indicator is the percent of total annual
births occurring among teens 15 to 19 years of age. The second indicator is the teen birth rate,
which is a calculation of annual teen births per 1,000 females 15 to 19 years of age. The teen
birth rate is further assessed by race/ethnicity.

Findings

Birth data indicate that of the total 38,100 births to Orange County residents during 2011, 5.8%,
were to teens 15 to 19 years of age, accounting for 2,215 births (a decrease of 10.6% from 2,479
births in 2010). The 2011 birth rate for all teens was 20.1 per 1,000 (down from 22.4 in 2010).
Orange County’s teen birth rate was lower than both the state and national rates. Hispanics 15 to
19 years of age had the highest teen birth rate (39.7 per 1,000), almost double the overall county
rate (20.1 per 1,000) and higher than any other racial/ethnic group. Whites and Asians had the
lowest teen birth rates, at 6.8 per 1,000 and 1.9 per 1,000, respectively. Females 18 to 19 years
of age had the highest teen birth rate (32.9 per 1,000). Teens 15 years of age and under had the
lowest birth rate (0.3 per 1,000). From 2007 to 2011, compared to the overall county teen birth
rate, six communities had the highest teen birth rates: Santa Ana (54.6), Anaheim (45.1), San
Juan Capistrano (40.5), Stanton (39.5), La Habra (37.3) and Garden Grove (35.3).

2002, 2007 and 2011 Birth Rates* Per 1,000 Females
Ages 15 to 19 Years by Race/Ethnicity
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*Rates are calculated using data from State of California, Department of Finance.

Trends

Over the past decade, the proportion of teen births in Orange County declined 17.1% from
7.0% in 2002 to 5.8% in 2011. The teen birth rate declined from 32.6 per 1,000 in 2002 to 20.1
per 1,000 in 2011. California’s overall teen birth rate, while higher than Orange County’s, has
experienced a similar decline over the past decade.

Between 2002 and 2011, the teen birth rate decreased significantly for all racial/ethnic groups,
with Black and Hispanic teens experiencing the largest decreases. Still, the Hispanic teen birth
rate remains nearly six times greater than the rate for Whites. Geographically, 12 communities in
Orange County experienced higher five-year average teen birth rates than the county average,
though rates in all of these communities are declining (see supplemental table on page 159).

Teen Pregnancy
Data on births to teens reflect the number of infants born to teens and does not include the
number of teenage pregnancies that do not result in live birth. It is estimated that in California
only 50% of teen pregnancies result in live birth, while the remaining 50% end with abortion
(36%) or miscarriage (14%)."!
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Birth Rates* Per 1,000 Females 15 to 19 Years of Age
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*Rates are calculated using data from State of California, Department of Finance. 2011 indicate that the
. . birth rate for teenagers
Why is this ImPOPTGnT? decreased 8% in the last
Giving birth as a teen can have profoundly negative consequences for both the teen parents year to 31.3 births per
and the infant. Research shows that teens have a higher risk of having a baby if they are from 1,000 females 15 to 19
economically disadvantaged families and communities; not doing well in school; have low years of age. The rate

in 2011 was the lowest
rate recorded in more
than seven decades.

aspirations for their educational achievement; are from dysfunctional families; and/or have
substance abuse and behavioral problems.? Teen mothers are less likely to get or stay married,

less likely to complete high school or college and more likely to require public assistance and Rates for teenagers
live in poverty than their peers who are not mothers.3 Infants born to teen mothers are at greater have been declining
risk for low birth weight, preterm birth and death in infancy.* Children of teen parents have a at more than 3% per

year since 1991, and
the pace of decline has
accelerated since 2007.°

lower probability of obtaining the emotional and financial resources they need to develop into
independent, productive, well-adjusted adults. Teen childbearing has negative consequences

for the mother, father and child, and imposes high public sector costs. Teen childbearing costs
taxpayers in the United States approximately $9 billion annually.® In California, it cost taxpayers
at least $1.1 billion in 2008.% The decline in California’s teen births between 2010 and 2011 saved
California taxpayers approximately $149 million.”

What's Happening in Orange County? DATA SOURCE(S):
Funding for Cal-Learn (a case management program for pregnant and parenting teens who are County of Orange Health Care
receiving CalWORKSs) was restored in the 2012/13 state budget. Program re-implementation S S aliomia, Center for
began in April 2013. Health Statistics, Birth Files
Centers for Disease Control
What’s Working,' and Prevention, National Vital

Statistics Reports, Vol. 59,

B The Orange County Health Care Agency (HCA), Adolescent Family Life Program (AFLP) and No. 3, December 21, 2010

the Cal-Learn Program work with pregnant and parenting teens to avoid repeat unplanned
pregnancies, enhance parenting skills, promote positive pregnancy outcomes and help

them complete their education. The Nurse-Family Partnership® (NFP) also works with teens T Alan Guttr':;?;:eErslr;stitute,
to improve the health and well-being of first time parents and their children. The Youth As o0 Casey Foundation
Parents (YAP) Program operates under HCA's Behavioral Health Services and is designed Kids Count Data Book, 1999.
to help pregnant and parenting teens and their children prevent or decrease the impact of jv?gglg]yvizrgliZfsz'I%en
domestic violence, substance abuse, mental and emotional problems. preg}]ancyy 1991-2009.

8 The National Campaign to

B MOMS Orange County is a community-based organization providing home visitation services Prevent Teen and Unplanned

to mothers and babies. Under registered nurse supervision, MOMS Orange County provides Pregnancy, 2011.
access to prenatal care, education and referral services through monthly home visits and 7%"3532”&5'?:3%“;:”;‘:;
group classes. Mothers and their babies receive one-on-one education and support during Rates, 2013,
pregnancy and through the baby’s first birthday. ® State of California,
Department of Public Health,
B In Orange County, the Cal-Safe sites located in Anaheim, Santa Ana, Fullerton, Huntington Birth Records, 2011.

f . . . 9 Centers for Disease Control
Beach, Garden Grove and San Juan Capistrano provide academic and support services to and Prevention, National Vital

help pregnant and parenting teens stay in school. Statistics Reports, 2012.

B There are over 2,000 Family Planning, Access, Care and Treatment (Family PACT) providers
in California offering comprehensive family planning services to eligible low income (under
200% of the federal poverty level) men and women, including teens.
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SEXUALLY TRANSMITTED DISEASES

HEALTHY PEOPLE
2020 GOAL:

Reduce the rates of
gonorrhea for females
and males to 252 and
195 cases respectively
(per 100,000).

Reduce the rates of
syphilis for females and
males to 1.3 and 6.7
cases respectively (per
100,000).

HEALTHY PEOPLE
2010 GOAL:

Increase the proportion
of adolescents who use
condomes, if currently
sexually active, or
abstain from sexual
activity to 95%.

Reduce the rates of
gonorrhea and syphilis
to 19 and 0.2 cases
respectively (per
100,000).

STATEWIDE:

In 2012 (provisional
data), the chlamydia
case rate for young
women 15 to 19 years of
age was 2,354.5, while
for young males of the
same age, the rate was
563.0.5

RELATED
INDICATORS:

B Births to Teens

B Substance Abuse
Services

Definition of Indicator

This indicator tracks the number of cases and annual case rates per 100,000 population of
reportable sexually transmitted diseases (STDs) including chlamydia, gonorrhea, syphilis and
AIDS in children and youth 10 to 17 years of age.

Findings

In 2012, there were a total of 726 cases of STDs among children and youth 10 to 17 years

of age in Orange County at a rate of 215.7 per 100,000. The majority (95.7%) of STD cases
occurred among adolescents between 15 to 17 years (695 cases at a rate of 528.0 per 100,000).
The remaining 4.3% were among children 10 to 14 years of age (31 cases at a rate of 15.1 per
100,000).

The most commonly reported STD by youth was chlamydia. There were 675 cases of chlamydia
in 2012 at a rate of 200.5 per 100,000 children and youth 10 to 17 years of age. There were 49
cases of gonorrhea reported for a rate of 14.6 per 100,000 children and youth 10 to 17 years of
age. There were two cases of syphilis reported at a rate of 0.6 per 100,000 and 0 cases of HIV/
AIDS reported.

STD* Case Rates** Per 100,000 Children and Youth, 2003 to 2012
10 to 14 Years of Age
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Note: Rates include numbers for chlamydia, gonorrhea, syphilis and HIV/AIDS.

*Does not include congenital cases resulting from mother to child transmission

**Rates per 100,000 population; rates based on less than five events are unstable, and therefore should be interpreted with caution.

'Due to delays in reporting, incident reports for 2004 chlamydia and gonorrhea cases were reported in 2005. This report reallocates those
cases from 2005 back to 2004.

Trends

There was a 24.0% increase in the STD case rate per 100,000 children and youth 10 to 17 years
of age, from 174.0 in 2003 to 215.7 in 2012. For children 10 to 14 years of age, there was a
decrease of 26.7% in the rate of STD cases per 100,000 children from 20.6 in 2003 to 15.1 in
2012; the rate for adolescents 15 to 17 years of age increased 15.5% from 457 in 2003 to 528 in
2012.

From 2011 to 2012 there was a 3.4% decrease in the STD rates in children and adolescents
overall from 223.3 to 215.7 cases per 100,000. The STD rate among children 10 to 14 years of
age decreased 39.6% from 25.0 to 15.1 per 100,000. For adolescents 15 to 17 years of age the
rate slightly declined 0.6% from 531.5 to 528.0. From its peak in 2007, chlamydia rates fluctuated
through 2011, and decreased in the past year from 211.6 (2011) to 200.5 (2012). Gonorrhea
rates had been steadily declining since 2007 but an increase was observed in 2010. This was
followed by a slight decrease in 2011 and then in 2012, gonorrhea rates increased 43.1% from
10.2 to 14.6 cases per 100,000.
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SEXUALLY TRANSMITTED DISEASES

Total Number of STD** Case Rates* Per 100,000 Children
10 to 17 Years of Age by Type of Disease, 2003 to 2012 See page
Chlamydia __ Gonorrhea i HIV/AIDS __ Total Cases 160 in

No. Rate No. . No. Rate No. Rate Supplemental

2003 576 163.5 33 9.4 4 A1 0 00 613  174.0 Tables for

2004 635 177.2 58  16.2 4 1.1 0 00 697 1945 additional

2005" 687 189.6 48 13.2 4 1.1 4 1.1 743 205.0 data T
2006 732 201.4 61 16.8 3 0.8 4 11 800 2202 E
2007 772 211.7 78 21.4 3 0.8 2 0.5 855 234.5 %
2008 751 207.5 39 108 4 1.1 2 06 796 2200 g
2009 748 209.2 25 7.0 2 0.6 4 1.1 779 217.8 o
2010 670 193.6 38 110 2 0.6 0 00 710 205.1 ©
2011 724 211.6 35 10.2 1 0.3 4 1.2 764 223.3

2012 675 200.5 49 146 2 0.6 0 00 726 2157

*Rates per 100,000 population; rates based on less than five events are unstable, and therefore should be interpreted with caution.

**Does not include congenital cases resulting from mother to child transmission.

Due to delays in reporting, incident reports for 2004 chlamydia and gonorrhea cases were reported in 2005. This report reallocates
those cases from 2005 back to 2004.

Why is this Important?

STDs have potentially severe consequences and can cause a variety of long-term complications,
including pelvic inflammatory disease, ectopic pregnancy, infertility, chronic pelvic pain in women
and physical and mental developmental disabilities among newborn babies.! Chlamydia is the
most common reportable communicable disease and has the highest prevalence in adolescents | In 2011, there were
and young adults.? Chlamydia infection can be asymptomatic and is just as likely to cause the 74.5 cases of chlamydia
severe consequences listed above. Because Chlamydia infection is asymptomatic in at least per 100,000 children

o o/ ; . h . 10 to 14 years of age
85% of females and up to 96% in males, it is essential that yearly screening takes place for all and 2,082.7 cases per
sexually active females and males under 25 years of age. 100,000 children 15 to

19 years of age.®

Compared to adults, children and youth 10 to 19 years of age are at a higher risk of acquiring
STDs because they may engage in riskier sexual behaviors including multiple sexual partners,
engaging in unprotected intercourse and selecting high-risk partners.® The higher prevalence of
STDs among adolescents reflects multiple barriers to quality STD prevention services including
lack of insurance or other ability to pay, lack of transportation, discomfort with facilities and
services designed for adults and concerns about confidentiality.*

What's Happening in Orange County? DATA SOURCE(S):

County of Orange Health Care
A . Epidemiol d
B The Health Care Agency’s 17th Street Testing and Treatment Clinic (STD Clinic) provides free A§§2§§me‘;'t_em'° ovan

STD testing and treatment for children/youth ages 12 and above without parental consent. COC“a”rZ’ :;g:;gsu';ﬁ:':‘health
B Adolescents entering Orange County Juvenile Hall are tested for STDs and are provided Services, June 2013.

treatment if they test positive. NOTES:
What’s Working: 1LéisﬁuEr):;;):l g:revr.';:sf-l:rf::jhm
B The Health Promotion Division’s STD Community Intervention Program (SCIP) uses a train- the Well-Being of America’s

Children and Youth, 2002.

the-trainer model providing training and educational workshops to community organizations 2 California Department of
and school staff that work with youth and young adults ages 15 to 24. SCIP provided two Health Services, STD Control
eight hour STD/HIV update trainings in collaboration with the OC Department of Education to | , Sranen 200 Contrl,
teachers and community-based organization staff. Eighty percent of participants reported an Stacks, 2004.

increase in what the educational requirements are for sexual education in schools. Over one 409?6;:3 for ?iseagiDCO”th'
. . . . g . . . . and Frevention,
fifth reported increases in their abilities to provide clear and simple risk-reduction messages Surveillance, 2003.

about STDs to diverse youth as well as to effectively facilitate discussions with teens who may 5?'2?”:_'3 ler?a;(;qznt of
ublic Fealin, .

have questions. 6 Centers for Disease Control
B SCIP coordinates with Orange County’s community colleges including Fullerton, Santa Ana, "‘S:‘:Vzlrlzrf:;“’zr‘oﬁTD

Orange Coast, Santiago Canyon and Golden West College to promote the annual STD

awareness month in April. College health centers are provided a kit that provides promotional

opportunities for testing and education. Various STD social marketing promotional tools are

partnered with the MTV channel such as the “Get Yourself Tested” campaign.
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HEALTHY PEOPLE
2020 GOAL:

Increase the proportion
of children with mental
health problems who
receive treatment to
75.8%.

Improve mental health
through prevention and
by ensuring access

to appropriate, quality
mental health services.

HEALTHY PEOPLE
2010 GOAL:

Increase the proportion
of children with mental
health problems who
receive treatment to
67.0%.

Better services and
collaboration for children
with serious emotional
disturbance and their
families will result in
greater school retention,
increased stability of
living arrangements and
improved educational,
emotional and
behavioral development.

RELATED
INDICATORS:

B Substance Abuse
Services

B Special Education

Definition of Indicator

The number of seriously emotionally disturbed (SED) children and young adults through 25
years of age receiving publicly-funded services from the Health Care Agency (HCA)/Behavioral
Health — Children and Youth Services (CYS). Youth 18 to 25 years of age can be seen in either
the CYS programs or the Adult Mental Health Service programs, depending on a number of
circumstances, including client preference.

Findings

A total of 14,918 children and young adults through 25 years of age were served by CYS in
2011/12. Of the total youth served by CYS in 2011/12, 61.0% were Hispanic, 24.2% were White,
4.7% were Black, 4.7% were Asian, 0.8% were American Indian and 4.5% were of other racial/
ethnic groups.

Number of Children and Young Adults through Age 25
Served by Children and Youth Services, 2007/08 to 2011/12

15,000
12,000
9,000
6,000

3,000

Number of Children and
Young Adults

0

2007/08

2008/09 2009/10 2010/11 2011/12

Trends

From 2007/08 to 2011/12, the number of children and young adults served by CYS ages 0
through 25 years old increased 18.8% from 12,552 in 2007/08 to 14,918 in 2011/12. In the past
five years, the number of children and young adults served by race/ethnicity increased among
Hispanics (31.1%), Asians (5.4%) and Blacks (5.1%); while American Indians and Whites
experienced a decrease of 7.5% and 2.5%, respectively.

Number of Clients Served by Children and Youth Services
by Race/Ethnicity, 2007/08 to 2011/12

Percent
Race/Ethnicity 07/08 08/09 09/10 10/11 11/12 Change
White 3,708 3,589 3,463 3,534 3,616 -2.5%
Black 668 696 651 693 702 5.1%
Hispanic 6,940 7,144 7,504 8,690 9,099 31.1%
Asian 664 713 682 785 700 5.4%
American Indian 134 158 162 145 124 -7.5%
Other/Unknown 438 564 544 584 677 54.6%
Total 12,552 12,864 13,006 14,431 14,918 18.8%
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Why is this Important? ["4 See page

162 in
For those children and young adults suffering from mental, emotional and behavioral disorders, Supplemental
access to services is essential for minimizing the consequences of untreated mental health Tables for
disorders. These consequences can range from increased risk of violence to substance abuse or additional
to suicide and impact the community in general. data

Data on the use of services by children and youth experiencing mental, emotional and behavioral
disorders provide important indicators to determine to what extent the needs of the children and
youth of the community are being met. As the needs of the community change, services can be
altered and modified to meet the shifting needs. In addition, tracking the use of services assists
in improving program development and focusing services on resiliency and wellness for youth in
the community.

I
5
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What's Happening in Orange County?

Although legislation moved the responsibility of providing mental health services for special
education students to school districts during 2011/12, transitional funding by the state allowed
HCAJ/CYS to maintain services for the 22 districts that elected to access those services from

Orange County. The 39.1% decrease in residential bed days for special education students (see NATIONWIDE:
page 162) is a reflection of the school district control of placements. .

In 2011, 5% of children
The Prevention and Intervention Division of HCA develops and implements services to promote ages 4 to 17 were
behavioral health wellness by addressing symptoms early to reduce the impact on families. reported by a parent
Several new programs were implemented in 2011/12 including the Promotora Program and to have definite or

. . o L severe difficulties with
Outreach and Engagement Programs for children, youth and families. In addition, existing emotions. concentration

programs were expanded to more locations to increase access to community members. behavior or being able
. . . . to get along with other
Economic pressures both at the state and local level continue to require collaborative efforts to people.’

ensure the mental health needs of families and youth are met. HCA continues to broaden and
strengthen its collaboration with government and community partners to improve the overall
system of care, identify the unserved and promote wellness and resilience.

What’s Working:

B The MHSA (Mental Health Services Act) Innovation Plan focuses on programs that strengthen
families and develop resilience in young children and youth. These programs use trained
family members and peers that have experienced treatment first hand to serve as role models
to promote recovery.

B In the past several years there has been a significant increase in the number of service
options available primarily due to the implementation of the MHSA. MHSA Full Service
Partnerships (FSPs) worked with over 1,000 children and transitional age youth. The
programs provided comprehensive wraparound services to Serious Emotional Disorder/
Serious Mental lliness (SED/SMI) youth who were homeless, at risk of homelessness or at
risk of out-of-home placement. The programs showed decreased psychiatric hospitalizations

and incarcerations and increased school attendance and employment. DATA SOURCES:
. . Ly County of Orange Health Care
B As the impact of violence and trauma upon communities becomes more pronounced, Agency/Children and Youth
responsive systems of care work to transform themselves by delivering “trauma-informed” Services

U.S. Department of Health and

services. During 2011/12, HCA/CYS implemented a program to train its clinical staff in the L

evidence-based treatment of Trauma-Focused Cognitive Behavioral Therapy (TF-CBT).

TF-CBT is a conjoint child and parent psychotherapy approach for children and adolescents NOTES:

who are experiencing significant emotional and behavioral difficulties related to traumatic 1 America’s Children: Key
life events. During the course of treatment that employs TF-CBT, children and parents learn g‘a,“on"go':‘gica‘m of Well-
eing, .

new skills to help process thoughts and feelings related to traumatic life events; manage
and resolve distressing thoughts, feelings and behaviors related to traumatic life events; and
enhance safety, parenting skills and family communication.
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HEALTHY PEOPLE
2020 GOAL:

Increase the proportion
of at risk adolescents
12 to 17 years of age
who, in the past year,
refrained from using
alcohol for the first time
to 94.4%.

Increase the proportion
of adolescents 12 to 17
years of age perceiving
great risk associated
with substance abuse,
defined as consuming
five or more alcoholic
drinks at a single
occasion once or twice
a week, to 44.6%.

HEALTHY PEOPLE
2010 GOAL:

Increase the percentage
of high school seniors
who remain alcohol and
drug free to 29% and
56%, respectively.

Increase to 80%

the proportion of
adolescents ages 12 to
17 who perceive a great
risk associated with
substance abuse.

Increase the proportion
of middle, junior

high and senior high
schools that provide
comprehensive school
health education to
prevent tobacco, alcohol
and other drug use and
addiction to 95%.

RELATED
INDICATORS:

B Substance-Exposed
Infants

B Sexually Transmitted
Diseases

B Mental Health Services
B Juvenile Arrests

Definition of Indicator

This indicator tracks the number and percent of adolescents receiving substance abuse services
provided by the Orange County Health Care Agency’s (HCA) Alcohol and Drug Abuse Services
(ADAS). This indicator reflects the trend of adolescent utilization of services provided by ADAS
and its contract providers rather than the absolute number of adolescents needing services or
using alcohol or other drugs in Orange County.

Findings

During 2011/12, 1,764 adolescents age 17 and under received publicly-funded services for
alcohol and drug abuse. The maijority, 73.3%, were served by the Alcohol and Drug (AOD)
Prevention Team, which provided 1,293 youth service contacts through school and community
education and outreach events.

Of the remaining 471 youth receiving publicly-funded services for alcohol and drug abuse,

183 (38.9%) received outpatient treatment and recovery services and 288 (61.1%) received
residential treatment services, of which 70.5% were males, and 29.4% were females. The race/
ethnicity of the adolescents in outpatient or residential treatment was 63.9% White, 57.4%
Hispanic, 2.7% Asian, 1.8% Black, 1.2% American Indian and 30% Other™*.

Adolescents 17 and Under Receiving Publicly-Funded
Substance Abuse Services, 2002/03 to 2011/12**

10,000 [—
8,174

S 8,000 [ 7,624 Substance Abuse
= Services
= .
© 6,000 [~ Outpatient and
‘S Residential Services
D
£
S 4,000
=

2,000

02/03 03/04 04/05 05/06 06/07 07/08 08/09 09/10

10/11 1112

Note: The large increase in 2006/07 is due to the addition of a prevention team and their prevention efforts both in the community and
at the camps. The number reported in the 16th Annual Report of 10,173 included a duplicate count of 2,549 adolescents by
specialty services. which has now been corrected for consistency.

**This decrease was attributed to several factors; the closing of the Los Pinos Youth Center, an overall reduction in staff and fewer

requests for the AOD programs by traditional schools due to reduction in schools “Safe and Drug Free” funding.

Trends

From 2002/03 to 2011/12, there was a 30.2% decrease of adolescents receiving substance
abuse services from 2,527 to 1,764. For the same time period, the outpatient and residential
treatment services decreased by 17.9% from 574 to 471. From 2010/11 to 2011/12, outpatient
treatment services decreased 28.5% from 256 to 183.

The number of adolescents receiving substance abuse services for alcohol, methamphetamine
and marijuana dropped significantly from 2002/03 to 2011/12 (47.5%, 73.8% and 28.9%,
respectively), but increased for heroin use (237.6% from 8 to 27 adolescents).

According to the California Healthy Kids Survey (CHKS), between 2005/06 and the two-year
period 2011 to 2013, past 30-day use of alcohol declined by 29% among 9th graders and by 22%
among 11th graders. During this same period, however, the use of marijuana among Orange
County youth has generally increased, although the most recent CHKS data (2011-13) revealed
a slight decline in marijuana use among 9th graders and a leveling off among 11th graders.

*Hispanics not excluded from Other Category. Percents may not add up to 100%.
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Why is this Important?

The illicit use of alcohol and other drugs by young people is associated with a wide array of
social, emotional, behavioral and health problems: poor academic performance; engaging in
violence and risky sexual behaviors, motor vehicle crashes; and an increased risk of alcohol/
drug dependence in later life. Motor vehicle crashes are the leading cause of death among 15 to
20-year olds, and 31% of drivers ages 15 to 20 who were killed in crashes had been drinking."
Additionally, young people who start drinking before age 15 are five times more likely to develop
alcohol abuse or dependence disorders later in life compared to those who delay drinking until
age 21.2 The use of opiates is associated with increased spread of communicable diseases
such as HIV and hepatitis. In addition, accidental overdose is a serious concern for not only
intravenous (V) users, but for adolescents who are forcibly detoxed while in the juvenile justice
system and then go back to using at previous levels, not realizing that their tolerance was lost.

What's Happening in Orange County?

The Office of National Drug Control Policy has declared prescription drug abuse the fastest-
growing drug problem in the United States. While this epidemic has impacted Orange County
youth, lifetime rates of nonmedical use of prescription pain relievers reached a peak in 2005/06
and has since declined by 18% among 9th graders and by 28% among 11th graders between
2011 and 2013. However, during the period from 2007 to 2011, there were 113 deaths in Orange
County among youth and young adults 15 to 26 years of age due to overdoses of prescription
drugs.? Since 2008/09, there has been a substantial increase in the proportion of adolescents
that have identified heroin and other opioids as their primary drug of choice upon admission

to the county-funded substance abuse treatment system.* Some youth who become addicted
to prescription opioids may eventually turn to heroin as a more affordable drug to sustain their
addiction.

The AOD Prevention Team of HCA had a significant decrease in youth contacts in 2011/12

from the previous year due to a reduction in staffing, fewer service requests by traditional and
alternative schools and discontinued services provided by the AOD Prevention Team. While
these specialty services counts have decreased, several new prevention and early intervention
services with a focus on co-occurring mental health and AOD issues were implemented for
children and youth, as reported in the Mental Health indicator on page 64. In addition, AOD youth
service contacts will significantly increase in FY 2012/13 with staffing positions restored and new
AOD contracted services being implemented.

What’s Working:

B Since the Tobacco Litligation Master Settlement Agreement in 1998, funds have been
allocated throughout the state to 58 counties to support health care services, tobacco
prevention programs and other public safety services. This revenue has continued to provide
funding for one therapist at each of the four outpatient clinics in Orange County to provide
adolescent treatment services. In addition, the AOD Prevention Team expanded AOD
prevention outreach and education services to children and parents.

B The Alcohol and Drug Education and Prevention Team (ADEPT) implements countywide
prevention services that build developmental assets in youth across a broad spectrum of
settings, including faith-based organizations, public and private schools, community-based
youth groups and after-school programs.

B ADEPT services include conducting media campaigns featuring messages about not providing
alcohol to minors and about the dangers of prescription drug abuse; educating parents,
adults and health professionals about the risk and consequences of alcohol and prescription
drug abuse; and training alcohol retailers on responsible beverage service practices. These
educational interventions focus on getting participants to take specific actions to reduce
identified risk factors that contribute to alcohol and prescription drug abuse.

See page

163 in
Supplemental
Tables for
additional
data

NATIONWIDE:

The proportion of
students reporting using 8
any illicit drug other than
marijuana has been
gradually decreasing,
and continued to do so
in 8th and 12th grades
in 2012. The prevalence
rates for using any

illicit drug in the past 12
months are 5.5% for 8th
graders, 10.8% for 10th
graders and 17.0% for
12th graders.

OD HEALTH

The use of ecstasy
(MDMA), cocaine

and inhalants among
students has decreased
significantly from 2002
to 2012. During this
time period, the rate
of 8th grade student
usage of ecstasy
(MDMA) decreased
62.1%, the rate of 10th
grade student usage
of cocaine decreased
50.0% and the rate

of 12th grade student
usage of inhalants
decreased 35.6%.5

DATA SOURCE(S):
County of Orange Health Care
Agency, Alcohol & Drug
Abuse Services

NOTES:

" National Highway Traffic
Safety Administration, 2008.

2U.S. Department of Health
and Human Services,
National Insitute on Alcohol
Abuse and Alcoholism.

3 Orange County Sheriff-
Coroner Department, Mission
Viejo Police Services, 2012.

4Orange County Substance
Abuse Treatment System,
CalOMS Treatment data,
2008 and 2012.

5 Johnston, L.D., O’Malley,
P.M., Bachman, J.G., &
Schulenberg, J.E., 2012.
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Rosa

Rosa, a promotora (or health promoter) and community leader, became a
part of The Grain Project’'s Jerome CommUnity Learning Garden in Santa
Ana. Through her participation, she learned how to eat healthier; she now
juices organic kale and other greens, fruits and vegetables everyday. She has
also inspired many of her neighbors and friends to eat healthier and exercise
through gardening.

With support from The Grain Project through the CommUnity Roots program,
there are now eight new raised beds growing food in the mobile home park
community where she lives. Rosa has also helped to establish a garden

club of neighborhood adults and youth working together to grow the food, for
themselves and each other. Rosa and other CommUnity Roots families are
also regular food donors to the CommUnity Harvest program, where surplus
harvests are shared with other families.

As Rosa reflects back on the changes she made, she comments, “I always
tried to eat fruits and vegetables but the quality in the stores is bad - | don't like
the taste and texture. | like what is grown at the Jerome Garden because it is
fresh and organic. | went to visit Mother’s Market - it's the only store in Santa
Ana that | know of where there is organic food, but it's too expensive and it is
far from my home.”

She continues, “| wanted to open a garden for my people in our neighborhood.
I’'m very grateful to The Grain Project for putting together many gardens for our
community. It’s helping us eat healthier and is bringing the community together.
We are now offering healthy cooking classes in my mobile home park so
people can learn how to cook healthier and with the fruits and vegetables from
the gardens.”

A community organizer, Rosa also

recruits neighbors and friends to become
engaged and active in self-empowerment,
#=  self-sufficiency, community-building and
making healthier lifestyle choices. By giving
community leaders (and promotoras/health
promoters), like Rosa, access to resources,
education and skill-building, Grain Project
programs are collaboratively increasing

the health and wellness of individuals and
families in Santa Ana.

" Note: Please see page 210 for references.
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Introduction

Food security is the term used to describe a household
that is not living in hunger and has physical and economic
access to safe, nutritious food to meet their dietary
needs.! Homes with food insecurity lack access to
nutritionally adequate and safe foods that are needed for
an active, healthy life. Nationally, the food insecurity rate
was 20.6% in 2011 among households with children.?

The research surrounding food security underscores the
complexity of the issue in households. It is not enough to
ensure that families have food. Rather families must have
access to healthy food and be able to sustain a healthy
diet by making wise dietary choices for their families,
regardless of their socioeconomic status.

Factors Contributing to the Issue

Several factors contribute to food insecurity — availability,
accessibility, acceptability and appropriateness. Not all
families know about existing resources and emergency
food services that are available in the community.

Even when food is available, sometimes the access to
healthy foods and nutrition education within communities
is limited. In order to make positive dietary changes,
families must educate themselves and take on new
lifestyles. Solving the problem of food insecurity involves
acceptance - learning how to make wise food choices,
overcoming cultural barriers while being mindful of cultural
traditions and meanings attached to food and being
conscious of stereotypes both as they relate to culture
and body image.

There exists a difficult balance that factors into the food
insecurity issue. The food industry and current systems
in place try to address food insecurity by focusing on
producing food quicker and cheaper. But too often, the
result is that food quality drops and healthier food is less
accessible. Often fast food is much more affordable and
convenient for busy working families. An appropriate
balance between convenience, affordability and health is
critical.

A recent article by the Washington Post called to attention
a report conducted by the US Department of Agriculture.
“Indeed, record obesity rates might have more to do with
the availability of junk food than the difficulty finding fresh,
healthful options, the report says. In short: So-called food
deserts, areas where access to fresh produce is scarce,
aren’t the issue. It's food swamps, communities thick

with fast-food outlets, and convenience stores and high
rates of obesity and overweight.”® A study found that not
only are there nearly twice as many fast food restaurants

and convenience stores in lower income neighborhoods
as wealthier ones, but these poor areas have more than
three times as many corner stores per square mile, and
nearly twice as many supermarkets and large-scale
grocers per square mile.

ECONOMIC WELL-BEING

Impact of Food Insecurity on
Children & Families

Research has linked food insecurity and other measures
of food-related hardship to a wide array of negative

health indicators in children, including lower parent-
reported measures of child health status, higher incidence
of health-related limitations and higher frequency of
headaches and stomachaches.*

Food insecurity impacts both physical health and
emotional health. Physically, this issue leads to
malnourishment simply because of a lack of good
food. The malnutrition of pregnant mothers due to food
insecurity leads to low birth weight children, which is
causal for a multitude of health problems. Children with
low birth weight and family food insufficiency are 27.8
times more likely to be obese than their peers.5 Food
insecurity often brings with it higher levels of children’s
mental health symptoms, hyperactivity and inattention
in particular. Families can be supported with access to
nutritious foods, thereby reducing mental health problems
and social inequalities in development of their children.

Food insecurity impacts not only children’s mental and
physical health, but can also contribute to behavioral
issues. In households that suffer from food insecurity,
children do not get the proper nutrition and/or lack of
food deprives their parents of proper nutrition. Studies
seem to show that malnutrition predisposes children to
lower cognitive ability, which then can lead to behavioral
problems.®
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4 Efforts in Orange County to
. Support Food Security

Second Harvest Food Bank of Orange County

| Founded by the Council of Orange, Society of St.

1 Vincent de Paul, the Food Bank began providing food
for the hungry in October 1983. In 2007, the Food

Bank moved to a new facility in Irvine on the old El Toro
Marine Base, more than doubling its capacity to meet
the needs of Orange County’s hungry during difficult
economic times. In 2012, the Food Bank became an
independent 501(c)3 corporation. Since its founding, the
Food Bank has provided more than 272 million pounds
of donated and surplus food to local charities. The Food
Bank benefits more than 240,000 individuals each
month at food pantries, soup kitchens and shelters, after-
school programs, senior citizen centers and other non-
profit organizations dedicated to helping those in need.
The Food Bank also advocates for nutrition, and promotes
CalFresh and provides emergency food assistance.

Local Data on Food Insecurity

The 2009 California Health Survey revealed that Orange
County is ranked second in California for food insecurity
among adults. In addition, the 2011 Orange County
Community Indicators Report noted that 30% of children
and 54% of adults in Orange County are overweight or
obese. Research has linked food insecurity with obesity.

Figure 1

Analysis of the 2011 Current Population Survey (CPS) B High Food Security
Food Security Survey (see Figure 1) indicates that 72.9% B Marginal Food Security
of Orange County households are categorized as Full
Food Security (FFS), 13.2% as Marginal Food Security
(MFS), 8.7% as Low Food Security (LFS) and 5.2% as 5.18%
Very Low Food Security (VLFS) (N=734 Orange County
households). The US Census estimated that there were
987,164 households in Orange County in 2011. In many
analyses of food security the MFS and FFS categories
are combined and identified as food secure. This practice
may mask families in need in Orange County. Sixty-six
percent of the households categorized as experiencing
MFS, 83% of households categorized as LFS and 95% of
households categorized as VLFS reported that during the
last year they needed to do things differently to make their
food money last. This was in contrast to FFS households,
in which only 10% reported incidences of adjustment to

a food budget. Although 27% of households in Orange
County in 2011 were categorized as MFS, LFS or VLFS,
parents appear to be able to buffer their children from
some of the negative consequences of food insecurity.
Only 1% of MFS and 4% of LFS households reported
cutting the size of a child’s meals. However, 30% of
households categorized as VLFS indicated that children
were hungry but there was not money for more food,

26% reported cutting the size of a child’s meals and

21% reported that their child skipped a meal because
there was not enough money for food. In contrast to

the experience of their children, 96% of adults in VLFS
households reported cutting the size or skipping a meal
because there was not enough money for food.

Low Food Security

- Very Low Food Security

72.89%

The Orange County Food Access Coalition has effective
programs and initiatives that focus both on short-term
solutions to address the current lack of access to healthy
food, and long-term systemic change that help establish
policies, infrastructure and partnerships to support a
healthful and affordable food system for all.

This Coalition coordinates regional action to improve food
access to low-income residents; educates policy makers
and the public about the food system; conducts research
to fill gaps in available information related to food
security in our community; and identifies opportunities for
collaborative endeavors to enhance the sustainability of
our food system and the health of our community. Below
are three programs that the Coalition has established to
effectively address the issue of food insecurity.
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The Real Meals Project
This innovative emergency meal pilot program is designed
by the Coalition to combat both hunger and diet-related
disease among low-income families and seniors by
providing nutritionally balanced, ready-to-heat meals that
are great tasting, easy to prepare and nutritious. In 2012,
over 15,000 Real Meals were distributed to low-income
families and seniors. The second pilot will begin September
2013 with an emphasis on family mealtime as well as
culinary and nutrition education for the whole family.

The Harvest Club

A Coalition program under the Harvesting Orange County
initiative, this county-wide, coordinated, urban agriculture
program is operated by volunteer harvesters who help
redirect thousands of pounds of available local fresh
food from community gardens, residential gleaning and
corporate growing spaces to underserved residents,
increasing direct access to fresh fruits and vegetables.
The program operates with 175 growers and over 400
volunteers and has returned 75,000 pounds of fresh food
that would otherwise have gone to waste.

Research and Advocacy

The Community Food Assessment, conducted with
California State University Fullerton’s Department of
Anthropology and the Urban Agriculture Community-
based Research Experience (U-ACRE), is critical to
understanding the prevalence and consequence of local
food insecurity. This effort helps define meaningful and
innovative strategies for intervention.

The Food Providers Forum is a newly established
networking and learning forum for those agencies
providing food assistance in the county. Modeled after
the old Orange County Hunger Coalition, the Forum
helps participants connect with one another, coordinate
efforts, learn best practices and become stronger hunger
advocates for their clients. Long-term program goals
include promoting the use of CalFresh and other Federal
nutrition programs that provide efficient and effective
long-term nutrition benefits to residents of all ages
experiencing food insecurity.

FOOD INSECURITY >

The Coalition also serves as the food policy body for
Orange County on the California State Food Policy
Council, a collaborative of local food policy groups
working to ensure that California’s food system reflects
the needs of all of its communities, with affordable,
accessible and culturally appropriate food.

The Grain Project’s Cultivating
CommUnity Program

Information from the Grain Project in Orange County
indicates that Santa Ana and other food-insecure places
in Orange County are actually considered food swamps
as opposed to food deserts. There may be access to a
supermarket where fruits and vegetables are available,
but the stores do not offer culturally-specific options, are
expensive and/or are not utilized simply because there
are so many more fast food (cheaper) options that make
shopping for healthy food less viable. This is why the Grain £}
Project has focused its efforts on education and support for fg
families to grow their own produce. Through this program,
over 50 new home and school gardens have been created
within central Santa Ana- a known food swamp.

MIC WELL-BEING

Waste Not, Want Not Orange County
Collaborative

To reduce food waste and increase food security, the
Orange County Health Care Agency is spearheading

a new collaborative initiative called Waste Not, Want

Not Orange County. This collaborative will explore the
opportunity for healthy food rescue from grocery stores,
restaurants and other food retailers to prevent a valuable
resource from going to waste. Food from this program
will be distributed through the existing emergency food
network.

Conclusion

A successful effort to end child hunger must be grounded
in a comprehensive understanding of children’s
experiences of food insecurity. Investigating childhood
food insecurity from the child’s perspective provides an
opportunity to understand the unique experiences in terms
of content and context. The resulting new, child-derived
understanding of what children experience provides a
critical basis from which to build effective approaches to
identify, assess and respond to children suffering from
food insecurity.
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CalWORKSs Child Recipients
Orange County, December 2012
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72 Report on the Conditions of Children in Orange County, 2013



MAP OF CHILDREN RECEIVING FREE AND REDUCED LUNCH

Percent of Children Receiving Free and Reduced Lunch
Orange County, 2012/13
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STATEWIDE:

In 2011/12 the average
monthly number of
recipients for Temporary
Assistance for Needy
Families (TANF) in
California was
1,397,103, a 20.3%
increase since 2002/03
(1,160,882).2

RELATED
INDICATORS:

B Free and Reduced
Lunch

B Supplemental Nutrition
Programs

® Child Support
B Access to Healthcare
W Early Prenatal Care

Definition of Indicator

Federal welfare reform legislation, the Personal Responsibility and Work Opportunity
Reconciliation Act of 1996, created the program Temporary Assistance to Needy Families (TANF)
known in California as the California Work Opportunity and Responsibility to Kids (CalWORKSs)
Program, providing financial assistance to needy children and families in Orange County. This
indicator reports the average number of children per month under the age of 18 receiving
financial assistance through CalWORKSs. Data on CalFresh recipients can be found under
Supplemental Nutrition Programs (page 78).

Findings
In 2011/12, 45,950 children per month on average received financial assistance through
CalWORKs. These children represent 82.4% of the total CalWORKSs recipients. In Orange

County, 6.2% of all children receive financial assistance through CalWORKs compared to 11.5%
of all children in California.

Children Receiving Financial Assistance
Through CalWORKSs, 2002/03 to 2011/12

11/12
10/11
09/10
08/09
07/08
06/07
05/06
04/05
03/04
02/03

0 10,000

! ! J
40,000 50,000 60,000

20,000 30,000
Number of Children

Trends

Over a ten-year period, there was an 17.8% increase in the number of children receiving financial
assistance, from 38,997 in 2002/03 to 45,950 in 2011/12. There was a 43.9% increase from the
low in 2007/08 of 31,932 children receiving financial assistance.

Of the total population of children under the age of 18 in Orange County, the percent of children
receiving financial assistance has increased from 4.9% in 2002/03 to 6.2% in 2011/12. In context,
the child population in Orange County decreased by 6.8% from 789,278 in 2002/03 to 735,451 in
2011/12.
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CalWORKSs -

Percent of Children Receiving CalWORKs of the
Total Population Under 18 Years of Age, 2002/03 to 2011/12
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Why is this Important?

The CalWORKSs program has multiple goals, including reduced welfare dependency and
increased self-sufficiency. In addition, some stakeholders have placed improved child well-

being as a foremost goal. CalWORKSs provides financial assistance, as well as a variety of
Welfare-To-Work services, to help recipients meet their personal self-sufficiency goals. Services
include employment preparation, various job training programs and placements in subsidized
and unsubsidized job opportunities. Elements that focus on child well-being include school
attendance requirements, child immunizations and assisting with paternity and child support
enforcement activities. The CalWORKSs program includes a “safety net” for children, meaning
children continue to receive aid when adults reach their four-year-time limit to receive aid, or if an
adult is sanctioned for not cooperating with program requirements.

What's Happening in Orange County?

The percent of children receiving CalWORKSs is an indicator of Orange County’s capacity to

successfully meet welfare reform priorities and help families achieve self-sufficiency through

employment income.

B Social Services Agency (SSA) has implemented a CalWORKs program that focuses on job
attainment, job retention and supportive services to enable successful employment outcomes
and family stability.

B SSAfaces new challenges because state law has reduced the amount of time adults are
allowed to receive the full range of CalWORKSs Welfare-To-Work services to 24 months.
Recipients may receive an additional 24 months of assistance and services, provided they
meet more stringent federal work participation requirements.

B The California Linkages Project supports collaborative strategies for providing services
and case management to families at the intersection of the CalWORKSs and Child Welfare
Systems.

What’s Working:

B [nitial Services Workers (ISWs) perform eligibility determinations and provide employment
and family services at a single point of contact for CalWORKSs applicants and newly-approved
participants. ISWs gain a broad understanding of the financial status, employment readiness
and family stability of each participant. This model allows for early identification of family
needs and employment barriers, and promotes successful program participation.

B The CalWORKSs program has expanded opportunities for needy families in Orange County.
As the economy gradually moves towards recovery, CalWORKSs has implemented vocational
training and work experience programs to enhance job skills for recipients seeking economic
self-sufficiency.

B Substance abuse services, mental health services, domestic abuse services, childcare,
transportation and employment support services address various barriers to employment.

See page

167 in
Supplemental
Tables for
additional
data

NATIONWIDE:

In 2011/12 the average
monthly number of
recipients for Temporary
Assistance for Needy
Families (TANF) was
4,106,881. Thisis a
7.0% decrease from
2010/11 (4,417,445).
From 2002/03
(5,148,497) the number
of families receiving
TANF assistance
decreased by 20.2%.2
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DATA SOURCE:
Orange County Social Services
Agency

NOTES:

1.2U.S. Department of Health
and Human Services,
Administration for Children
and Families, Office of Family
Assistance, 2013.
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XEXEE9D FREE AND REDUCED LUNCH

Definition of Indicator

The National School Lunch Program is a federally-funded program administered by the U.S.
Department of Agriculture that assists schools and other agencies in providing nutritious lunches
to children. Participation in the Free and Reduced Lunch (FRL) program is by application and
based on the income of the child’s parent or guardian, which must be below 185% of Federal
Poverty Level. This translates to $41,348 per year for a family of four. See Appendix C on page
222 for Federal Poverty Income Level Guidelines.

Findings

In 2011/12, 46.4% (226,854 students) of Orange County’s total public school enroliment,
participated in the FRL program (see page 72 for a map of FRL percentages and page 168 for
the FRL percentage of each school district.)

STATEWIDE: Number of Students Receiving Free and Reduced Lunch,
During the 2011/12 2002/03 to 2011/12
250,000 [

school year, an average
of 3,472,481 students

participated in free and c  200.000
reduced lunch daily. _“E’ ’
This represents 57.5% z
of the total public school © 150,000
enroliment.® °
o
Q0
€ 100,000
o)
z
50,000
0
02/03 03/04 04/05 05/06 06/07 07/08 08/09 09/10 10/11 11/12
*Most recent data at time of print.
Trends
The proportion of students receiving FRL in Orange County as a percent of the total public school
enrollment increased from 38.7% in 2002/03 to its highest of 46.4% of all students in 2011/12.
There was a 14.5% increase in the total number of students receiving FRL between 2002/03 and
2011/12 (198,167 to 226,854).
RELATED

INDICATORS: Percent of Students Receiving Free and Reduced Lunch,
2002/03 to 2011/12

B Supplemental Nutrition -
50
Programs
B CalWORKs
B 5th Grade 40

Achievement
B Access to Healthcare 30
B Physical Activity

20

Percent of Students

0
02/03 03/04 04/05 05/06 06/07 07/08 08/09 09/10 10/11 11/12

*Most recent data at time of print.
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FREE AND REDUCED LUNCH

Districts with Highest and Lowest Percent of Students Receiving
Free and Reduced Lunch, 2011/12
Highest

Lowest
Percent
9.6%

School District
Anaheim City Elementary

School District
Laguna Beach Unified

Percent
86.1%

Magnolia Elementary 83.4% Los Alamitos Unified 12.2%
Santa Ana Unified 78.0% Irvine Unified 13.2%
Buena Park Elementary 72.9% Huntington Beach City Elementary 17.2%
Westminster Elementary 72.6% Fountain Valley Elementary 22.8%

Note: For all Districts’ Free and Reduced Lunch data see page 91.

Why is this Important?

The FRL program can be considered one of the best available current indicators of children
living in poverty or in working poor families. This program offers parents the assurance that
their child will receive a nutritious lunch each school day at the lowest possible price. Proper
nutrition is linked to better behavior, school performance and more active participation in the
education experience.’ It is important to understand the challenges faced by school districts
serving low-income families, particularly those with over 65% of students enrolled in the FRL
program, because the implications for children living in poverty include greater risk for poor
health, lower educational achievement and increased criminal activity. The correlation between
percent of enroliment in the FRL program and 5th grade reading scores is further explained and
demonstrated on page 97.

Nationwide Participation in the School Breakfast and Lunch Program
Federal nutrition programs - school lunch and breakfast, summer and afterschool food,
Women, Infants, and Children (WIC) and child care food - are dramatically effective
programs that reduce hunger, improve cognitive development and school performance
and provide essential nutrition for young children. In 2010, on a typical school day, 20.7
million of the 31.8 million total National School Lunch Program participants received
free or reduced price lunch. In contrast, 9.7 million (83.6%) of the 11.6 million total
School Breakfast Program participants received free or reduced price breakfast.?

What's Happening in Orange County?

Less than half of Orange County’s children are eligible for the FRL program, compared to 57.5%
of children throughout California.® Research shows that families can earn two or more times

the Federal Poverty Level and still struggle to meet their basic needs. As defined on page 76,
families in Orange County earning more than $42,000 a year for a family of four are struggling to
make ends meet and are not eligible for the FRL program.*

Reports indicate that many Orange County families with children eligible for the FRL program
do not apply, especially in middle and high school grades. Applications must be submitted to
the school at which the child is enrolled, and the California Department of Education provides a
California School Directory online to find the correct school and begin the application process.
This directory is available at http://www.cde.ca.gov/re/sd/.

What’s Working:

B Families in Orange County can utilize the California Department of Education list of all sites
within the county that serve free and reduced nutritious lunches to children. This includes
Summer Meal Service Site locations, which serve lunches during school vacations and off-
track periods.®

B Orange County teachers are educating students about healthy lifestyles through the use of
classroom curriculum and online resources. Orange County schools are tackling the growing
issue of obesity in addition to providing healthy meals to all students.

See page

168 in
Supplemental
Tables for
additional
data

NATIONWIDE:

In the 2011/12 school
year, an average

of over 31.8 million
students participated
in the national school
lunch program.”

DATA SOURCES:
California Department of
Education, Education
Demographics Unit
California Department of
Education, School Fiscal
Services Division

NOTES:

1 Food Research and Action
Center, 2009.

27 United States Department
of Agriculture, Food and
Nutrition Service, 2013.

34 Kids Data, 2013.

5 California Department of
Education, Food Programs,
2013.

6 California Department of
Education, Data Quest 2010.
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9 ¥ SUPPLEMENTAL NUTRITION PROGRAMS: WIC & CalFresh

STATEWIDE:

In 2011/2012, California
had 1,472,468 WIC
participants. In
September 2011,

there were 1,466,564
participants.®

In 2011/12, 3,964,221
children in California
participated in the
CalFresh (SNAP)
program.®

RELATED
INDICATORS:

W Early Prenatal
Care

m CalWORKs

B Low Birth Weight

B Access to Healthcare
B [nfant Mortality

Definition of Indicator

The Supplemental Nutrition Program for Women, Infants, and Children (WIC) provides nutrition
services to pregnant and postpartum women, infants and children (ages 0 to 5) in Orange
County. Participants must meet eligibility and income guidelines (at or below 185% of the federal
poverty level). WIC participants are reported as the number of prenatal, breastfeeding and
postpartum women, and infants and children up to five years old who receive food vouchers in
the month of September each year. WIC provides nutrition education, breastfeeding support and
help finding healthcare and other community services.

The CalFresh Program (formerly known as Food Stamps) and Supplemental Nutrition Assistance
Program (SNAP), helps income-eligible families put healthy and nutritious food on the table. The
program issues monthly electronic benefits that can be used to buy most foods at grocery stores.
The amount of the benefit is based on household size, income and housing expenses. Children
under 18 years are reported annually through CalWIN. The December figures are used to define
the service population for a given federal fiscal year (October 1, 2011 to September 30, 2012).

Findings

In 2011/12, the total number of participants served by Orange County’s four organizations
providing WIC services was 98,219. The total number of children under 18 years of age who
were recipients of CalFresh benefits was 130,263 in 2011/12.

Number of Participants Served by the WIC Program, 2002/03 to 2011/12
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Trends

There was a 0.3% increase in the total number of participants served by Orange County WIC
programs in the ten years from 97,882 (2002/03) to 98,219 (2011/12). There was a 16.2%
decrease in the number of participants served from the high of 117,188 in 2007/08.

Since 2002/03, there was a 165.5% increase from 49,172 children receiving CalFresh to 130,263
in 2011/12. CalFresh data by city indicates that for 2011/12, 38.1% of children are under six
years of age, 40.4% between the ages of 6 to less than 13 and 21.4% between the ages of 13 to
less than 18 years of age.

Number of CalFresh Recipients Under 18 Years of Age*, 2002/03 to 2011/12
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*Point-in-time data for December 2012.

78 Report on the Conditions of Children in Orange County, 2013



SUPPLEMENTAL NUTRITION PROGRAMS: WIC & CalFresh

Why is this Important?

The WIC program is considered one of the most effective federal human service programs.
Studies have found that WIC reduces infant mortality, low birth weight and increases duration
of pregnancy avoiding the health care costs to the Medicaid program by reducing the number
of premature and high-risk births.! WIC improves the growth of nutritionally at-risk infants and
children and decreases the incidence of iron deficiency anemia in children. Even mild forms
of under-nutrition can cause impaired cognitive development, fatigue, trouble concentrating in
school and stunted growth. Children enrolled in WIC are more likely to have a regular source
of medical care, have more up-to-date immunizations and demonstrate improved intellectual
development.? The CalFresh Program was established to provide nutrition assistance to people
in low-income households by increasing their food-buying power so they are able to purchase
more nutritious foods, such as fruits, vegetables and other healthy foods.

Child Hunger and Poor Nutrition
The American Institute of Nutrition provides evidence showing a relationship between a
family’s food security and assurance of a healthy life. Households with food insecurity are
more likely to experience reduced diet quality, anxiety about their food supply, increased use
of emergency food sources or other coping behaviors, and sometimes, hunger. According to
the USDA, in 2011, 23.1% of U.S. children (17 million) lived in food insecure (low food security
and very low food security) households.? For families living below poverty, childhood food
insecurity and hunger become more prevalent (see page 68 for Food Insecurity).

What's Happening in Orange County?

B There are four WIC providers: Orange County HCA, Public Health Foundation Enterprises,
Planned Parenthood of San Bernardino and Orange County and Camino Health Centers.

B There was a decrease in Orange County WIC enrollment which may reflect the combined
impacts of a declining birth rate, substitution of CalFresh as a sole support (despite WIC
eligibility) and relocation of participants out of the county.

B Orange County implemented state/federal changes to the WIC food package in 2009,
expanding healthy food choices and increasing the food package value for fully breastfeeding
mothers in 2010.

m WIC participants may be eligible for other supplemental nutrition programs such as
CalFRESH and choose to participate in either WIC, CalFRESH or both.

B Increases in CalFresh recipients since 2007/08 are closely related to the recession and
historically high Orange County unemployment rates, along with changes in CalFresh
eligibility requirements and simplified processes of establishing and maintaining eligibility.

B The percent of CalFresh reciepents who are children has decreased from 68.9% (2002/03) to
60.9% (2011/12).

What’s Working:

B Policy improvements in California WIC have improved support for mothers who decide
that they want to breastfeed, increasing rates of both breastfeeding initiation and exclusive
breastfeeding.’

B WIC infuses approximately $90 million in federal funds into the California retail food economy
each month. The benefits of these funds extend beyond WIC families to the local economy.
About 40% (1,983) of the retail outlets authorized to accept WIC checks in California are
single-store, single-owner small businesses that benefit substantially from this income.3

B CalFRESH recipients benefit from the Healthy, Hunger-Free Kids Act of 2010 that established
SNAP-Ed as the Nutrition Education and Obesity Prevention Grant, which calls for an
emphasis on obesity prevention in addition to nutrition education.*

See page
169 in
Supplemental
Tables for
additional
data

NATIONWIDE:

WIC served 8,907,840
participants in 2012.
This is a 0.6% decrease
from 8,961,000
participants served in
2011.7
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In 2010, there were
17,823,116 children
under the age of 18 who
participated in the SNAP
program.®

DATA SOURCES:
County of Orange HCA/
Nutrition Services-WIC
Program

NOTES:

1 California Department of
Public Health, Dollars and
Sense: WIC Program Health
Outcomes.

2 U.S. Department of
Agriculture, 2009.

3 Coleman-Jensen, A., Nord,
M., Andrews, M., and
Carlson, S., 2012.

4U.S. Department of
Agriculture SNAP Ed Facts,
2012.

578 United States Department
of Agriculture, Food and
Nutrition Service, 2013.

6 Food Research and Action

Center, National and State
Program Data, 2013.
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9 9 K K KX - CHILD SUPPORT

Definition of Indicator

Child Support refers to the number of child support cases, total and per case amounts of child
support collected, percent of current support collected, percent of support orders with medical
support ordered and medical support provided. The percent of current support collected is a
percentage of monthly child support payments paid as a percentage of the monthly amount
ordered (excludes past due arrears paid and arrears owed). Medical support is a form of child
support often provided as health care insurance under a parent’s work-related health care
coverage.

Findings

In 2012/13, Orange County had 70,608 active child support cases. Average per case collection
was $2,580 in 2012/13 for a total net collection of $182.2 million. The percent of current support
collected was 64.8% in 2012/13. In 2012/13, the percent of support orders with medical support

STATEWIDE: ordered and provided was 93.4% and 55.3% respectively.

The collection rate for Total Number of Child Support Cases and Distributed Collections*
child support was 61.4% 2003/04 to 2012/13
in 2012. 2.3 billion — Cases Collecton = s00

dollars were owed in
child support, affecting
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Trends

In the past ten years, there was a 28.8% decrease in the number of child support cases, from
99,134 (2003/04) to 70,608 (2012/13) with a high of 103,598 in 2008/09. The net collections
increased 6.0% from $171.9 million in 2003/04 to $182.2 million in 2012/13. The per case net
collections increased 48.8% from $1,734 in 2003/04 to $2,580 in 2012/13.

The percent of current support distributed in Orange County increased 24.1% from 52.2%

RELATED in 2003/04 to 64.8% in 2012/13. Comparatively, the percent of current support distributed in
INDICATORS: neighboring counties increased 58.9% for San Diego County, 50.7% for San Bernardino County,
® CalWORKs 39.4% for Los Angeles County and 38.5% for Riverside County.
]

gggftnggig_:fme Percent of Current Support Distributed*, 2003/04 to 2012/13

Care —— OranNge === San Diego Riverside e | os Angeles .. San Bernardino

66.9% (SD)
64.8% (OC)
62.4% (SB)
61.1% (Riv)
58.4% (LA)

® Early Care and
Education

Percent Distributed

(o]
03/04 04/05 05/06 06/07 07/08 08/09 09/10 10/11 11/12 12/13

*Total number of cases each year is a 12-month average from July to June. All 2012/13 cases and collections were projected through
June using actual data through May 2013. Percent of current support collected is the percentage of current support paid from amount
owed (excludes arrears); data reported are as of May 2013 for FY 2012/13. Collections (not distributions) are reported for all years above.
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CHILD SUPPORT >

Percent of Support Orders with Medical Support Ordered and Provided, 2012/13*

Percent Ordered Percent Provided
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*Percent of support orders with medical support ordered by the courts and percent of support orders where medical support was provided
is a subset of support orders. Orange County and California data is as of May 2013. Nationwide data is as of Sept 2011.

Why is this Important?

Research has found that child support payments lift more than a million Americans above the
poverty line each year and assist families with incomes above the poverty line to make ends
meet." Child support pays for child care, food, shelter, school clothes and provides needed
medical support. Single parents receiving child support are more likely to obtain employment
faster and maintain their jobs compared to those who do not receive child support.

What's Happening in Orange County?

The mission of the Orange County Department of Child Support Services (CSS) is “to enhance

the quality of life for children and families by establishing and enforcing court orders for the

financial and medical support of children in an effective, efficient and professional manner.”

B According to the most recent census survey, out of the 737,120 children identified,
approximately 17.7% or 130,470 live in poverty.?

B Receiving child support payments helps parents achieve self-sufficiency and prevents them
from returning to public assistance.

What’s Working:

CSS launched the Family-Centered Services model in September 2011 and it is now a central
part of daily business. Staff members are conscientious of identifying family needs through daily
interactions with customers. Family-Centered Services include:

B The Social Safety Net is a collaborative family-centered approach of partnerships with
community agencies and organizations throughout Orange County. This network of support
allowed CSS to link customers with over 9,600 different resources throughout the county to
address life-issues that may be barriers to paying child support. The top five resources are:
Legal Aid, Employment, Health Services, Food/Clothing and Online Services.

B The Community Resource Center is a 7,000 square foot facility featuring a spacious lobby and
several large inviting areas where staff connects with customers, providing easy access to
community tools and resource rooms such as Forms Workshop, Online Services, Community
Resource Library and Employee and Community Partner Work Areas. Since launching the
Family-Centered Service model, over 10,000 customers have visited the center.

B Atotal of 2,258 cases were analyzed after visiting the Community Resource Center (equal
number of months pre-visit and post-visit), where total child support dollars paid increased by
19.1% or $385,722.

B Engaging customers through the Family-Centered Services model has helped increase
customer participation when establishing a child support order. Since October 2012, orders
established with customer participation increased by 25.9% and customers paid 66.4% of the
court ordered obligation. The payment rate is much higher compared to orders established
without customer participation, which paid 43.8% of the court ordered obligation.

See page

171 in
Supplemental
Tables for
additional
data

NATIONWIDE:

The Child Support
Enforcement program
had 15,831,904 cases
in 2011.
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Collections reached
$27.3 billion in 2011.4

DATA SOURCE(S):
Orange County Department of
Child Support Services

NOTES:

" Turetsky, V., 2005.

2.S. Census Bureau,
American Community Survey,
2011.

3 Department of Child Support
Services, 2013.

4 U.S. Department of Health
and Human Services,
Administration for Children
and Families, 2011.
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COST OF EARLY CARE AND EDUCATION

STATEWIDE:

In 2012, the average
annual cost for an infant
in a family child care
home was $7,187 and
$11,823 for a licensed
child care center. A
preschooler in a family
child care home cost
$6,916, while a licensed
child care center
averaged $8,237 per
year in California.®

RELATED
INDICATORS:

m Early Care and
Education
B CalWORKs

B Developmental
Disabilities

Definition of Indicator

“Early care and education” refers to preschool and child care programs that provide care and
education for young children (typically ages 0 to 12). This indicator tracks the average cost

of early care and education per week in Family Child Care Homes (FCCH) and Child Care
Centers for infants, preschool and school-aged children. Subsidized early education programs
are supported by both the state and federal government for low-income families. The California
Department of Education (CDE) funds agencies to provide quality child care and development
services to low-income families in licensed child care centers, licensed family child care
homes and license-exempt settings. Head Start is a federally-funded program that provides
comprehensive educational, health and social services to low-income children ages prenatal to
five years and their families.

Findings

In 2012/13, the cost per week of infant care in Orange County averaged $202 in a licensed
FCCH and $264 for Child Care Centers. The cost per week for preschool children averaged $186
in licensed FCCH and $178 in Child Care Centers; for school-age children, averaged $166 in
licensed FCCH and $156 in Child Care Centers. Full day early care and education in California
can cost between $8,237 and $11,823 a year, while the average annual tuition and fees for public
four-year college (in-state) is $9,022."

Average Cost of Early Care and Education Per Week in Child Care Centers,
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Trends

From 2003/04 to 2012/13, the weekly cost of early care and education for all licensed child care
providers increased for all age groups from $138 to $192. For Child Care Centers there was a
36.1% increase for infant care from $194 (2003/04) to $264 (2012/13); 35.9% increase for pre-
school age from $131 to $178; and 67.7% increase for school-age care from $93 to $156. Of the
number of children who qualified for state-subsidized child care, 8.1% were served in 2012 and
8.7% were served in 2013.

Number of Children Qualifying for State-Subsidized Child Care
and Number of Subsidized Spaces Available, 2012 and 2013
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Why is this Important?

Early care and education programs provide a safe, secure environment for children while their
parents go to work or school, and provide supportive, educational experiences that prepare a
child for academic success. Quality early care and education is more challenging for families

to afford in these current economic times. The Family Economic Self-Sufficiency Standard
(Standard) for California indicates that an adult with one preschool-age and one school-age

child must have an income of at least $68,072 per year in order to meet basic needs, including
housing, food and health care, and costs associated with work, including transportation, child
care and taxes.? In California, 43% of households fall below the Standard, with over half (56%) of
those families having children under the age of six.3

Early care and education is essential towards strengthening the future for these families,
however, it is far out of many families’ economic reach. Investment in quality early care and
education is critical to the educational success of young children, the self-sufficiency of families
and to the overall economic well-being of the county.

What's Happening in Orange County?

Early care and education program costs have increased in recent years due to overall national
economic trends. There are increasingly targeted efforts to coordinate services in the county to
increase efficiency, minimize overlap of services and share resources to improve quality without
increased costs.

B In 2013, there was an unmet need for subsidized early care and education services for
226,094 children who qualified for such services in Orange County.

B The Orange County Child Care and Development Planning Council 2010 to 2015 Needs
Assessment and Strategic Plan highlights a call to action for the entire Orange County
community to establish action steps and measurable goals, and to engage the community in
working towards the needed outcomes.

B Utilizing recent Race to the Top Early Learning Challenge Grant funding, “Quality Start OC”
has been established by the Orange County Department of Education to provide professional
development coaching, resources to child care providers and a quality training system to help
families make informed choices about early care and education for their children.

What’s Needed:
There will always be a need for quality early care and education services to be available and
more attainable for families in the county.

B Federal and state funding that provides subsidized child care for low-income families is an
investment that drives economic growth for the future, however, this investment has continued
to decline along with the economy.

B Businesses in the community need to engage in supporting the early care and education field,
whether financially, through volunteer work or by providing supportive coordinated services
with the providers, in order to benefit their business operations, which will strengthen the
business community and local economy overall.

B Non state-funded (private) early care and education providers are in need of professional
development and quality improvement support services, but cannot afford them without
increasing rates to the families they serve. While private providers receive some quality
improvement support through the Resource and Referral and QualityStart OC, existing funds
are not sufficient to meet the current requests for assistance.

See page

172 in
Supplemental
Tables for
additional
data

NATIONWIDE:

Full day early care and
education can cost
between $3,780 and
$18,773 a year, yet the
median annual family
income of single parent
families with children
under age 18 is $24,244
ayear.5

In 36 states and the
District of Columbia,
the annual cost of

child care centers for

a preschooler is more
than the annual tuition
at a four-year public
university. In five of
these, it is at least twice
the cost.®

DATA SOURCES:
Children’s Home Society
of California’s Child Care
Resource and Referral
Program

NOTES:
1.4 Child Care Aware of
America, 2012.
23 |nsight, 2009.
56 The National Association of
Child Care Resource and
Referral Agencies, 2010.
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Brianna

When you see Brianna, you see a beautiful, confident woman with an
engaging smile. When you talk to Brianna, you are drawn to her passion,
intelligence and incredible heart to help others and make the world a better
place. Her joy is infectious. She writes incredible poetry, is a world traveler
and lives life to the fullest! Brianna inspires all who are fortunate to cross her
path. It is amazing to hear the story of the journey that started with a young
girl who felt all alone in foster care, and then overcame incredible challenges
to become a successful woman who is committed to helping others reach
their dreams.

Brianna was placed into foster care for the second time when she
was seven years old. She realized she did not understand how the
world around her worked. She was eventually separated from her
four siblings. Within three years her two younger sisters had been
adopted by different families and her older brother was placed in a
group home. Brianna was alone in a world she did not understand.

Stability came in the form of a foster family Brianna was placed

with at age nine. After four years she began to trust the family.

To her they became “Mom” and “Dad”. Brianna was content

and happy. Unfortunately, Mom and Dad decided they would

move out of state. For Brianna, this meant being left behind until

the paperwork could be filed and processed for her to continue
life with a new family. She was back to square one. Her grades

suffered and although she had finished 8th grade with a grade point
average of 3.5, she finished 9th with a 0.6.

Fortunately, Brianna enrolled in a program at school called Advancement
Via Individual Determination (AVID), which kept directing her toward the
college path even though she wanted to drop out. Though she had
lost sight of the bigger picture, her AVID teacher kept reminding her
of what was attainable. Her home life was a wreck for the next year as
she struggled while adjusting to a whole new family, but Brianna was able to
improve her grades and graduated from high school with honors.

Brianna was accepted into the Guardian Scholars Program at California
State University Fullerton. The strong support system and sense of
community she felt among her fellow Guardian Scholars allowed her to
flourish both academically and socially. She also utilized transitional housing
for two years during college, where she could practice budgeting and home
management skills. She was named Outstanding Senior of the Year and
gave the commencement speech to her peers on graduation day. College
and employment helped her put the pieces together to understand the world
around her. This past year, Brianna was accepted into Teach for America,
where she will continue making a difference in the lives of children in low
income and minority communities. Brianna now strives to change the
outcomes for children who are much like the little girl she was at age seven.

Note: Please see page 210 for references.
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Introduction?

Due to the traumatic effects of displacement from family
and schools and multiple placements in foster care, foster
youth often earn lower grades, achieve lower test scores,
perform below grade level, experience multiple school
placements, display higher rates of absenteeism and
disciplinary problems and are more likely to use special
education services, often due to a learning disability or
emotional disturbance.

Within 2-4 years of aging out of the system, 50% of
youth are unemployed; 33% live below the poverty level
and are more likely to be on public assistance; 25% are
homeless; and 25% have been arrested and spent time
incarcerated. Additionally, one study reports that over
70% of California’s adult prisoners state that they have a
history in foster care. A recent study found that youth in
foster care, independent of such risk factors as having a
disability, are less likely to complete high school, enroll
in a community college or stay in community college
once enrolled.? The study and the follow-up report reveal
disturbing statistics about the educational outcomes of the
Callifornia foster youth studied, including:

B 45% of foster youth completed high school compared
with 53% of similarly disadvantaged youth not in foster
care and 79% of the general student population

B 43% of foster youth enrolled in community college
compared with 46% of similarly disadvantaged youth
not in foster care and 59% of the general student
population

B 41% of the foster youth who enrolled in college
remained enrolled in community college for a second
year compared with 48% of similarly disadvantaged
youth not in foster care and 62% of the general
student population

Available Data on Foster Youth in the
Education System?

Table 1 provides an overview of the total number of youth
in foster care in California and Orange County, including

school age.
Table 1

Total Number of Youth in Foster Care
in California and Orange County

California
55,218

42,000

Foster Youth
Overall in Foster Care

School Age

Orange County
2,418

1,479

Approximately 27% of school-age Orange County foster
youth are reported to receive special education services.
By comparison, 11% of the general California school-age
population receives special education services.

Table 2 provides an overview of the number and percent
of foster youth by school district. The school districts with
the highest percent of the total foster youth (984) are
Santa Ana Unified (12%), Anaheim Union High (11%),

Orange County Department of Education (9%) and
Garden Grove Unified (8%).
Table 2
Foster Youth in OC School Districts
Number of Percent of
District Name Foster Youth Foster Youth
Anaheim City 63 6.4
Anaheim Union High 112 11.4
Brea-Olinda Unified 7 0.7
Buena Park 17 1.7
Capistrano Unified 45 4.6
Centralia 8 0.8
Cypress 2 0.2
Fountain Valley 1 11
Fullerton Joint Union High 33 3.4
Fullerton School 36 3.7
Garden Grove Unified 84 8.5
Huntington Beach City 6 0.6
Huntington Beach Union High 25 25
Irvine Unified 14 1.4
La Habra 12 1.2
Laguna Beach Unified 1 0.1
Los Alamitos Unified 7 0.7
Lowell Joint 7 0.7
Magnolia 16 1.6
Newport-Mesa Unified 38 3.9
Ocean View 7 0.7
Orange Unified 63 6.4
Placentia-Yorba Linda Unified 34 3.5
Saddleback Valley Unified 41 4.2
Santa Ana Unified 122 12.4
Savanna 8 0.8
Tustin Unified 65 6.6
Westminster 10 1.0
Orange County Department of Ed. 90 9.1
Total of Foster Youth 984 100.0
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Foster Youth Services Program

The Orange County Department of Education’s Division
of Alternative Education (ACCESS) Foster Youth Services
Program (FYS) has been a leading partner to improve the
needs of Orange County youth in foster care since 1999,
and has become a model program for the state. FYS is
funded by a state grant from the California Department

of Education, private foundations, Orange County Social
Services Agency (SSA)/Children and Family Services
(CFS) division through a Title IV-E matching program,

the Mental Health Services Act and the California County
Superintendents Educational Services Association.
Orange County Children’s Partnership provides oversight
leadership for FYS.

FYS is a bridge between child welfare, probation and
school districts to support youth in foster care so their
educational needs are met. FYS provides services to
youth in foster care ages 3 to 19 years and is co-located
with SSA/CFS. This partnership between FYS and SSA
has increased the cross-system collaboration, contributing
to the academic success of Orange County foster youth.
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Mission and Goals

FYS’s mission is to provide Orange County foster youth
with the resources needed to achieve their maximum
educational and vocational potential. These services

are designed to improve the children’s educational
performance and personal achievement, directly
benefiting them as well as providing long-range cost
savings to the state. FYS is targeting the following goals:
B Improve School Stability

Increase Graduation Rates and College Readiness
Increase Preschool Enroliment and School Readiness
Improve Cross-System Collaboration

Integrate Trauma Informed Systems of Care

Services and Strategies

The core services FYS provides to youth are educational
case management services in partnership with the child’s
case carrying social worker or deputy probation officer.
These case management services include, but are not
limited to: linking educational services, finding credits
and ensuring schools have an up-to-date academic class
history, providing liaison support at multi-disciplinary
meetings, supporting the continuity of services, finding
resources when needed and completing an Educational
Progress Report for youth for their six month status review
hearings and when they first enter the dependency or
delinquency system.




FYS also supports youth to enroll into Advancement Via
Individual Determination (AVID) programs and extra-
curricular activities. FYS partners with SSA, school staff
and local colleges to host an AVID Celebration Event to
encourage foster youth to apply to this enriching program,
which was offered at 102 school sites within 17 districts in
Orange County during the 2012/13 school year. There are
20 to 25 foster youth who participate in AVID programs
each year.

FYS works collaboratively to develop strategies

to improve the educational outcomes of foster

youth in grades K-12. These collaborative partners
include, but are not limited to: Court Appointed
Special Advocates (CASA) of Orange County,
Orangewood Children’s Foundation, which operates
the Independent Living contract for Orange County,
caregivers, education rights holders, school staff and
youth.

FYS partners with many agencies to host an Annual
College and Career Fair for foster youth. It is held
each year for youth ages 12 to 19 and allows youth
to visit all of the college campuses within Orange
County. This helps the youth gain early access and
exposure to local campuses and encourages them
to pursue post-secondary options.

Cross-system collaboration among Orange
County agencies serving foster youth allows for
improvement in their services and provides a
forum to strategize how to overcome the barriers
and challenges that foster youth face. SSA
leadership has encouraged the integration of

educational outcomes into their practices. FYS
has representation at collaborative meetings
impacting children and youth within Orange
County to ensure that educational outcomes are
being addressed. FYS and SSA are part of the
Education Equals partnership with the Stuart
Foundation, which is exploring areas to further
improve educational outcomes of foster youth.

Highlights

to increase preschool enrollment and school
readiness for foster youth (see Table 3). This

106 in July 2013. Improvement was also made in
the percent of foster youth eligible for preschool
from 18% (Sept. 2012) to 37% (July 2013).

Table 3
School Readiness and Preschool Enroliment of
Foster Youth

# of Youth

Eligible for

PreSchool Number in Percent in

Enroliment Preschool Preschool
September 2012 220 40 18%
July 2013 285 106 37%

In September 2012, FYS began providing services

effort increased the number of children enrolled in
preschool by 165% from 40 in September 2012 to

e 00N\ e Q
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Early Childhood System of Care (ECSOC)

FYS is part of the Early Childhood System of Care
(ECSOC) collaborative which is funded by SSA and the
Children and Families Commission of Orange County.

It includes Health Care Agency Public Health Nurses,
Help Me Grow, Family Support Network and many other
public and private agencies. ECSOC meets quarterly and
works across systems to improve outcomes for foster
youth ages 0 to 5. The program addresses the health and
development needs of children entering the Child Welfare
System. Public Health Nurses provide intensive case
management to ensure that children have developmental
screenings, primary care providers, primary dental
services and linkages to other community resources to
maximize their potential.

Increased Cumulative Grade Point

Average (GPA)

B Over the last five years, the average cumulative GPA
of Orange County foster youth increased from 2.1 to
2.5 out of a 4 point scale.

Increase in California Standardized Test Scores

(CST)

B  The percent of Orange County foster youth scoring
in the proficient or advanced range on the English
Language Arts (ELA) CST increased from 25% in
2008/09 to 37% in 2012/13.

B The percent of Orange County foster youth scoring
in the proficient or advanced range on the Math CST
increased from 19% in 2008/09 to 35% in 2012/13.
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While there has been an increase in CST scores among
foster youth, Table 4 illustrates that the percent of Orange
County foster youth performing in the advanced or
proficient ranges for ELA and Math is lower than other
students in the state, county and those children in or near
poverty who receive Free and Reduced Lunch (FRL).

Overall, the percent of Orange County foster youth
performing at advanced and proficient on the ELA CST
is 37%, compared to 64% of all Orange County youth.
Likewise, 35% of foster youth score in the advanced and
proficient range on the Math CST, compared to 60% of all
Orange County youth. In addition, foster youth perform
lower than children receiving FRL for both ELA CST and
Math CST. This highlights the academic disadvantage
that foster youth experience and reinforces the need

for continued support from FYS to improve academic
outcomes.

Table 4
California Standardized Test Scores among
Foster Youth
Orange (0] OC Foster
State County FRL Youth

CSTELA
Advanced 28% 36% 19% 12%
Proficient 28% 28% 29% 25%
CST Math
Advanced 23% 31% 19% 13%
Proficient 27% 29% 28% 22%

Source: DataQuest
Note: Totals are averaged.

For the 2012/13 academic year, 77% of foster youth
completed high school. This 77% was among youth with
an open case during their senior year who did not reunify
home during the year. Youth who remained in school to
complete high school as a fifth year senior were counted
in the subsequent year’s data.
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Chart 1 provides trend data for high school foster youth
who passed both the English and Math California High
School Exit Exam (CAHSEE) from 2008 to 2013. There
was a 17.2% increase in the percentage of foster youth
who passed CAHSEE from 58% in 2008/09 to 68%

in 2012/13. FYS, along with its collaborative partners
are working together to ensure foster youth have the
necessary supports in place to complete high school and
be successful in their post-secondary options.

Chart 1
High School Foster Youth who Passed both ELA and
Math Sections of CAHSEE,
2008/09 to 2012/13
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The FYS efforts provide a foundation and an avenue

for connecting to support programs in higher education
specifically focused on the issues and challenges facing
former foster youth. See the shadow box on the Guardian
Scholars Program as an example of one of these
programs.

Moving Forward

Under California’s new funding formula for K-12 education
which was approved by Governor Brown on June 28,
2013 as part of the California budget, foster youth
educational outcomes will be reported as a separate
subgroup under the State’s Academic Performance Index
(API). The index measures how well schools perform
overall, but also tracks other at-risk groups including
English Learners, low-income, students with disabilities
and ethnic minorities. California is the first state to include
foster youth in the performance indexes.

FYS will continue to partner with Orange County school
districts and child welfare to develop programs to improve
the outcomes of foster youth in Orange County.
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Guardian Scholars Program

The Guardian Scholars program began in 1998 through
the collaborative efforts and partnership between the
private sector, public agencies, foundations and donors
to assist deserving foster youth achieve their dreams
of a college education, realize true independence, and
reach their full potential. “Make Dreams Come True”,

a scholarship provided through Guardian Scholars
Program, is a comprehensive program that supports
former foster youth in their efforts to gain a university,
community college or trade school education. The
program awards full scholarships to foster care youth
emancipated at the age of 18. With this scholarship,
the program assists foster youth through academic
advisement, housing, tutoring, financial aid and
mentoring.

The Guardian Scholars program contributes to the
quality and depth of the student’s university experience.

It serves as a resource for young adults by assisting

in their development and equipping them with the
educational and interpersonal skills necessary to become
self-supporting, community leaders, role models and
competent professionals in their selected fields.

There were initially three students at California State
University Fullerton (CSUF), today, the program has
expanded to 20 colleges in California, Washington,
Colorado, Indiana and Massachusetts serving hundreds
of students. To date, there are more than 60 former
foster youth in the Guardian Scholars Program that
have graduated from CSUF. The CSUF program

has been committed to helping other colleges start a
program to help disadvantaged youth succeed in life,
by implementing the best-practices evidence-based
program model.
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Enroliment

The California Department of Education (CDE) recorded a total of 501,801 students enrolled in 2012/13 which is a 2.7%
decrease from 515,464 in 2003/04. There are 28 school districts serving K-12 students in Orange County.

Total Public School Enroliment, 2003/04 through 2012/13
600,000 [~

500,000
400,000
300,000

200,000

Enroliment in Thousands

100,000

03/04 04/05 05/06 06/07 07/08 08/09 09/10 10/11 11/12 12/13
Source: California Department of Education, DataQuest.

Enrollment by Race and Ethnicity

In 2003/04, the Hispanic student population represented the largest racial/ethnic group in the county’s K-12 public school
enrollment at 43.9%. White students were the second largest racial or ethnic group representing 37.4% of students,
followed by Asian at 14.6%, Black at 1.9%, American Indian at 0.5% and Other at 1.7%

Orange County schools continue to serve an increasingly diverse population. In 2012/13, the largest racial/ethnic student
group represented in the county was still the Hispanic student population at 48.3%. The White student population was
the second largest racial or ethnic group representing 29.5% of students, followed by Asian at 17.1%, Black at 1.5%,
American Indian at 0.5% and Other at 3.1%.

2003/04 School Year 2012/13 School Year

American Indian ) '
0.5% American Indian
| 0.5%

| Asian | Asian
14.6% 17.1%

Black
. . 1.9% Black
White White ~1.5%
37.4% 29.5%
Other*__
3.1%
Othoer* v Hispanic Hispanic
1.7% 43.9% 48.3%

*Other: Includes Multiple or No Response categories
Source: California Department of Education, DataQuest
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*Other: Includes Multiple or No Response categories
Source: California Department of Education, DataQuest
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Overview

The table below shows demographics for all school districts in Orange County. The data are broken down by enroliment
totals, percent of English Learners (EL) (see page 98), percent of students participating in the Free and Reduced Lunch
(FRL) Program (see page 76), average Academic Performance Index Score (see page 94) and Spring 2013 California
Content Standards Test mean scale score.

For the 2012/13 school year, EL students accounted for 25.9% of the K-12 students in Orange County. There were
226,854 (46.4%) students participating in the FRL program in 2011/12.

Orange County School Districts’ Demographics-2011/12 and 2012/13

2012/13 2012/13 2011/12 2012 Spring Mean Scale Score
Total English Free and Academic California Standards Test

Number of Learner Reduced Performance Language Arts* Math*
School District Students Lunch Index 2013 2013
Elementary District 5th grade

Anaheim City 19,126 54.2% 86.1%

Buena Park 5,349 40.4% 72.9% 822 360 374
Centralia 4,501 31.6% 59.9% 878 389 437
Cypress 3,879 23.4% 31.0% 893 383 413
Fountain Valley 6,344 10.8% 22.8% 911 388 431 E
Fullerton 13,830 29.0% 38.5% 867 380 426 g
Huntington Beach City 7,056 5.7% 17.2% 902 399 451 S
La Habra City 5,250 36.7% 68.3% 776 349 358 %
Lowell Joint N/A N/A N/A N/A N/A N/A 3
Magnolia 6,353 49.5% 83.4% 814 362 404 g‘
Ocean View 9,418 23.2% 38.7% 866 377 421 g
Savanna 2,398 40.7% 66.0% 809 360 414 5
Westminster 9,620 47.6% 72.6% 838 368 401 é
Anaheim Union 32,085 19.8% 66.6% 781 N/A N/A
Fullerton Joint Union 14,608 11.2% 33.4% 826 N/A N/A
Huntington Beach Union 16,400 7.7% 30.1% 847 N/A N/A
Brea-Olinda Unified 5,972 9.1% 24.9% 872 389 411
Capistrano Unified 53,785 10.0% 241% 879 388 406
Garden Grove Unified 47,599 39.6% 64.6% 820 362 418
Irvine Unified 29,072 13.2% 13.2% 923 407 463
Laguna Beach Unified 3,045 3.3% 9.6% 922 402 447

Los Alamitos Unified 9,912 1.8% 12.2% 918 407 473
Newport-Mesa Unified 22,003 23.2% 44.6% 838 376 403
Orange Unified 29,854 21.8% 46.6% 836 376 404

OC Dept. of Education 7,184 31.8% 44.9% 638 N/A N/A
Placentia/Yorba Linda Unified 25,622 12.0% 32.7% 867 386 434
Saddleback Valley Unified 30,355 13.6% 25.2% 866 384 413
Santa Ana Unified 57,410 45.7% 78.0% 754 348 378
Tustin Unified 23,771 21.4% 40.4% 868 385 429
Total 501,801 24.6% 46.4% 375 412
Statewide Total 6,226,989 21.7% 57.5%

*Mean Scale Score. (For further information, see page 96).

Source: California Standards Test for Public Schools, California Department of Education, DataQuest

**General Math and Language Art scores are available only up to the 7th grade. Scores on more advanced Math subjects are available at www.cde.ca.gov/ac
Note: Capistrano USD, Orange USD, Saddleback Valley USD, and Santa Ana USD include charter school data.

Source: CBEDS,California Department of Education
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Definition of Indicator

Requests for child care referrals is the number of families who requested child care by calling the
Children’s Home Society of California (CHS), a Child Care Resource and Referral Program in
Orange County. The requests for referrals are reported by age and reason for the need for care
for infants, preschool children and youth. The number of licensed child care spaces by age and
type of care, either Family Child Care Homes (FCCH) or Child Care Centers, are reported from
CHS.

Findings
During 2012/13, CHS received 2,194 requests for child care referrals for early care and
education services. There were 4,743 requests for other technical assistance, including inquiries

for child care subsidy, child development information and parenting education. Employment was
the main reason given for seeking early care and education, totaling 2,824 calls. The highest

STATEWIDE: number of requests for child care referrals were for full time care (2,982) and daytime care hours
As of August 2013, (3,056).

there was a total of
78,804 licensed facilities | In 2012/13, there was a total of 73,783 licensed care spaces, including FCCH (12,688) and Child

with a total capa_lcity of Care Centers (61,095) for all age groups.
1,403,327 openings. Total Number of Licensed Early Care and Education Spaces,
Family Child Care Homes (FCCH) and Child Care Centers, 2005/06 to 2012/13
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Trends

From 2005/06 to 2012/13, there was a 34.1% decrease in the number of spaces within licensed
FCCHs providing early care and education from its high of 19,239 down to 12,688. For the same
time period, there was a 52.3% increase in the number of licensed Child Care Center spaces

E\EDLIQLFI'IC))RS' from 40,125 (2005/06) to 61,095 (2012/13). However, there was a 41.0% decrease in Child Care
- Center spaces from a high of 103,605 in 2010/11 to 61,095 in 2012/13. More specifically, Child
® Cost of Child Care Care Center spaces for school-age children 6 to 12 years old dropped from 51,221 in 2010/11 to
u CalWORKs 13,801 in 2012/13, a 73.1% decline.
B Developmental .
Disabi”?ies Number of Child Care Center Spaces, 2005/06 to 2012/13
—@— Infant (0-2) ——®—— Preschool (2-5) School Age (6-12)
60,000 —
3 -
8 50,000 43,791
qé 30,000 [~ = 30.342
2
E 20,000 I~ 13,801
z
10,000 [~ 5,905 i e e . 503
3’878 1 1 1 1 1 1 J

° 05/06 06/07 07/08 08/09 09/10 10/11 11/12 12/13
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EARLY CARE AND EDUCATION

Why is this Important?

Conditional factors such as economic stability, consistency of the home environment and even
the child’s level of physical activity all have significant influences on the child’s health and
development. Participating in stable, quality early care and education can provide a foundation
and support for the at-risk population. With the increase in Orange County children receiving
CalWORKs benefits and the instability of housing and unemployment among low-income
families, it becomes more important for children to have access to early care and education.

What's Happening in Orange County?

From 2010/11 to 2012/13, the number of Child Care Center spaces for school-age children
decreased significantly, partly due to the elimination of funding for the Latchkey program and
other Federal Block Grant funding. In addition, many after school programs are now designated
After School Education & Safety (ASES) programs or 21st Centuy Community Learning Center
programs, which are not licensed and therefore not included in the counts of spaces. These
programs receive funds from the Orange County Department of Education to provide academic
support and a safe environment for youth during nonschool hours.

The professional early care and education community has been working to ensure that

the availability and accessibility of these programs is considered in any review, planning or

discussion of community needs. Some state and local initiatives that support the challenge to

meet the demand for high quality early care and education programs include:

B Transitional kindergarten (TK) provides an additional year of educational opportunity for the
youngest kindergarten-age eligible children, with developmentally appropriate education
supporting academic, social, emotional and motor skills. TK helps to ensure children obtain
mastery of the Common Core State Standards for kindergarten over the course of two years.

B Seventeen cities in Orange County have adopted policies that require that city planning and
development for residential areas include consideration of the availability of early care and
education programs.

B Professional development opportunities, such as AB212 and QualityStart OC, are being
increasingly extended to licensed FCCH providers to strengthen the quality of the county’s
overall early care and education system.

B Programs funded by the California State First Five Commission and the State of California,
such as Orange County CARES Plus, Child Signature Project and the Child Care Initiative
Program, provide professional development, coaching and incentive stipends to child care
providers, or to those interested in becoming a licensed provider. These programs increase
the level of participation in the field and improve the quality of services provided.

What’s Needed:

The Orange County Child Care and Development Planning Council’'s Countywide Needs
Assessment and Strategic Plan identifies accessibility and capacity as the first two of five target
goals. Some action steps that would make quality early care and education programs more
available and accessible to all children in Orange County include:

B Supportive services to licensed providers to improve quality and decrease issues that impact
the cost and capacity for care. Providers would benefit from increased availability and support
from Community Care Licensing, so that they can better understand license requirements
and more efficiently and effectively ensure ongoing compliance with regulatory requirements.
Providers also need targeted technical assistance to support families that have children with
behavioral problems or special needs.

B Enhancement of programs providing parent education so they can engage hard-to-reach
families in at-risk situations. Parenting programs in all sectors should include education about
the importance of early care and education, with coordination to direct the parents to available
services for their child.

See page
176 in
Supplemental
Tables for
additional
data

NATIONWIDE:

In 2012, 58.4% of
mothers with children
under age 6 and 69.7%
of mothers with children
6 to 17 years old were in
the labor force.2
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DATA SOURCE(S):
Children’s Home Society
of California’s Child Care
Resource and Referral
Program

NOTES:

1 California Department of
Social Services, Community
Care Licensing Division,
2013.

2 United States Department
of Labor, Bureau of Labor
Statistics, 2011/12.
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ACADEMIC PERFORMANCE INDEX (API)

STATEWIDE:

In 2011/12, 53.0% of

all schools in California
attained the state target
API score of 800 points.
59% of elementary
schools, 49% of middle
schools and 30% of
high schools were at or
above the 800 target
mark in 2011/12 of
growth API scores.?

RELATED
INDICATORS:

B 5th Grade
Achievement

B High School Dropout
Rates

Definition of Indicator

The purpose of the Academic Performance Index (API) is to measure the academic performance
and growth of schools. It is based on the results of a composite of student test scores and
reflects academic performance levels for schools, local educational agencies (LEAs) and the
state. APIs are calculated for numerically significant student subgroups for both schools and
LEAs as well as for entire schools and entire districts. The APl is a numeric index (or scale) that
ranges from a low of 200 to a high of 1,000, and with a statewide performance target of 800

for all schools. A school’s growth is measured by its progress toward this target goal. For state
accountability, a school with a Base API below 691 is expected to grow by 5% of the distance
between its current APl and 800. Schools with an API of 691 to 795 are expected to gain 5
points, and for each increment above 795, a school’s goal equals the number of points needed to
attain a score of 800."

Findings

The district-wide API scores across all Orange County schools ranged from 754 (Santa Ana
Unified) to 923 (Irvine Unified) for the 2011/12 school year.

The chart below represents the full range of APl Growth scores for Orange County School
Districts. For each school district, the bar shows the lowest school’s score on the left side and
the highest school’s score to the right. The point at which the bar changes color represents the
district-wide API growth score. For example, Anaheim City Elementary School District's API
scores range from a low of 726 to a high of 833 with a district-wide API growth score of 776. In
Orange County, 73% of schools made the API target of 800 in 2012, compared to 53% of schools
in California.

Range of APl Growth Scores by Districts, 2012
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Trends

Orange County has been collecting APl Growth score data since 2003. From 2003 to 2012,
Orange County schools’ API scores have increased. The districts with greatest improvements
were Santa Ana (22.8%), Anaheim City Elementary (20.5%) and Anaheim Union High School
District (19.5%).
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ACADEMIC PERFORMANCE INDEX (API)

Districts with Highest Percentage of APl Growth* Improvement, 2003 to 2012
2003-2012

School District 2012 Change
Santa Ana Unified 614 624 656 657 669 685 706 723 740 754 22.8%
Anaheim City Elementary 644 642 672 682 696 725 749 755 773 776 20.5%
Anaheim Union High 651 658 681 691 715 729 731 748 762 778 19.5%
Fullerton Joint Union 703 746 758 791 775 794 809 811 817 826 17.5%
Huntington Beach Union 720 741 757 767 763 795 807 826 834 842 16.9%
Fullerton Elementary 742 746 766 790 798 813 837 855 861 867 16.8%
Magnolia Elementary 701 698 705 727 743 771 798 800 808 814 16.1%
Buena Park Elementary 708 719 734 745 757 769 803 811 816 822 16.1%
Centralia Elementary 758 759 774 773 783 804 824 830 846 878 15.8%
Westminster Elementary 725 737 753 769 770 782 802 821 821 838 15.6%
Tustin Unified 754 771 790 810 814 827 837 850 857 868 15.1%

Why is this Important?

The API gives schools and communities data on the performance of all students and significant
subgroups within a school. This information helps schools analyze their overall academic
programs to determine if they have made academic progress and if adjustments might be
needed to ensure all students succeed in mastering California’s rigorous state standards. If a
school does not meet or exceed its growth targets, it may be identified for additional support
through state-sponsored school-improvement programs. The API currently combines information
in four critical content areas — English Language Arts, Mathematics, Science and History/Social
Science. The API itself does not reveal differences in subject areas; rather, it is intended as one
overall indicator of school performance.

What's Happening in Orange County?

The API has flexibility to be re-formulated each year to reflect goals and priorities for students in
the state; in 2008 the California Modified Assessment (CMA), a test for students most challenged
by the California Standards Tests (CST), was added for students in grades 3 to 5. In 2009, the
CMA was introduced for students in grades 6 to 8. In 2010, the CMA was introduced in grades
9to 11. In 2011, the phase-in process was complete and results for 2012 mark the first year

in which no new CMA was introduced. In 2013, the State Board of Education made additional
changes to the API: it removed the “penalty” for students taking 8th or 9th grade General
Mathematics. In previous years, this resulted in lowering math scores by one level for 8th grade
and two levels for 9th grade.

B Schools and districts continue to make gains overall in API.

B While all groups are gaining, achievement gaps still remain with Asian and White subgroups
outperforming Hispanic and Black student groups.

What’s working:

B Teachers and administrators continue to refine instructional strategies that meet the needs of
diverse student populations. Some districts have increased their focus on meeting the needs
of all students through the use of strategies like Cognitively Guided Instruction in mathematics
to connect the math learning process with formal concepts and operations, and language
frames and academic vocabulary in English/Language Arts, History/Social Science, Science
and Technical subjects.

B Most districts provide teachers with opportunities to participate in on-site and online
professional development, and rely on Professional Learning Communities to support
curricular and instructional development.

B Despite severe budget constraints that decreased the school year and increased class
sizes in many districts, schools and districts strive to ensure that all students develop critical
thinking and problem solving skills.
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DATA SOURCE(S):

California Department of
Education, DataQuest

NOTES:

1 California Department
of Education, Policy
and Evaluation Division,
September 2001.

2 California Department of
Education, Accountability
Progress Reporting, News
Release, 2012.
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Definition

The California Standards Test (CST) in English Language Arts, Mathematics and Science results
are reported in a scaled score, which measures students’ perfomance based on their grade level.
The scale scores for each grade and subject area range from 150 (low) to 600 (high). There are
five perfomance levels on the CST, from Far Below Basic, Below Basic, Basic, Proficient and
Advanced. The goal for all California students is to score at proficient or advanced in all subject
areas.

Findings
In Spring 2013, CSTs were taken by 36,656 5th grade students, of which roughly 7,800 (21.3%)
students were English Learners (EL). The Mean Scale (MSS) Score in English Language Arts

was 375, Mathematics was 412 and Science was 385. The percent of all students achieving
proficient and advanced levels in English Language Arts was 67% compared to 27% for EL

STATEWIDE: students; Mathematics for all students was 72% compared to 47% for EL students; and Science
In the 2012/13 school for all students was 66% compared to 28% for EL students.

éﬁ? ;ri%z :1;?116 dgr?t'g?ggs Percent* of all 5th Grade Students in Each Performance Level

the CST with a Mean CST English Language Arts, Mathematics and Science
Scale Score of 365 in All 5th Grade Students and English Learners (EL), Spring 2013
English-Language Arts,
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Language Language | Math Math (EL) | Science Science (EL)
Arts Arts (EL) ‘
*Due to rounding error, percents may not add up to 100%.
RELATED Tr'erIdS
INDICATORS: From 2003/04 to 2012/13, there was an 8.1% increase in the MSS English Language Arts
B Academic test scores from 347 to 375; an 18.4% increase in Mathematics from 348 to 412; and a 17.7%
Performance Index increase in Science from 327 to 385.
" English Learners CST Mean Scale Scores for 5th Grade Students
" :gzssmool Dropout English Language Arts, Mathematics and Science
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5TH GRADE ACHIEVEMENT

Correlation between 5th Grade English Language Arts California Standards Test Mean Scale Scores
2013* and Students Enrolled in the Free and Reduced Lunch Program by School, 2012/13
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Why is this Important?

The California Standards for California Public Schools, adopted by the California Board of
Education in 1997, requires students to perform based on their grade level. Fifth grade is the
first grade level in which students receive scores in three academic subjects, English Language
Arts, Mathematics and Science. The literacy skills students aquire in the 5th grade lay a critical
foundation for success in high school, higher education and career readiness. The Mathematics
and Science scores are a partial predictor of how successful students will be in later years in
preparation for jobs in the science, technology, engineering and mathematics sectors.

When studying academic achievement, research studies have found significant effects of
poverty on children’s cognitive and verbal skills. Children living in poverty demonstrate lower
outcomes on numerous academic performance indicators including achievement tests, grade
retention, course failures, placement in special education and high school graduation rates."
The chart above represents the correlation between Free and Reduced Lunch and academic
achievement in English Language Arts among 5th graders in Orange County.

What's Happening in Orange County?

While the majority of 5th grade students are performing at the proficient or advanced levels in
these three subjects, many students have skills below this range. Of concern is the achievement
gap that exists between English Learners and those fluent in English in all subject areas;
monitoring this gap is important to improve the effectiveness of instruction being provided for all
students. It is important to implement best practices for curriculum, effective teaching methods
and home- and school-based supports so that all students can learn and understand the content
expected at each grade level.

What’s working:

B As schools begin to address the Common Core State Standards, they emphasize skill
development along with academic content. Students learn to be critical thinkers, to be
creative and to solve complex real-world problems as a way to solidify their knowledge of
language arts, science, mathematics, etc.

B Project-based learning is a way to link content from multiple areas to solve relevant problems.

Students, for example, create a recycling project on their campus while predicting how many
receptacles will be needed (mathematics), which items are recyclable (science) and how to
involve other students in their efforts (language arts).

B Technology is infused into classroom lessons throughout Orange County to enhance
classroom instruction and increase cognitive demand.

B Parent education programs are provided to ensure that parents are linked with the resources
they need to support their child’s education.

The Pearson’s Correlation coefficient “r’ ranges
from -1.0 to 1.0 and can show the strength of

a linear relationship between two variables.
The closer “r’ is to positive or negative 1.0, the
stronger the relationship or correlation.

Therefore, r=-0.88 demonstrates a high
correlation between low English Language
Art scores and high percentages of students
receiving Free and Reduced Lunch

N=383. Fifteen schools had incomplete data,
and therefore were not included in the chart.

*The California Standards Test 5th Grade
English Language Arts Mean Scale Scores
range from approximately 150 to 600.
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" McLoyd, V.C., 1998.
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STATEWIDE:

The California
Department of
Education reported
1,339,601 or 21.6% of
the total state enrollment
(6,214,204) as EL
students in 2012/13.

There were 168,960
(12.2%) EL students
who were R-FEP, in
2012/13.8

In the state, the top
three languages were
Spanish (72.7%),
Vietnamese (4.0%), and
Filipino (3.0%).°

RELATED

INDICATORS:

B 5th Grade
Achievement

B Academic
Performance Index

B High School Dropout
Rates

B High School
Graduation

B SAT Reasoning Test
Scores

B Free and Reduced
Lunch

Definition of Indicator

According to California Education Code 306(a), an English Learner (EL) is “a child who does not
speak English or whose native language is not English and who is not currently able to perform
ordinary classroom work in English.” The process of identifying an English Learner begins with
the home language survey, but this survey alone does not qualify a student as an EL. Districts
administer the California English Language Development Test (CELDT) to students whose
home language is other than English within 30 calendar days of initial enroliment. The CELDT
assesses English comprehension, speaking, listening, reading and writing, and it determines
whether a student is an EL. An overall CELDT score of Early Advanced or Advanced indicates a
student is proficient provided no domain score (listening, speaking, reading or writing) falls below
Intermediate. Students who do not achieve proficiency on the CELDT are considered ELs and
are assessed annually until reclassified. Reclassified Fluent English Proficient (R-FEP) students
are former ELs who have met multiple criteria to succeed in an English-only classroom. These
reclassified students are monitored for two years to ensure their success.’

Findings

In 2012/13, Orange County EL students numbered 123,290 (24.6%) of the county’s total public
school enrollment. In California that same year, ELs accounted for 21.6% of the total enroliment.
The primary language for the majority of EL students in Orange County was Spanish (81.9%),
followed by Vietnamese (8.3%) and Korean (2.4%). See page 179 for the percentage of EL
students by school district.

Number of EL Students, 2003/04 to 2012/13
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Trends

From 2003/04 to 2012/13 the total number of EL students in Orange County public schools
decreased by 19.4% from 153,055 to 123,290. In the last year, the total number of EL students
decreased from 130,076 in 2011/12 to 123,290, the lowest number of EL students in ten years.
As a percent of total student population, EL students were 29.7% in 2003/04 compared to 24.6%
in 2012/13.

Top Five Primary Languages for English Learners in Orange County, 2012/13

Language Number of Students Percent of Total
Spanish 100,998 81.9
Vietnamese 10,221 8.3
Korean 2,936 24
Arabic 1,556 1.3
Filipino 1,090 0.9
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ENGLISH LEARNERS >

Districts with the Highest Percentages of EL Students, 2012/13
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Why is this Important?

In the United States, the number of English Learners (ELs) enrolled in public schools grew by
51% between 1998 and 2008 while the general population increased by only 7%."2 At the same
time, discrepancies in achievement between ELs and their peers were also apparent. California
is no exception to this trend. California Statewide Cohort Outcome Data for ELs in 2011/2012
indicate the following:

B The total number of ELs in the cohort included 100,310 students
B ELs in this cohort had a 61.6% graduation rate
B ELs in this cohort had a 23.7% dropout rate 3
For Orange County, 2011/2012 Cohort Data for ELs included:
B 9,462 total ELs
B 67.1% graduation rate for ELs
B 21.2% dropout rate for ELs 4

What's Happening in Orange County?

While the number of ELs entering schools in Orange County has decreased in recent years,
Orange County schools had more than 120,000 EL students enrolled in grades K-12 in 2012/13.
Long-Term English Learners (LTELs) continue to present a challenge for Local Education
Agencies (LEAs). LTELSs typically have been enrolled in school for six or more years but have not
made adequate progress on the CELDT or on the California Standardized Tests (CSTs). Such
students are often placed into remedial classes that fail to prepare them to meet requirements for
high school graduation or college and career readiness.®

What’s working:

Research indicates that ELs benefit from numerous opportunities to develop and apply both
language and content skills.® The use of multiple data points and assessment results to target
instructional programs for ELs can lead to increased achievement for LTELSs in particular.” In
Orange County, more districts have LTEL initiatives underway, which are aimed at improving
students’ language proficiency. Orange County districts continue to prioritize professional
development for teachers and implement programs to involve parents. Finally, Orange County
districts have begun to implement the Common Core State Standards (CCSS) in tandem

with the 2012 CELD Standards. This practice has the potential to elevate students’ critical
thinking abilities as they improve their language proficiency and increase content knowledge
simultaneously.®

See page

179 in
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additional
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California Department of
Education, DataQuest

NOTES:
1,29 California Department of
Education, Ed Data.
34 California Department of
Education, Data Reporting
Office.
57Qlsen, L., 2010.
6.7 Californians Together, 2011.
8 Orange County Department of
Education.

10 U.S. Department of
Education, National Center
for Education Statistics, 2012.
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9 9K 9K 4 AVERAGE DOLLAR EXPENDITURE PER PUPIL

Definition of Indicator

The current annual expenditures for public schools for each pupil are based on average daily
attendance during the school year. Elementary School Districts include K-8, High School Districts
include 9-12 and Unified Districts include K-12.

Findings

During 2011/12, the average per pupil expenditure for grades K-12 in Orange County was
$7,817. Comparatively, in California, the average expenditure per pupil was $9,053, while for the
United States, the average amount was $10,834."

Average Dollar Expenditure Per Pupil for Grades K-12, 2002/03 to 2011/12

11,000 — $10,834
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Trends

From 2002/03 to 2011/12, there was a 16.4% increase in the county’s average per pupil

Orange County

California

06/07 07/08 08/09 09/10 10/11 11/12
United States

expenditure from $6,715 to $7,817. However, there was a 11.6% decrease from the high of
$8,844 in 2007/08. Among Elementary School Districts, the average per pupil expenditure in
2011/12 was $7,580, with the low at Huntington Beach City, $6,620, and a high at Anaheim City,
$8,073. For Unified School Districts, the average per pupil expenditure was $7,746, with the low
at Tustin of $6,706 and a high at Laguna Beach Unified School District of $13,920. The three
High School Districts’ average was $8,551, a 2.1% increase from 2010/11.

RELATED
INDICATORS: Public School Districts’ A Dollar E dit Per Pupil, 2011/12
B SAT Reasoning Test uplic school Districts’ Average Dollar EXpenditure Fer Fupil,

Scores Elementary Unified High School

Districts Expenditures Districts Expenditures Districts Expenditures
Anaheim City $8,073 Laguna Beach $13,920 Anaheim Union $8,727
Westminster $7,950 Newport-Mesa $10,455 Fullerton Joint Union $8,410
Ocean View $7,881 Santa Ana $8,476 Huntington Beach Union $8,333
Savanna $7,736 Placentia-Yorba Linda $7,841

La Habra City $7,588 Garden Grove $7,832

Buena Park $7,558 Irvine $7,701

Centralia $7,554 Brea Olinda $7,441

Magnolia $7,551 Capistrano $7,079

Fullerton $7,393 Los Alamitos $6,973

Cypress $7,004 Saddleback Valley $6,970

Fountain Valley $6,901 Orange $6,716

Huntington Beach City ~ $6,620 Tustin $6,706

Elementary Average $7,580 Unified Average $7,746 Average $8,551
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AVERAGE DOLLAR EXPENDITURE PER PUPIL >

Why is this Important?

Per pupil expenditure is significantly influenced by the Propositicn 98 formula, which guarantees
a minimum level of funding for K-12 education in California by allocating a minimum percentage
of the state’s General Fund spending for education. This amount, in addition to federal revenue,
state lottery revenue and local revenues such as property tax, parcel tax and fundraisers,

is calculated using the average daily attendance at each school to determine the per pupil
expenditure.

Education funding is tied to the fluctuating state economy, therefore, education funding is volatile,
as seen by the significant decrease in per pupil expenditure from 2007/08 to 2010/11. State and
local education funding does not have to be equal across school districts nationwide; rather,
funding is based on adequacy, assuring the funds provided give students in each district an
equal opportunity to play roles as citizens and compete in the labor market.2

The Governor of California’s proposal for funding distribution for the 2013/14 school year,

called the Local Control Funding Formula (LCFF), will replace revenue limits and categorical
programs with base grants and supplemental grants. The LCFF will address the lack of equity
among districts, because funding through the LCFF will be more flexible, and based on the
demographics of the schools, including the English Learner population, Free and Reduced Lunch
students and percent of foster youth.3

What's Happening in Orange County?

School funding formulas use the Orange County property tax base from the 1970s, which is
significantly lower than the current Orange County property tax base. Due to these formulas, 22
of the 27 K-12 school districts are still funded below the statewide average. Additionally, school
districts located in lower socioeconomic areas often require higher per pupil spending to reduce
the impacts of poverty on academic achievement.

What’s working?

B Eighty-two percent of program expenditures for Orange County Department of Education
funded services to students, and the remaining 18% were program expenditures for
countywide educators, district business operations and support.# In order to decrease
district expenditures, some schools in Orange County have implemented furlough days and
increased class sizes.®

B [n addition, numerous opportunities exist to support local schools; these efforts are currently
making a significant impact in districts where science and music programs, field trips and
sports events have been threatened with elimination.

B Inside the Outdoors is a hands-on environmental education program with curriculum
aligned with California Science and Social Science Standards. This program is conducted
by the Orange County Department of Education with over a dozen field sites ranging from
wetlands to wilderness. Each year, more than 125,000 Southern California students of all
ages, including over 55,000 low-income students, receive full or partial scholarships for this
program.®

B |ocal school foundations raise funding for specific classroom activities that were lost through
budget cuts, provide scholarships for eligible students to go to college and provide mini grants
to teachers to enhance instruction for students in the district.

See page
180 in
Supplemental
Tables for
additional
data

NATIONWIDE:

Based on 2011/12
estimates, the national
average per pupil
expenditure rose 36.8%
between 2002/03 and
2011/12 from $7,920 to
$10,834.8
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DATA SOURCE(S):
Orange County Department of
Education, Financial Report
2011/12

NOTES:

1.7.8 National Education
Association (NEA), 2012.

2 Rothstein, R., 2000.

3 Fullerton School District
Budget Advisory Committee,
2013.

4 Orange County Department of
Education.

5 Anaheim City School District,
Budget Information, 2013.

6 Orange County Department
of Education, Inside the
Outdoors, 2013.
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9K 9 % KX - HIGH SCHOOL DROPOUT RATES

STATEWIDE:

There were 74,101
dropouts in 2011/12,
which calculates to

a statewide cohort
dropout rate of 14.7%.3

RELATED
INDICATORS:

B Births to Teens
B Special Education

B SAT Reasoning Test
Scores

B High School
Graduation

Definition of Indicator

Beginning in 2008, a student is considered a dropout if he or she was enrolled in grades 7 to 12
during the previous year and left before completing the current school year, or did not attend the
expected school or any other school by October of the following year. Students who received a
diploma, GED or California High School Proficiency Exam (CHSPE) certificate; transferred to a
degree-granting college; have died; have a school-recognized absence; or are known to have left
the state are not counted as dropouts.’

Findings

In 2011/12 there were a total of 3,911 dropouts, which represents 9.1% of the total enroliment
of the 2011/12 cohort of 12th grade students (43,004). This compares to California’s dropout
percent of 14.7%. By district, the cohort dropout rate ranged from 1.2% (Laguna Beach Unified)
to a high of 12.1% (Anaheim Union High).

Hispanics and Blacks had the highest cohort dropout rate in 2011/12, at 14.1% and 13.5%,
respectively. The cohort dropout rate was 7.7% for American Indians, 7.6% for Asians and 4.6%
for Whites.
Grade 9-12 Cohort High School Dropout Rates for
Orange County and California, 2011/12

Cohort Cohort
Enroliment Dropouts

Cohort
Dropout Rate (%)

District Name

Anaheim Union High 5,388 652 12.1%
Brea-Olinda Unified 551 23 4.2%
Capistrano Unified 3,920 71 1.8%
Fullerton Joint Union High 3,719 221 5.9%
Garden Grove Unified 3,860 389 10.1%
Huntington Beach Union High 3,839 103 2.7%
Irvine Unified 2,226 41 1.8%
Laguna Beach Unified 248 * 1.2%
Los Alamitos Unified 853 24 2.8%
Newport-Mesa Unified 1,757 62 3.5%
Orange Unified 2,504 127 5.1%
Placentia-Yorba Linda Unified 2,206 120 5.4%
Saddleback Valley Unified 2,712 68 2.5%
Santa Ana Unified 3,701 387 10.5%
Tustin Unified 1,632 67 4.2%
County Total 43,004 3,911 9.1%
California Total 503,273 74,101 14.7%

*Indicates ten or fewer students in order to protect privacy.

Trends

From 2009/10 to 2011/12, there was a 26.0% decrease in cohort dropout rates from 12.3%
in 2009/10 to 9.1% in 2011/12. There was a decrease in dropout rates for all ethnicities from
2009/10 to 2011/12. Cohort dropout rates decreased 29.9% for Hispanics, 26.1% for Blacks,
22.2% for American Indians, 19.3% for Whites and 19.1% for Asians since 2009/10.

High School Dropout Rate
In previous Conditions of Children Reports, data regarding high school dropouts was
presented in terms of one-year and four-year derived rates. The California Department
of Education is more accurately collecting data through the California Longitudinal Pupil
Achievement Data System (CALPADS), which allows the state to collect student-by-student
information on high school completion. This year the data reflects the rates for the cohort of
students entering 9th grade in 2008/09.
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Percent of Grade 9-12 Cohort Dropouts by Race/Ethnicity,

2009/10 to 2011/12
I 2009/10
P 2010711
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American Asian Hispanic Black White Multiple or
Indian No Response

Why is this Important?

The consequences of leaving high school without a diploma include limited access to additional
education, training or the labor force. The majority of higher-paying jobs in Orange County go to
high school graduates. Thus, students not completing high school are likely to have a reduced
impact on the economy of their county, state or nation.

The California Dropout Research Project report indicates that “compared to high school
graduates, dropouts earn lower wages, pay fewer taxes, are more likely to commit crimes, are
more likely to be on welfare and are far less healthy. More than two-thirds of all high school
dropouts were found to use food stamps during their working lives; the probability of incarceration
for a Black male dropout is 60%; the “average” high school graduate earns $290,000 more over
a lifetime and pays $100,000 more in federal, state and local taxes than a dropout.”? Dropouts
make up a disproportionate percentage of the nation’s prison and death row inmates.

What's Happening in Orange County?

B Along with the rest of the state, Orange County now has the ‘best available’ data on individual
students’ path to high school completion. As long as the student remains in California, records
can be transferred between districts to maintain the student’s history and ‘track’ a student from
school to school. This data allows an accurate count of student enrollment at the secondary
level and supports state-by-state comparisons of high school completion.

B Nineteen California Partnership Academies throughout the county have graduation rates of
96%. These Academies provide focused, rigorous learning opportunities in Orange County
industry sectors including marketing and business, medical careers, multimedia computer
technology and global business.

B Advancement Via Individual Determination (AVID) programs have a 98% graduation rate.
These programs provide academic skills and career guidance that keep students engaged in
school through graduation.

B Alternative education programs in the school districts provide a learning environment for
students to get back on track academically.

B The Alternative, Correctional and Community Education Schools and Services program
(ACCESS) provides districts with a safety net to keep students from dropping out.
Individualized learning sites are located throughout the county to provide a safe and
supportive learning environment to reengage the student in his/her education.

See page

181 in
Supplemental
Tables for
additional
data

NATIONWIDE:

The national dropout
rate for public schools
stands at 8.3% for
2010.4

DATA SOURCE(S):
California Department of
Education, DataQuest

NOTES:

1.3 California Department of
Education, Educational
Demographics Office, 2009,
2012.

2 U.S. Department of Health &
Human Services, Trends in
the Well-Being of America’s
Children & Youth, 2002.

4 National Center of Education
Statistics, 2013.
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9« K K K < HIGH SCHOOL GRADUATION

STATEWIDE:

There were 388,236
graduates in 2011/12,
a statewide graduation
rate of 77.1%."

RELATED

INDICATORS:

B SAT Reasoning Test
Scores

B Academic
Performance Index
(API)

B High School Dropout
Rates

Definition of Indicator

The California Education Code establishes a minimum set of requirements for graduation

from California high schools. These include a total of 13 required courses and passage of

the California High School Exit Exam (CAHSEE). Local school boards can include additional
requirements that they consider important for their local school district. Graduation rates are
collected annually and included in the Annual Yearly Progress (AYP) accountability system. The
chart below shows the percentage of students entering Orange County high schools that could
potentially graduate during the four-year time period (2008 to 2012). Data includes students
who completed high school with a standard high school diploma or special education waiver or
exemption, an adult education high school diploma or the California High School Proficiency
Exam (CHSPE).

Findings

In the 2011/12 school year, 85.3% of the Orange County 12th graders graduated from high
school, which is higher than the state’s rate of 77.1%. The range of percent of graduates by
district ranges from 82.5% (Anaheim Union High School) to 97.6% (Laguna Beach Unified).

Number and Percent of Graduates by District, 2011/12

Total Total Percent Total Total Percent
District Name Enrollment Graduates Graduates District Name Enrollment Graduates Graduates
Anaheim Union High 5,388 4,446 82.5% Newport-Mesa Unified 1,757 1,650 93.9%
Brea-Olinda Unified 551 525 95.3% OC Dept. of Education N/A N/A N/A
Capistrano Unified 3,920 3,798 96.9% Orange Unified 2,504 2,404 96.0%
Fullerton Joint Placentia-Yorba
Union High 3,719 3,248 87.3% Linda Unified 2,206 2,026 91.8%
Garden Grove Unified 3,860 3,388 87.8% Saddleback Valley Unified 2,712 2,581 95.2%
Huntington Beach Union High 3,839 3,590 93.5% Santa Ana Unified 3,701 3,154 85.2%
Irvine Unified 2,226 2,132 95.8% Tustin Unified 1,610 1,532 95.2%
Laguna Beach Unified 248 242 97.6% County Total 43,004 36,686 85.3%
Los Alamitos Unified 853 810 95.0% California Total 503,273 388,236 771%

In 2011/12, Asian students had the highest overall graduation rate at 93.2%, followed by White
students at 92.1%. Black students had a graduation rate of 79.1%, while Hispanic students had
the lowest graduation rate at 77.7%.

Percent of 12th Grade Cohort Graduates by Race/Ethnicity,
Orange County, 2011/12
100 —

93.2 o92.1

Percent

Hispanic American Indian Asian Black White All Students

Trends

From 2009/10 to 2011/12, there was a 3.3% increase in cohort graduation rates from 82.6% to
85.3% of students graduating.
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*Cohort rates include graduates that earned their diplomas within a specific four-year period of
time and does not include all the students that graduated in a given year.

Why is this Important?

Completion of high school is a critical step to becoming a contributing resident of Orange County.

High school graduates attend trade or technical institutions, colleges and universities and
enter directly into the workforce. Inclusion of the CAHSEE as a graduation criteria ensures that
students leave high school with the necessary academic foundations for success. Historically
in Orange County, around 40% of graduating seniors meet course requirements to attend UC
or CSU campuses. About 50% of the county’s graduating seniors attend public colleges and
universities in California, compared with 43% of students statewide.

What's Happening in Orange County?

While the graduation rate in Orange County exceeds the statewide graduation rate, several
thousand students do not graduate from high school. Disproportionately, these are students of
color. Programs that engage all students in relevant, rigorous ways are succeeding in engaging
and maintaining students who might otherwise not obtain a diploma.

What’s working:
B Many districts in Orange County now include community service requirements for graduation.
This allows career exploration and encourages volunteering among high school students.

B Partnership Academies provide engaging opportunities for students to learn skills directly
related to a Science, Technology, Engineering or Mathematics (STEM) career, and often to
obtain employment immediately after graduation.

B Rigorous standards are maintained in high school coursework, allowing students to be
successful in their goals to attend college, enroll in technical training or otherwise continue on
paths to a successful career.

B College support programs provide skills and tools for underserved students to prepare them
for college and career planning.

California High School Exit Exam (CAHSEE)
The CAHSEE tests high school sophomores, juniors and seniors on proficiency in English
and Mathematics. Since June 2006, passing the CAHSEE is required for graduation. Data
can be found on page 183 of the Supplemental Tables.

See page

182 in
Supplemental
Tables for
additional
data

NATIONWIDE:

The national public
school graduation rate
for the class of 2010
reached 74.7%, rising
nearly 2 full percentage
points from the previous p=
year, and 8 points in the [
past decade.?

T

EDUCATIONAL ACHIEVE

DATA SOURCE(S):
California Department of
Education, DataQuest

NOTES:
1 California Department of
Education, 2012.
2 Education Week, Diplomas
Count, 2013.

Report on the Conditions of Children in Orange County, 2013 105



9K 9 9 K 0 SAT REASONING TEST SCORES

STATEWIDE:

In 2011/12, 39.3% of the
seniors took the SAT
Reasoning test with an
average combined score
of 14924

RELATED

INDICATORS:

B High School Dropout
Rates

® High School
Graduation

B Academic

Performance Index
(API)

Definition of Indicator

The SAT Reasoning Test (formerly known as the SAT |: Reasoning Test) assesses a student’s
reasoning in Mathematics, Verbal and Writing Skills." It is taken by college-bound juniors and
seniors, and is used by college admissions officers as one key factor to determine who will be
admitted. The participation rate of seniors who took the SAT test are presented in order to assess
the entire student body’s college orientation.

Findings

The average SAT Reasoning Test combined Verbal and Math score for Orange County seniors
in 2011/12 was 1588 compared to 1498 for the United States and 1492 for California. Results by
subject indicate the average Mathematics score (546) was higher than the average Writing (538)
and Critical Reading (519) scores. Of all 41,648 Orange County seniors in 2011/12, 43.7% took
the SAT Reasoning Test. The district with the highest percent of students that took the SAT in the
2011/12 school year was Los Alamitos High School (64.2%).

Irvine Unified had the highest combined average score on the SAT of 1820, followed by Laguna
Beach (1707) and Tustin Unified (1646). Santa Ana Unified had the lowest combined average
score on the SAT of 1359, followed by Garden Grove Unified (1469) and Anaheim Union (1488).

Average Combined SAT Reasoning Test Scores and Number Tested
by District for Orange County, 2011/12

Grade 12 Percent Combined
District Name Enrollment Tested Average
Anaheim Union 5,662 33.3% 1488
Brea-Olinda Unified 541 52.3% 1619
Capistrano Unified 4,050 52.0% 1645
Fullerton Joint Union 3,238 50.9% 1636
Garden Grove Unified 3,846 46.9% 1469
Huntington Beach Union 4,070 43.1% 1601
Irvine Unified 2,234 63.9% 1820
Laguna Beach Unified 247 59.5% 1707
Los Alamitos Unified 852 64.2% 1632
Newport-Mesa Unified 1,761 44.9% 1583
Orange County Department of Ed 1,832 2.73% 1546
Orange Unified 2,556 38.7% 1592
Placentia-Yorba Linda Unified 2,237 45.8% 1637
Saddleback Valley Unified 2,845 47.7% 1643
Santa Ana Unified 4,035 38.2% 1359
Tustin Unified 1,642 50.7% 1646
Total Orange County 41,648 43.7% 1588

In Orange County, there is a correlation between a district’s percent of students enrolled in the
FRL program and their corresponding SAT test score. The higher the FRL percent, the lower the
average SAT score. For example, Laguna Beach Unified has a FRL percent of 9.6% with a 1707
SAT average score compared to Santa Ana Unified with a 78.0% FRL with a 1359 SAT average
score.

Trends

In the past seven years, Orange County students averaged combined SAT scores have
remained somewhat stable, decreasing slightly from 1593 (2005/06) to 1588 (2011/12). After
several years of increasing average combined scores to a high of 1621 in 2009/10, there was a
2.0% decrease in the past two years to 1588 in 2011/12. Orange County student scores remain
higher than the state and national averages.
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Average Combined SAT Reasoning Test Scores for Orange County, California,
and the United States, 2005/06 to 2011/12
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Why is this Important?

The percent of students participating in the SAT Reasoning Test provides insight into the
academic culture of the school district, specifically, its focus on preparing students for college
admission. SAT scores continue to be important admission criteria for California colleges and
universities.The SAT can also assess students’ abilities to think logically and solve problems. As
the Common Core State Standards are implemented throughout the state, schools will look to
see if SAT scores align with the skills expected under these new requirements.

The SAT Reasoning Test is voluntary and requires a fee; therefore, when comparing SAT
Reasoning Test participation rates of students at different schools, it is important to consider
student access to information about the application process, and to financial support or
information about fee waivers.

High schools students may apply for a fee waiver for the SAT test if they meet the following
eligibility requirements: enrolled in or eligible for Free and Reduced Lunch (FRL) Program; living
in federally subsidized public housing; or enrolled in a federal, state or local program to aid
students from low-income families. Research shows that low-income students are less likely to
have parents who went to college, are less likely to participate in rigorous courses and are less
likely to have completed the Core State Standards.

There is a positive relationship between a student’'s SAT score and their parent’s highest level of
education. In 2012, 36% of SAT test takers in California reported their parents had a high school
diploma or less. Students who reported their parents have at least a Bachelor’s degree had
higher SAT scores by at least 60 points on average.?

What's Happening in Orange County?

B The SAT Benchmark is a score of at least 1550, which indicates a 65% likelihood of achieving
a B- average or higher in the first year of college. In California, only 43% of SAT takers in
the class of 2012 had a score associated with a high likelihood of college success.? This
compares to 12 out of 16 districts in Orange County that met the SAT Benchmark of 1550 or
higher.

Comparison of Lowest and Highest FRL with SAT Scores by District, 2011/12

Average

Free and Reduced
Lunch

School District SAT Score

Laguna Beach Unified 9.6% 1707
Los Alamitos Unified 12.2% 1632
Irvine Unified 13.2% 1820
Garden Grove Unified 64.6% 1469
Anaheim Union 66.6% 1488
Santa Ana Unified 78.0% 1359

See page

183 in
Supplemental
Tables for
additional
data

NATIONWIDE:

In the 2011/12 school
year, 1,664,479 seniors
took the SAT I test with
an average combined
score of 1498.5
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DATA SOURCE(S):
California Department of
Education
College Board

NOTES:
1 California Department of
Education, 2012.
2345, College Board, 2009, 2012.
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STATEWIDE:

Between 2003/04

and 2012/13, special
education enrollment
grew at a faster rate
than enrollment in
general education.

In 2003/04, about
6,298,783 students
were enrolled in general
education, of whom
10.8% (681,980)
between the ages of 5
and 22 received special
education services.

In 2012/13, of the
6,226,989 students
enrolled in general
education, 11.2%
(695,173) were in
special education.’

RELATED
INDICATORS:

B Developmental
Disabilities

B Average Dollar
Expenditure per Pupil

Definition of Indicator

Special education refers to specially designed instruction and related services, at no cost to the
parent, that meets the unique needs of individuals whose educational needs cannot be met with
modification of the regular instruction program.

Special education is an integral part of the total public education system and provides education
in a manner that promotes maximum interaction between children or youth with disabilities and
children or youth who are not disabled, in a manner that is appropriate to the needs of both.

Special education provides a full continuum of program options, including instruction conducted
in the classroom, in the home, in hospitals and institutions and in other settings; and instruction
in physical education, to meet the educational and service needs of individuals with exceptional
needs in the least restrictive environment.

Findings

Of the 501,801 total K-12 students enrolled in Orange County for 2012/13, 51,905 students
(10.3%) were receiving special education services. In California, special education enrollment
accounted for 11.2% of all students.

In 2012/13, there were 7,197 students 0 to 5 years old, 24,523 students 6 to 12 years old and
18,903 students 13 to 18 years old who received special education services.

Total Number of Students K-12 Receiving Special Education Services
2003/04 to 2012/13
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Trends

The number of K-12 students receiving special education services in Orange County increased
0.8% from 51,514 (2003/04) to 51,905 (2012/13). The percent of special education students as a
portion of the total student population increased from 10.0% in 2003/04 to 10.3% in 2012/13.

Percent of K-12 Students in Special Education Relative to Students in
General Education for Orange County and California, 2003/04 to 2012/13
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Why is This Important?

Children with special needs deserve
every opportunity to access the core
curriculum. Many students with disabilities
can achieve high standards if they

Number of Students Receiving Special
Education Services by Age
and Type of Disability,
for Orange County, 2012/13*

Age
Oto5

Age |

Age

6to 12 13t0 18

are programmed for success. Special Mental Retardation 296 1,041 1,052
education is no longer a “place’; it is Hard of Hearing 218 330 301
a “service” that supports the child in Deaf 47 98 118
accessing the core curriculum. This Speech or Language 4,175 8,386 1,609
service requires constant communication _'mpa'rme’_‘t
between the family and school to ensure | Visu@! Impairment 29 120 126
Emotional Disturbance 6 354 975
that reasonable goals are developed and i i
Orthopedic Impairment 159 416 395

that monitoring of student progress occurs.

Other Health Impairment 292 2,392 2,874

Specific Learning Disability 16 6,584 8,811
Research supports the importance of Deaf-Blindness 1 4 7
parent involvement and the partnership Multiple Disability 81 166 121
between families and schools in a child’s Autism 1,873 4,590 2449
success. When the school serves a child Traumatic Brain Injury 4 42 65
with special needs, these partnerships Total 7,197 24,523 18,903

are critical. Parents of children with

special needs must work alongside the
school district and outside agencies to
assure appropriate resources are available
to their child. Parents assist in developing Individualized Education Programs (IEPs) and are
a contributing member of the team as measurable annual goals are developed and evidence-
based practices are implemented to achieve success.

*Data reporting cycle: December 1st of the year reported.
Note: Lowell School District’s enrollment numbers are included.
Source: California Department of Education, DataQuest

Children with special needs are included in state and district-wide assessments with appropriate
accommodations. Families must work together with the school district to assure proper
modifications and accommodations are identified and available.

What's Happening in Orange County?

B Orange County schools continue to provide an appropriate learning environment for all
children with the goal that all students achieve success in all areas of instruction.

B Schools and districts across Orange County recognize the need to individualize programs.
Through the IEP process, parents, educators and others involved in the child’s life meet
together to create a program that will best serve each child’s individual needs.

What’s working:

W [t is the goal of districts and schools to meet the needs of all students. Whether or not children
are formally recognized as a special education student, needs recognized at any grade level
must be addressed through additional support, classroom instruction tailored to specific
learning challenges, curriculum changes and other evidence-based instruction to ensure
success of all children.

B Over 100 Orange County schools are using Positive Behavioral Interventions and Supports
(PBIS) to support students’ behavioral and academic needs. This program generates
universal expectations for all students as well as tiered interventions for students needing
more individualized programs to achieve success.

B Assessment tools are used with students to assess their achievement in a variety of areas,
including academics, on an ongoing basis. These data are then used to identify individual
needs of each child.

See page

184 in
Supplemental
Tables for
additional
data

NATIONWIDE:

In 2011, 6,419,000
children 3 to 21 years
of age were served in
federally supported
programs for the
disabled, 13.0% of the
total enrollment.?
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DATA SOURCE(S):
Orange County Department of
Education, DataQuest
California Department of
Education

NOTES:

1 California Department of
Education. Special Education
Division, 2013.

2 U.S. Department of
Education. National Center
for Education Statistics, 2012.
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Natalie and Kayla

Natalie looks back at that day — the worst day of her life. She
received the call that her husband had been airlifted to Western
Medical Center because of a terrible car accident due to a
woman driving high on methamphetamine. The 30-year old wife
and mother prayed in that moment like she had never prayed
before as she frantically raced to the hospital, her three-year old
daughter, Kayla, in the back seat of the car. For them, nothing
would be normal again.

Upon arriving at the hospital, Natalie saw the familiar faces of
others who had arrived to be with her, but she had never felt
more alone as she sat in the cold waiting room, awaiting news.
She prayed that everything would be okay, that she would get the
chance to tell Scott how much she loved him and how much his
wife and daughter still needed him.

Natalie saw the answer in the doctor’s eyes before he could
speak the words she had hoped she would never hear: “We did
everything we could, but...” Her eyes slid shut as she tried to
block out the pain, hoping it would go away. But it would not.

How was she to tell her little girl that her Daddy was not going to
come home that night or ever again? How was she to explain to
Kayla that her father was gone because someone chose to get
behind the wheel under the influence of drugs? How was she to
answer the questions asked time and time again: Why did Daddy
die? Why did that lady do this to us?

The following year was a year full of firsts, lived a day at a time. Natalie remembers
her first day of court facing the woman who tore her family apart, the first day of
preschool, first Father’s Day, first school performance. Without Scott they faced
their first Christmas together, Kayla’s 4th birthday, their first Easter and her first
swim lesson. Scott will never again take Kayla on their memory-filled fishing trips
as his dad did with him. When Kayla graduates from high school, she will look

into the audience and know her father isn’t there. He will not be the one to walk
her down the aisle when she finds the man she wants to share the rest of her life
with. What Kayla will come to realize at an earlier age than most, is that driving
under the influence can have horrendous consequences. It hurt her and her family
beyond measure.

The driver of the other car did not consider the tragic chain of events that her
careless choice would lead to in the lives of innocent victims; not only for Natalie
and Kayla, but also in the lives of another victim’s family. Her choice to get behind
the wheel while under the influence of drugs left one person without a spouse

and a child without a parent. One avoidable accident — one reckless choice — cost
Natalie and Kayla what mattered most. This is only one of the many stories of
families who have been impacted by a person who chooses to drive under the
influence. Through community awareness, outreach, education and laws, the hope
is that fewer lives will be impacted by the senseless crime of getting behind the
wheel while under the influence of drugs or alcohol.

Note: Please see page 210 for references.
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IMPACT OF DRIVING UNDER THE INFLUENCE ON YOUTH AND FAMILIES

Introduction

Driving under the influence garnered national attention

in the 1980s as an issue that could and should be
addressed. Mothers Against Drunk Driving (MADD)

was founded in September of 1980 by a mother whose
daughter was killed by a drunk driver. In 1984, the
National Minimum Drinking Age Act was passed; requiring
states to set age 21 as the minimum age for purchasing
or publicly possessing alcohol. Alcohol ignition interlock
devices, which prevent a car from being driven if the
driver cannot pass a breathalyzer test, began to be used
more widely in the United States after passage of the
1986 Farr-Davis Driver Safety Act in California. That law
provided for a pilot test in four California counties. Soon
after, other states began to write legislation that supported
use of this technology to combat driving under the
influence of alcohol.’

Beginning in the early 1990s, states began individually
adopting .08 as the legal limit for Blood Alcohol Content
(BAC) and by July 2004, all states had adopted .08.2

In 2007, passage of the Ambriz Act (California Vehicle
Code Section 13385) made it possible for drivers who Kill National Data on Driving Under the
someone while intoxicated to be charged with murder. It Influence (DUI)

is dubbed the Ambriz Act after Steve Ambriz, an Orange
city councilman who was killed in 2006 when his car
was struck head-on by a driver under the influence of
methamphetamine and marijuana.

The national data on DUI offenses underscores the need
for ongoing prevention, intervention and law enforcement
efforts. In 2010, over 1.41 million drivers were arrested
for driving under the influence of alcohol or narcotics.2 In
2010, 211 children were killed in drunk driving crashes. Of
those 211 deaths, 131 (62 percent) were riding with the
drunk driver.# In 2011, 9,878 people died in drunk driving
crashes - one every 53 minutes.®

More important than the data on driving under the
influence, however, is the effect on families. Whether
dealing with the perpetrator or victim, the aftermath for
families affected by an accident involving alcohol or drugs
is one more reminder of the need to continue working to
thwart this thoughtless and preventable offense.

According to the National Highway Traffic Safety
Administration, drunk driving costs the United States $132
billion a year.t
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2010 California Statistics on Driving Under the
Influence’

B 1,768 people died in traffic crashes that were a
result of alcohol and other drugs
24,343 traffic-related injuries involved alcohol
195,879 arrests made for DUI

77.6% of all DUI arrests were males

Females comprised 22.4% of DUI arrests in 2010.
The proportion of females among convicted DUI
offenders has risen consistently every year since
1989.

B Drivers aged 21 to 24 had the highest percentage
(35%) of BAC levels of .08 or higher
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Orange County Data on Driving Under
the Influence

Arecent article in the Orange County Register identified
Orange County as having some of the highest rates in
Callifornia of car crashes involving alcohol and underage
drinkers. Statistics were compiled using 2010 California
Office of Traffic Safety data and count only crashes in
which somebody was hurt or killed. They include crashes
in which a driver had any drinks — even if that driver didn’t
meet the legal threshold for drunk driving. For example,

it included instances where a single drink had been
consumed and/or there was a blood-alcohol level of .01.
Newport Beach and Orange had the state’s highest rates
of crashes in which at least one driver had been drinking,
when compared to other California cities their size.®

Underage Drinking Data

With regard to underage drinkers across the state,

the Orange County Register article noted that Laguna
Hills had the highest rate among very small cities, and
Fullerton had the worst rate among mid-sized cities.
Anaheim had the second-highest rate among the state’s
biggest cities. Conversely, Irvine was found to have the
third-lowest rate of alcohol-involved crashes among
mid-sized cities. Yorba Linda had the best record among
very small cities, and Tustin and Rancho Santa Margarita
had the state’s lowest rates of underage-drinker crashes,
given their size.
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Table 1 provides data on the number of underage
convictions for DUI. The majority of convictions were

for misdemeanor DUI, with the highest percent (41.0%)
being age 20 and the second highest (32.7%) being age
19. Youth DUIs were the second highest category of
convictions, with 38.5% being age 19 and 40.1% being
age 20.

Table 1. Underage DUI Convictions for 2010: Arrests
made in Orange County by age of arrested driver

Age Misdemeanor Felony Youth Reckless
DUI DUI DUI Plea Per

VC23152 VC23153 VC23140 VC23103.5

15 1 0 0 0

16 19 1 5 0

17 50 3 8 0

18 177 5 26 10

19 308 11 70 20

20 386 6 73 30

Total under
age 21 941 26 182 60

Data Source: California Department of Motor Vehicles, Research and Development
Branch

Table 2 includes data on underage “had-been-drinking”
drivers involved in collisions that resulted in fatality or
injury. The youngest offenders identified were 16-year-
old males and involved collisions that resulted in injuries.
Twenty-year-old females and 19-year-old males had the
highest incidence of injury-involved collisions among all of
the underage categories. Twenty-year-olds accounted for
the highest percent (33.3%) of all types of collision.

Table 2. Had Been Drinking (HBD) Drivers in Fatal
and Injury Collisions by Gender and Age in Orange
County, 2010

HBD Drivers
Fatal Injury TOTAL

Age Male Female Male Female

0-14 0 0 0 0 0
15 0 0 0 0 0
16 0 0 3 0 3
17 0 0 12 4 16
18 2 0 23 9 34
19 0 0 40 7 47
20 1 1 30 18 50

Data Source: California Highway Patrol, Information Serivces Unit Statewide
Integrated Traffic Records System (SWITRS)
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Factors that Contribute to Underage
Drinking and Driving Under the Influence

The use of alcohol and other drugs remains a leading
cause of morbidity and mortality for young people in

the United States. Even first-time users of alcohol or
another drug can be involved in incidences that cause
unintentional injury or death. All substance use involves
health risks that can occur even if the youth never
becomes addicted, and teenagers seem to be particularly
susceptible to risk—taking behaviors and injuries related to
alcohol, tobacco and other drug use.®

Not surprisingly, parents play a significant role in shaping
the behaviors and choices of their offspring and can

help this problem. Parents who are more aware of their
children’s activities and the habits of their friends are
more responsive and have more interaction with their own
children in discussing the issue. In turn, the children of
these more aware and involved parents are less likely to
drink and drive. Of course parents cannot always know
where their children are and what they are doing as they
seek independence and go through stages of rebellion.
However, by keeping abreast of the whereabouts of their
children and opening up communication and discussion
with them, parents may positively influence their youth to
make wise choices. 0

Much of the research available on contributing factors to
risk-taking behaviors, such as driving under the influence,
point to the fact that many individuals are under the

false assumption that they will not be caught. One study
investigated the attitudes, societal norms and common
beliefs as factors to predict intentions to drive while under
the influence of alcohol and actual drinking and driving
behavior. The research indicates that one’s decision to
drink and drive are the result of personal values about
drinking and driving and one’s perceived ability to avoid
and/or control the threatening consequences such as
being caught by the police or causing an accident. Thus
drinking and driving may continue to be so prevalent
because individuals erroneously believe that they are safe
drivers and can effectively control the risks and outcomes,
even when their judgment is impaired by alcohol or
drugs."

Impact of Driving Under the Influence on
Children and Families

The death of a parent is consistently rated as one of the
most stressful life events that a child or adolescent can
experience. Research has identified that children and
adolescents experiencing grief over the loss of a parent
showed functional impairment and were at increased
risk of incident depression. One of the most consistently
reported findings is that the parent or caregivers’ ability
to go on with life after grieving the loss of their partner
is a significant predictor of children’s and adolescents’
well-being. One study found that complicated grief in
the surviving parent and their children was a predictor of
depression in children and adolescents as long as three
years after the death.'2

SAFE HOMES & COMMUNITIES
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Youth reactions to the death of a parent will vary
depending upon their age and circumstances at the time
of their loss. Additionally, children can be impacted by
the variety of associated life changes that may occur as
a result of the loss, including a move, a change in the
family’s financial situation or the impaired caregiving
abilities of the surviving parent or guardian. Sadness,
confusion and anxiety are among the most the common
grief responses and are likely to be observed in children
of all ages and ability levels. Any of these reactions

will adversely affect the child and can have negative
consequences on classroom behaviors and academic
achievement. Therefore, it is very important for educators
and staff at all levels to have a strong understanding of
the ways in which they can support grieving students.’3

Orange County Efforts to Address Driving
Under the Influence

For over 50 years, the National Council on Alcoholism
and Drug Dependence — Orange County has provided
the highest level of alcohol education and prevention to
the Orange County community. The Council is certified
by the State of California and County of Orange to
provide a Drinking Driver Program (DDP) for individuals
convicted of DUI. This local non-profit is one of the few
in California offering this type of program. They offer
education programs for first-offenders, second-offenders
and multiple offenders in an effort to provide participants
the opportunity to consider attitudes and behavior towards
driving under the influence, support positive lifestyle
changes and reduce or eliminate the use of alcohol and/
or drugs.'
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Efforts to stop underage drinking and DUI prevention

are important to many throughout Orange County. In
February of this year, the Board of Supervisors co-hosted
the DUI Summit in Irvine along with the Automobile Club
of Southern California, Orange County Health Care
Agency (HCA), MADD and Concordia University Irvine.

At this Summit, some best practices in the area of DUI
Prevention were discussed, including: Social Host
Ordinance, Responsible Beverage Service, Checkpoints
and Saturation Points and Public Awareness/Educational
Campaigns.

Cities have the option of adopting a Social Host
Ordinance, which allows law enforcement to hold adults
accountable for underage drinking when such drinking
takes place in the adult’'s home, under the adult’s
supervision, and/or with the adult’s knowledge. This type
of ordinance is currently in place in Mission Viejo, Laguna
Hills, Orange, Laguna Beach, Huntington Beach, Irvine
and Garden Grove. Depending on the city’s ordinance,
furnishing alcohol to minors constitutes a misdemeanor or
an infraction.

Conclusion

With local efforts such as the Social Host Ordinance,
many DUIs may potentially be prevented, and youth
under the age of 21 may think twice before they consume
alcohol and therefore put themselves and their parents/
adult guardians at risk for citation.'®




CHILD WELFARE OUTCOMES

Federal and State Child Welfare Outcome Measures

In 2001, the Child Welfare System Improvement and Accountability Act (AB 636) resulted in the development of a
statewide accountability system for child welfare outcomes. The implementation of AB 636 expanded on the pre-
existing federal outcome measures to include a set of more comprehensive measures targeted at ensuring the safety,
permanency and well-being of children in the child welfare system. Performance outcomes for all California counties are
aggregated and disseminated quarterly by the California Child Welfare Performance Indicators Project, a collaboration
between UC Berkeley’s Center for Social Services Research (CSSR) and the California Department of Social Services
(CDSS). Data is available on CSSR’s website: http://cssr.berkeley.edu/ucb_childwelfare.

The outcome measures tracked within the Conditions of Children Report are as follows:

Outcome Measure Conditions Report Indicator (Page #)
Safety Timely Response Immediate Child Abuse Reports (118)
Timely Response 10-Day Child Abuse Reports (118)
No Reccurence of Maltreatment Dependency Petitions (120)
Permanence Children Reunified within 12 Months (Exit Cohort) Family Reunification (126)
No Re-entry within 12 Months of Exiting Foster Care | Family Reunification (126)
Median Time to Reunification Family Reunification (126)
Adoption within 12 Months (Legally Free) Adoptions (128)
Adoption within 24 Months (Exit Cohort) Adoptions (128)
Stability Placement Stability: Two or Fewer Placements:
Foster C 124
(8 Days to 12 Months in Care) oster Care (124)

One of the ways counties in California seek to improve the quality of services to the families they serve, in compliance
with AB636, is the System Improvement Plan (SIP) in which each county focuses on two or three outcome areas that
need improvement and develop strategies to meet improvement goals. Orange County is in year four of its five-year
SIP and has chosen three areas on which to focus: No Recurrence of Maltreatment; Reunification within 12 Months;
and Placement Stability: 1 to 2 Placements in Foster Care. Many strategies have been put into practice to improve the
outcomes for children and families in all three of these areas.

Child Welfare Outcomes Glossary of Terms

Building Family Connections: Services intended to support and develop beneficial, familial relationships and
connections between foster youth and family members.

Family Reunification: Time limited program designed to provide services and support with the ultimate
goal of bringing the family back together.

Family Resource Center (FRC):  Support services to children and families delivered through community-based
collaboratives.

Legally Free: When a child’s parents or guardians have relinquished their parental rights or
have had them terminated in a court of law. Once this has occurred a child is then
“legally free” to be adopted by another person or family member.

Substantiated Abuse An indicident of child abuse or neglect, as defined by state law, is believed to
have occurred.

Team Decision Making (TDM): A meeting that brings together people who are interested in and care about
the family (social workers, family members and caregivers) to ensure the
best possible decisions are made about the child’s safety permanency and/or
placement, while preserving family and community connections.

Wraparound: Program that provides unique, individualized services for eligible children and
families through a collaboration between the Health Care Agency (HCA), the
Probation Department and the Social Services Agency (SSA).
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HEALTHY PEOPLE
2020 GOAL:

Reduce the rate of
deaths among children
1 to 4 years of age

to 25.7 per 100,000
population; among
children 5 to 9 years of
age to 12.3 per 100,000
population; among
adolescents 10 to 14
years of age to 15.2 per
100,000; and among
adolescents 15 to 19
years of age to 55.7 per
100,000.

STATEWIDE:

In 2010, there were
4,528 deaths of children
0 to 19 years old. This
is at rates of 19.8 (ages
1to 4 years old), 8.7
(ages 5 to 9 years old),
11.4 (ages 10 to 14
years old), and 36.9
(ages 15 to 19 years
old) deaths per 100,000
children.5

RELATED
INDICATORS:

B Access to Healthcare
B Infant Mortality
B Mental Health Services

B Substance Abuse
Services

Definition of Indicator

The child and youth death rates are the most severe measure of ill health in children and are
reported by the number of deaths and rate per 100,000 children and youth 0 to 19 years old
for overall causes of death and the subset of deaths due to unintentional injury, homicide and
suicide.

Findings

In 2011, there were 286 deaths of children and youth ages 0 to 19 years old, at a rate of 34.8 per
100,000. For deaths by age group, infants under one year of age had the highest mortality rate
of 420.8 per 100,000. The death rate was 16.4 per 100,000 for children 1 to 4 years of age; 6.1
for children 5 to 9 years of age; 9.1 for children 10 to 14 years of age; and 30.8 for youth 15 to 19
years of age.

Overall Death Rate Per 100,000 Child and Youth Population
Ages 0 to 19, 2002, 2006, and 2011
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Trends

The overall number of deaths for children and youth 0 to 19 years of age decreased 24.5% in the
past ten years from 379 in 2002 to 286 in 2011. From a high of 407 deaths in 2006, there was a
29.7% decrease in the overall number of deaths in the past five years to 286 in 2011. The death
rate per 100,000 decreased from 43.9 in 2002 to 34.8 in 2011 for children and youth 0 to 19
years of age.

Compared to 2002, deaths due to unintentional injury significantly declined for youth 15 to 19
years of age. The death rate from suicides in youth 15 to 19 years of age fluctuated from 3.5 per
100,000 (total of 7 youth) in 2002 to 4.8 per 100,000 (total of 11 youth) in 2011, down 35.3% from
its high of 7.5 per 100,000 (total of 17 youth) in 2010. The death rate from homicides in youth

15 to 19 years of age has decreased from 6.5 per 100,000 (total of 13 youth) in 2002 to 4.4 per
100,000 (total of 10 youth) in 2011, after its peak of 9.0 per 100,000 (total of 19 youth) in 2006.

Leading Causes of Death, Number of Deaths and Death Rate
Per 100,000 Children and Youths 0 to 19 Years of Age, Orange County, 2011

Leading Causes <1 Years 1to4 Years 5to9 Years 10to 14 Years 15to 19 Years 0 to 19 Years
of Death No Rate No. Rate No. Rate No. Rate No. Rate N. Rate
Unintentional Injury 3 7.9% 9 5.9 3 1.5 2 1.0% 22 9.7 39 4.7
Suicide 0 0.0 0 0.0 0 0.0 1 0.5* 11 4.8 12 1.5
Homicide 3 7.9 1 0.7 0 0.0 1 0.5* 10 4.4 15 1.8
Cancer 2 B+ 3 2.0 2 1.0" 4 1.9 10 4.4 21 2.6
Congenital Anomalies 50 131.5 2 1.3" 1 05* 4 1.9* 209%™ 59 7.2
Other 102 268.3 10 6.6 6 3.1 7 34 15 6.6 | 139 16.9
Total* 160 420.8 25 16.4 | 12 6.1 19 9.1 70 30.8 |286 34.8

*Total deaths also include, but are not listed: Sudden Infant Death Syndrome (SIDS), short gestation and low birth weight, diseases of
the heart, cerebrovascular, and neonatal hemorrhage.
**Rates based on less than five deaths are unstable and should be interpreted with caution.
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Death Rate by Cause Per 100,000 Child and Youth Population
15 to 19 Years of Age, 2002 to 2011
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Why is this Important?

Child and adolescent mortality rates are a reflection of a society’s infrastructure, including its
healthcare system and its prevention and safety efforts. Unintentional injuries are the leading
cause of preventable death in children and adolescents, with most fatal injuries resulting from
motor vehicles, fire/burns, drowning, falls and poisoning. Non-fatal injuries continue to be
important causes of child morbidity, disability and reduced quality of life. Nationally, the leading
causes of injury differ for children and adolescents. Unintentional injuries and intentional self-
harm (suicide) are the leading causes for adolescents 15 to 19 years of age. Among children
ages 1 to 14 years old, falls and being struck by or against an object or person are the two
leading causes of injury-related emergency department visits.? Suicides remain a serious
problem among young people, often rooted in stress and depression. Greater effort needs to be
focused on early identification of youth in crisis. With family support and appropriate treatment,
children and teens who are suicidal can heal and return to a healthy path of development.3

Suicide

Research shows that three-quarters of all deaths in young people are the result of injuries and
violence. The cost of injury and violence can be measured on both personal and societal levels.
When considering factors such as total lifetime costs (medical and productivity loses), and quality
of life, we observe a disproportionate impact of injury and violence on our nation’s youth.*

What's Happening in Orange County?

B The County of Orange Health Care Agency (HCA), provides classes and car seat inspections
for parents and maintains a Child Passenger Safety Resource Guide. Staff also provides
training and resources for service providers including law enforcement, social workers and
health care providers.

B Annually in October, HCA sponsors “International Walk To School Day” to promote safe
walking and bicycling behaviors, such as how to cross streets and how to select safe routes
to school. Staff also works with schools and community partners to make neighborhood
improvements that facilitate safe walking.

B In 2013, HCA partnered with multiple youth-serving organizations to distribute no-cost bicycle
helmets to qualifying youth, along with education and one-on-one helmet fitting.

B Teen Line is a confidential telephone helpline for teenage callers. It operates every evening
from 6:00 pm to 10:00 pm and is toll-free from anywhere in California.

Orange County Child Death Review Team '
The Orange County Child Death Review Team examined all deaths of children reported to the
Coroner in 2011. The age range for child death is defined as live birth through 17 years. Fetal
deaths are reported to the Coroner when the cause of death is unknown and the gestational
age is greater than 20 weeks. There were 169 total deaths reviewed in 2011, 80 for children
17 years and younger, and 89 for fetal deaths. For the purpose of this report, the deaths are
divided into five categories: natural, unintentional injury, homicide, suicide or undetermined.

See page 150,

186-193 in
Supplemental
Tables for
additional
data

NATIONWIDE:

In 2010, there were
45,068 deaths of
children ages 0 to 19
years. This is a rates of
623.4 (age <1 years);
26.5 (ages 1 to 4 years);
11.5 (ages 5 to 9 years);
14.3 (ages 10 to 14
years); and 49.4 (ages
15 to 19 years) deaths
per 100,000 children.®
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DATA SOURCE(S):
Orange County Health Care
Agency

NOTES:

' Orange County Child Death
Review Team Annual Report,
2011.

2 America’s Children: Key
National Indicators of Well-
Being, 2010.

3 American Academy of Child &
Adolescent Psychiatry, 2008.

4.5 State of California,
Department of Public Health,
Death Records, 1995-2009.

6 Centers for Disease Control
and Prevention, National
Center for Health Statistics.
Underlying Cause of Death
1999-2010.
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STATEWIDE:

In 2012, 487,242
children 0 to 17 years
old had a child abuse
report. 84,590 (17.4%)
of these children

had their report
substantiated."

RELATED
INDICATORS:

B Dependents of the
Court and Out-of-
Home Care

B Adoptions
B Foster Care

Definition of Indicator

Concerned citizens and mandated reporters contact the Child Abuse Registry (CAR) to discuss
and report children at risk for maltreatment. A report is taken for review and intervention when
the circumstances legally warrant it. State law defines child abuse as 1) physical injury inflicted
on a child by another person, 2) sexual abuse or 3) emotional abuse. Child neglect is defined as
negligent treatment that threatens the child’s health and/or welfare. It is important not to interpret
the reports to CAR as the actual number of child abuse and neglect cases.

Findings

There were 34,554 child abuse reports filed in Orange County during 2011/12. The gender
representation was 51.5% female and 48.2% male (0.27% unknown). Children 6 to 12 years of
age had the highest concentration of reports at 39.3%. Children 1 to 5 years old represented
27.9% of the total reports, followed by children 13 to 18 years old at 27.1%. Newborn children to
age 1 comprised 5.8% of the total reports. The most prevalent types of abuse reported in 2011/12
were general neglect (39.9%), at-risk/sibling abuse (21.6%), physical abuse (14.7%) and sexual
abuse (11.0%).

In 2012, there were 24,566 counts of children with one or more reports; children 6 to 10 years
old had the largest number of reports at 6,982 (28.4%). Of the children with one or more reports,
5,788 (23.5%) had their report substantiated.

Percent of Child Abuse Reports by Age, 2011/12

5.8%

27-9% - <1 Year of Age

- 1-5 Years of Age
- 6-12 Years of Age
13-18 Years of Age

27.1%

39.3%

Trends

Over the ten-year period, child abuse reports decreased 6.6% from 37,015 in 2003/04 to 34,554
in 2011/12. There was a decrease of 16.0% from the high in 2007/08 of 41,119. From 2003/04 to
2011/12, the percent of physical abuse reports for children decreased by 25.0%.

Child Abuse Reports by Percent for Children
Under 18 Years of Age by Type of Abuse, 2003/04 to 2011/12

Type of Abuse 03/04 04/05 05/06 06/07 07/08 08/09 09/10 10111 11121
Sexual Abuse 14% 15% 15% 14% 13% 12% 1% 1%  11.0%
Physical Abuse 20 18 18 17 15 15 15 15 14.7
Severe Neglect 1 1 1 1 1 1 2 1 1.1
General Neglect 43 43 44 39 37 39 28 40 39.9
Emotional Abuse 1 1 1 1 1 1 1 1 0.8
Exploitation 0.03 0.04 0.03 0.01 0.04 0.01 0.01 0.02 0.02
Caretaker absence 2 1 2 1 1 1 .02 0 0.0
Substantial risk 1 2 1 1 0.2 .04 1 1 1.0
At risk/sibling abused 1 1 1 13* 21 23 23 22 21.6
Allegation involving

sibling/other 17 18 18 13 10 9 10 10 9.8

*In November 2006 the “At Risk/Sibling Abused” allegation was assigned to siblings of children with an abuse or neglect allegation
which has led to a decrease in the category “Allegation involving sibling/other”
Prior to 2011/12, percents were rounded.
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Total Number of Child Abuse Reports, 2003/04* to 2011/12
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*Beginning January 2003 information on reports is generated automatically from the CWS/CMS.
Beginning July 2003, all reports from a mandated reporter are included.

Why is this Important?

A report to the Child Abuse Registry (CAR) is the primary entry point for children and families
into Orange County’s Child Welfare Services (CWS). Depending on the severity of the report,
there are established time standards for initiating an investigation. The child abuse report may

represent the only opportunity a child and family has to receive outside help to end maltreatment.

The majority of reports are received from professionals working with children. The vigilance
of relatives, friends, neighbors and even anonymous reporters are also crucial to reduce child
maltreatment. All reports are anonymous and confidential.

What's Happening in Orange County?

SSA continues to provide responses to allegations of abuse that include strength-based
assessments of the family and interventions/services that are community-based and culturally
competent.

B SSA has implemented Differential Response Path |, otherwise known as Neighbor to
Neighbor, which provides a community-based response to calls received by the CAR that do
not rise to the level of abuse or neglect. Assistance and preventative resources are provided
to families in need.

B Team Decision Making meetings, Parent Mentors, Family Services Workers and Striving To
Achieve Reunification and Recovery (STARR) workers focus on early engagement of families
in CWS. Early intervention and prevention services offered at community-based Family
Resource Centers result in more successful outcomes for children and families.

B Collaborative resource partners meet monthly at the Child Welfare Services Redesign
Planning Council. The purpose of this group is to bring to the forefront identified problems,
solutions and strategies to prevent child abuse and assist families towards self-sufficiency.

What’s Working:

B A Child Welfare Performance Indicator measures the timely response to child abuse reports,
either immediately or within 10 days. In 2012, SSA responded in a timely manner for 99.3%
(2,533) of the immediate reports and 96.9% (7,873) of the time for 10-day reports.

B Joint assessment and mutual exploration of placement alternatives have improved due to a
rapid response protocol that brings social workers to the police officer in the field.

B The Family-to-Family Initiative is an approach to child welfare practice emphasizing building
community partnerships; recruiting, training and supporting foster/adoptive parents and
relative caregivers; Team Decision Making meetings with birth parents and community
stakeholders; and continual self-evaluation.

B Multi-Disciplinary Consultation Team (MDCT) is a collaboration of SSA, Health Care Agency,
Probation and Department of Education representatives working with families to reduce the
need for protective custody and out-of-home placement by stabilizing and strengthening the
family through a coordination of available resources.

See page
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During 2011, an
estimated total of

3.4 million referrals,
including approximately
6.2 million children,
were made to Child
Protective Services
agencies. Of this
number, an estimated
18.5% were
substantiated cases of
abuse or neglect, and
the majority involved
cases of neglect. An
estimated 1,570 children
died from abuse or
neglect—at a rate of
2.1 deaths per 100,000
children.?
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" University of California,
Berkeley, Center for Social
Services Research, Child
Abuse Referral Highlights,
2012.

2 U.S. Department of Health
and Human Services,
Administration for Children
and Families, Child
Maltreatment Annual Report,
2011.
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CHILD ABUSE: DEPENDENCY PETITIONS

STATEWIDE:

There were 84,590
victims of maltreatment
in California in 2012.
This is a rate of 9.2
victims per 1,000
children.!

RELATED
INDICATORS:

B Dependents of the
Court and Out-of-
Home Care

B Adoptions

B Substance-Exposed
Infants

B Foster Care
B Child Abuse Reports

Definition of Indicator

Dependency petitions represent the number of children for whom the Social Services Agency
(SSA) has filed a petition requesting Juvenile Court protective orders as a result of maltreatment.
The petition contains a concise statement of facts, derived from the social worker’s investigation
and law enforcement concurrence, to support the conclusion that the child upon whose behalf
the petition is being brought is in need of protection pursuant to the California Welfare and
Institutions Code (WIC) §300.

Findings

In 2011/12, Orange County SSA filed 1,436 dependency petitions, 4.2% of the total child abuse
reports. On average, 120 petitions were filed per month.

Number of Dependency Petitions Filed, 2003/04 to 2011/12
11/12
10/11
09/10
08/09
07/08
06/07
05/06
04/05
03/04

0 500 1,000 1,500 2,000 2,500

Number of Petitions Filed
Trends

In the past ten-year period, the number of petitions filed decreased 26.3% from 1,948 in 2003/04
to 1,436 in 2011/12. During this time the number of petitions filed annually has fluctuated
reaching its most recent high in 2007/08 of 2,294. After three years of increases (2005/06 to
2007/08) the number of dependency petitions has decreased 37.4% in the past four years, from
2,294 in 2007/08 to 1,436 in 2011/12. From 2003/04 to 2011/12, the percentage of child abuse
reports on which a petition was filed decreased from 5.3% to 4.2%.

Percent of Child Abuse Reports on which a Dependency Petition was Filed,
2003/04 to 2011/12
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CHILD ABUSE: DEPENDENCY PETITIONS

Why is this Important?

In the majority of instances where child maltreatment is alleged, Juvenile Court intervention is
not required to ensure the welfare of children. In fact, almost 95% of the time when reports are
taken for assessment, SSA is able to assist children and families without formal Juvenile Court
intervention. In only the most difficult situations is Juvenile Court intervention requested, primarily
to protect children and help strengthen families.

Studies indicate that victims of child abuse are more likely to abuse drugs and alcohol, and
as adults be homeless, engage in violence against others and be incarcerated. Studies report
that between one-third and two-thirds of substantiated child abuse and neglect reports involve
parental substance abuse. Parents’ substance abuse is more likely to be a factor in reports
regarding younger children, particularly infants. It is important that drug and alcohol treatment
programs are available to parents to improve the lives of children in the Child Welfare System.

What's Happening in Orange County?

When Juvenile Court intervention is required, a service plan is developed to keep children safe

and reunify families. The service plan contains detailed instructions for resolving substance

abuse, mental health, domestic violence and/or other issues that may have led to the child’s

removal from the home.

B Enhanced efforts to engage parents in completing service plan goals have reduced the time to
reunification for many Orange County families.

B Whenever safely possible, Orange County supports opportunities for children to remain at
home while parents work on court-ordered service plans.

B The Mother/Child Residential Program that opened in September 2009 at the Tustin Family
Campus continues to help mothers gain sobriety, shelter and employment while their
child(ren) remain in their care. The program allows mothers to learn and utilize life skills,
set goals and helps to assist them in obtaining housing that will integrate them into the
community.

What’s Working:
B Team Decision Making meetings determine what services might be provided to preserve the
family and prevent removal of children whenever safely possible.

m With the conclusion of the Dependency Drug Court in May 2013, the Striving to Achieve
Reunification & Recovery (STARR) Program was developed to engage parents early in the
dependency system when substance abuse has been identified as a potential need.

B The Parent Leadership Program provides support and mentoring for parents involved in
reunification programs.

B The Conditional Release with Intensive Supervision Program (CRISP) is an adjunct program
that is court ordered for some cases during the dependency process. CRISP was designed
to provide intensive services to the family for the purpose of having an earlier family
reunification, while working in conjunction with the Dependency Investigations mandates.

No Recurrence of Maltreatment within Six Months
No Recurrence of Maltreatment is a measure of children who were victims of a substantiated
maltreatment allegation during one six-month period, but were not victims of another
substantiated maltreatment allegation within the subsequent six-month period. In 2011/12,
94.3% of children in Orange County who were victims of substantiated maltreatment
allegations did not have another maltreatment allegation within the next six months, compared
to California at 93.3% and the national standard of 94.6%. The rate of no recurrence of
maltreatment has remained steady from 93.8% in 2003/04. Orange County met the national
standard in 2008/09 and 2009/10 and is slighly below the national standard in 2011/12.

See page
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In 2011, one-fifth

of investigations
(19.5%) resulted in
dispositions that were
either substantiated

or indicated child
maltreatment. More
than half (58.9%) of the
investigations resulted
in the finding that child
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substantiated.?
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NOTES:

1 Center for Social Services
Research, University of
California at Berkeley, 2012.

2 U.S. Department of Health
and Human Services,
Administration for Children
and Families, Child
Maltreatment, 2011.
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9 9K < DEPENDENTS OF THE COURT & OUT-OF-HOME CARE

STATEWIDE:

As of July 2012, 51,721
children, 0 to 17 years
of age, were in out-of-
home care in California.
This is down 42.6% from
90,049 in July of 2003.4

RELATED
INDICATORS:

B Substance-Exposed
Infants

B Child Abuse Reports
B Adoptions

B Dependency Petitions
B Foster Care

Definition of Indicator

Dependents of the court are children who have been found, by Juvenile Court action, to require
protection and supervision by the Juvenile Court from abuse and/or neglect. These children can
be either in their own homes under Social Services Agency (SSA) supervision or in out-of-home
care, such as in the care of a relative, nonrelated extended family member (NREFM), foster
parent or group home.

Findings

In 2011/12, there was a monthly average of 2,790 children who were dependents of the court. Of
this total, 2,215 children were in out-of-home care. As of April 2013, the ethnicities of the children
were Hispanic, 58%; White, 34%; followed by Black, 5%; and Asian, 3%. Additionally, 36.7% of
the youth were 5 years old and younger. Children 6 to 12 years of age comprised 28.0% of the
total children in out-of-home care and 35.3% of children were 13 to 18 years of age.

Average Monthly Number of Children in Out-of-Home Care and the Average
Monthly Number of Dependents of the Court, 2002/03 to 2011/12
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Trends

From 2002/03 to 2011/12, the monthly average number of dependent children decreased by
30.4% from 4,007 to 2,790. During the same time period, children in out-of-home care decreased
24.6% from 2,939 to 2,215. However in the last year, from 2010/11 to 2011/12, the average
monthly number of children in out-of-home care increased 9.7% from 2,018 to 2,215.

By ethnicity, the percentage of children in out-of-home care who were Hispanic rose from 47% in
2002/03 to 58% in 2011/12. However, there was a decrease in the percentage of White children
from 40% to 34%, Black children from 9% to 5% and Asian children from 4% to 3%.

In addition, as seen in the comparison between the ethnicity of the OC youth population and
those in out-of-home care, there is a disproportionate representation among Hispanics (47% to
58%), Blacks (1% to 5%) and an underrepresentation among Asians (15% to 3%), while Whites
remain fairly proportionate (32% to 34%).

Race/Ethnicity of Children in
Orange County, Census 2010

Race/Ethnicity of Children in
Out-of-Home Care in April 2013
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Why is this Important?

The placement of children in out-of-home care is an indicator of family dysfunction that is so
severe that a child cannot remain safely with his or her family." Family dysfunction that results in
child abuse and neglect is a serious problem that crosses socioeconomic and ethnic boundaries
and has a profound effect on the safety and well-being of the children.

The number of children growing to maturity in out-of-home care has gained considerable
national, statewide and local attention. Too often these children experience multiple placements,
which can lead to the inability to reunite with their families or attach to a new permanent

family. Research has shown that children experiencing abuse or neglect are at greater risk

for delinquency, violence, self-destructive behaviors, post-traumatic stress disorder, major
depressive disorder, substance abuse and other diagnostic conditions.2 In addition, children
experience emotional trauma resulting from chronic rejection, loss of affection, betrayal and
feelings of helplessness that may accompany chronic maltreatment.3

What's Happening in Orange County?

In January 2012, Orange County SSA implemented the Extended Foster Care Program,
legislated from Assembly Bill 12 (AB 12). This bill allowed non-minor dependents to remain in
foster care from 18 to 21 years of age, attributing to the 9.7% increase in children and youth in
out-of-home care over the last year. AB 12 provides support to foster youth who remain under the
jurisdiction of the court and supervision of the county as they transition to independence.

SSA continues to expand programs and initiatives designed to expedite permanency and keep

children safely in their own home.

B The number of children who are dependents of the Juvenile Court and the number of children
in out-of-home care have decreased significantly over the last decade.

B The Orange County Child Welfare Redesign Planning Council is a collaboration of county
agencies and organizations dedicated to improving safety and permanency outcomes for
children who come into the child welfare system.

B Greater collaboration among Juvenile Dependency Court partners has spotlighted the
importance of timely reunification of children with their families.

What’s Working:

B A Community-Based Differential Response model is being implemented in phases to better
involve community partners, such as Family Resource Centers, in efforts to engage families in
services to prevent abuse or neglect and to help keep children in their communities.

B Team Decision Making meetings involve birth families, service providers, social workers and
community members in planning for reunification.

B Wraparound Orange County is a team approach to working with families that provides an
in-home support system that allows children who might have been placed in a group home to
remain in a safe and stable home.

B SSA's Supervised Family Visitation Center has allowed parents to have more natural and
frequent interactions with their children leading to increased opportunities for children to return
home to their parents.

B Social workers expedite permanency for children when appropriate by conducting alternative
placement planning concurrently with reunification efforts.

B Placements with relatives are a priority to maintain children with family members. New family
connections are made through nationwide searches for lost relatives to increase the children’s
support systems and possible out-of-home care placements with families.

See page
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The number of children
in out-of-home care
decreased from
487,409 in 2005 to
400,540 in 2011.5
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NOTES:

' The Child Welfare League
of America, National Data
Analysis System, 2000.

2 Wolfe, D. A., 1987.

3 Cicchetti, D., 1989.

4 University of California,
Berkeley, Center for Social
Services Research, Child
Welfare Supervised Foster
Care, 2012.

5 Adoption and Foster Care
Analysis and Reporting
System (AFCARS), 2011.
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STATEWIDE:

As of September 2011,
there were 55,409
children in foster

care. This is a 36.5%
decrease from 87,278
children in 2003.3

RELATED
INDICATORS:

B Child Abuse Reports
B Dependency Petitions
B Adoptions

B Dependents of the
Court

Definition of Indicator

When the Juvenile Court determines that a child cannot safely remain with his or her own family,
the Social Services Agency (SSA) identifies a placement for the child. Relative/guardian care is
the primary placement considered in order to comply with state law and best practice of placing
children in the least restrictive, most family-like setting.! If relatives are not available, the next
best option is a non-related extended family member (NREFM). If relatives and NREFMs are not
available, SSA may place the child in a county licensed foster home (FFH) or a home provided
by a Foster Family Agency (FFA). FFA-certified homes are provided by non-profit agencies
licensed by the state to develop and supervise specialized foster homes for the placement of
children who require a higher level of care due to emotional or behavioral problems. A child with
even more significant behavioral issues may be temporarily placed in a state licensed group
home or other residential setting to meet their treatment needs.

Findings

In April 2013, there were a total of 2,249 children in out-of-home placements, of which children

0 to 5 years of age represented the largest group with 825 (36.7%). Among all children in out-
of-home care, most resided with relatives or guardians, 1,344 (59.8%). There were 346 (15.4%)
children in FFA Certified Home placements. County Licensed Foster Family Homes cared for 171
(7.6%) children, and there was a total of 96 (4.3%) children in group homes.

Foster Care Placements by Type and Age Range, April 2013
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There was a 24.1% decline in the number of children placed in foster care from 2,963 in April
2004 to 2,249 in April 2013, based on an annual point-in-time comparison. Over the same time
period, the only increase by placement type has been Relative or Guardian care, up 7.4% from
1,251 in 2004 to 1,344 in 2013 (an increase of 18 percentage points from 42.2% to 59.8%).
There have been decreases in all other types, with the largest change being a 78.7% decrease
in the number of children placed in a group home (450 in 2004 to 96 in 2013). Wraparound
referrals, which help maintain youth in family based care, increased over 300% in the past ten
years, from 97 referrals in 2002/03 to 398 referrals in 2011/12.

Placement Stability
Placement Stability is a measure of children who were served in foster care for eight days
to 12 months during the year, who had only one or two placements. In 2011/12, 88.7% of
Orange County’s foster youth in care 8 days to 12 months, had one or two placements
within the year, compared to California at 85.7% and the United States at 86.0%, an
improvement from 69.8% in 2002/03 for Orange County and 79.5% for California.
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Why is this Important?

Foster care is designed to be a necessary but temporary service until the child can return home
or permanency* can be achieved. This is coupled with the vision of placing children in the best
familial environment. There are many challenges compounding the provision of time-limited
foster care services. For instance, there is a shortage of suitable placement options - the most
critical shortages faced are in the areas of 1) licensed family foster care; 2) Orange County
community-based care; 3) placements that can take sibling groups; and 4) caregivers willing to
take on the special challenges presented by teenagers. As a result, more children have to be
placed in FFAs, group homes and other residential placements outside Orange County, often at
increased support costs.

In September 2010, Assembly Bill 12 (AB 12), also known as the California Fostering
Connections to Success Act was signed into law. AB 12 allows California to extend foster care
for eligible youth beyond 18 years of age, and at full implementation, up until the age of 21.1
Eligibility requirements include: completing high school or an equivalent program; enrolled

in college, community college or a vocational education program; participating in a program
designed to remove barriers to employment; employed at least 80 hours a month; or unable to
do one of the above requirements because of a medical condition.? Additionally, AB 12 provides
extended assistance to eligible youth in the Adoption Assistance Program (AAP).

What's Happening in Orange County?

Orange County Children and Family Services (CFS) endorses the Family-to-Family principle that
every child in foster care deserves to reside in a safe and stable family setting that preserves
neighborhood and community connections. CFS continues to support efforts to keep children
with siblings and in family-like settings in their own neighborhoods and schools. Additionally,
CFS continues to divert children from shelter care, reduce the number of placements children
experience and lessen reliance on group (congregate) care resources.
B From 2003 to 2012, there were striking declines in the number of children residing in group
home settings. The same time period has shown an increase in the proportion of children in
foster care placed with relatives or NREFMs.

What’s Working:

B AField Response Protocol that dispatches a social worker to assist police officers has
reduced the number of child protective removals initiated by law enforcement.

W In 2009/10, CFS’s First 23-Hour Step Assessment Center, and Placement and Diversion
programs, successfully diverted more than 54% of children from entering Orangewood
Children and Family Center by locating and qualifying relatives and NREFMs as caregivers.

B In January 2011, the Sibling Residential Homes program opened to provide short term
transitional residential treatment intervention for up to 12 children, ages 2 days to 18 years of
age, allowing siblings to reside together while searching for a more per