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Mr. Chairman, I am grateful for the opportunity to testify at this important hearing on
serving the health care needs of children in foster care. My name is Laurel Leslie, MD, MPH,
FAAP, and I am proud to speak on behalf of the American Academy of Pediatrics (AAP) and its
Task Force on Foster Care, of which I am a member. I am an Associate Professor of Medicine
and Pediatrics at Tufts Medical Center, a practicing pediatrician, and a researcher on children’s
mental health needs. A particular focus of my clinical work and research has been children in
foster care.

The American Academy of Pediatrics has a deep and abiding interest in the health care
provided to children in the foster care system. The Academy has published a handbook on the
care of foster children, Fostering Health, as well as numerous policy statements, clinical
guidelines, and studies regarding child abuse, neglect, foster care, and family support. In
addition, the Academy has recognized the unique challenges faced by children in foster care by
designating the special health care needs of children in foster care as one of the five issues
highlighted in its Strategic Plan for 2007-2008 and establishing a Task Force on Foster Care that
will craft a multi-pronged strategy for the AAP to improve the health of children in foster care.

The AAP recognizes that psychotropic medication can be an appropriate and effective
part of a treatment plan for some children in foster care. It is critical, however, that these
children receive thorough evaluations and comprehensive treatment that address all aspects of
the child’s physical, mental, developmental/education, and behavioral health, and that are
evidence-based where evidence is available. Congress should support and fund quality,
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comprehensive care for all aspects of the health and well-being of children in foster care,
including their mental health.

Our Nation Must Address the Health Needs of Children in Foster Care
On any given day, approximately 540,000 children are in foster care, most of whom have
been placed there as a result of abuse or neglect at home. Several decades of research has firmly
established that the health care needs of children in out-of-home care far exceed those of other
children living in poverty. Compared with children from the same socioeconomic background,
children in foster care have much higher rates of birth defects, chronic physical disabilities,
developmental delays, serious emotional and behavioral problems, and poor school
achievement.1 In fact, nearly half of all children in foster care have chronic medical
problems,2,3,4,5 about half of children ages 0-5 years in foster care have developmental
delays,6,7,8,9,10,11 and up to 80% of all children in foster care have serious emotional
problems.12,13,14,15,16,17,18,19

Typically, their history of abuse and neglect and the accompanying health,
developmental and behavioral problems they experience have an ongoing impact on all aspects
of their lives, even long after these children and adolescents have left the foster care system.20
For example, the 2005 Northwest Foster Care Alumni Study reported that alumni from foster
care were six times more likely to suffer post-traumatic stress disorder, four times more likely to
turn to substance abuse, twice as likely to experience depression, and more than two-and-a-half
times more likely to be diagnosed with an anxiety disorder.21 (Figure 1) Other examples of poor
health outcomes in adulthood that have been linked to childhood abuse and neglect include heart
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disease, tobacco use, substance abuse, sexually transmitted diseases, unintended pregnancy,
delinquency, obesity, and work absenteeism.22
Figure 1: The Proportion of Adult Alumni from Foster Care with Psychiatric
Problems, Compared to Other Young Adults in the General Population
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(Source: Pecora, P.J. et al., (2005). Improving Family Foster Care: Findings from the Northwest Foster Care
Alumni Study. Seattle, WA: Casey Family Programs.)

The health care needs of children in foster care are often under-identified and
undertreated, despite the overwhelming evidence of need from research. Stark evidence that
children are not receiving timely services has come from a range of studies, from the 1995
Government Accountability Office (GAO) report demonstrating that 1/3 of children had health
care needs that remained unaddressed while in out-of-home care, to the analysis of the National
Survey of Child & Adolescent Well-Being documenting that only a quarter of the children with
behavioral problems in foster care received mental health services within a one-year follow-up
period.23
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Children in foster care are at risk for having inadequate health care provided to them.
Most children enter foster care under precipitous and adversarial conditions; little may be known
about their medical history and their parents may be ambivalent about partnering with an
investigative case worker to address their child’s well-being.24 If medical information is
obtained, it may not be transmitted to subsequent caseworkers or foster parents who bring a child
to see a clinician. As a result, physicians find themselves trying to identify and treat conditions
without access to the child’s medical history. Appropriate treatments may be delayed or
clinicians may need to order otherwise unnecessary laboratory work-ups or referrals to
subspecialists.

Despite a bewildering number of adults participating in these children’s lives (e.g.
investigative case workers, social workers, birthparents and/or foster parents, primary care
clinicians, specialists, school personnel, judges, lawyers, and court-appointed child advocates),
they often lack a single, clearly designated individual to monitor their health-related needs and
care. Because foster parents have no legal authority to make medical decisions, they are
frequently not informed regarding the outcomes of the child’s physical and mental health
assessments, including the decision to prescribe medication.

Many children experience multiple changes during their episode in foster care, with more
than 25% experiencing three or more placement changes per year.25 Each placement change
results in a change in caregiver, and possibly a change in social worker and any involved health
care providers, thus increasing the potential for an uninformed diagnosis, poor communication
and coordination of health-related needs and inconsistent, duplicative delivery of care.

4

Policymakers may find it difficult to reconcile these statistics regarding unmet need with
other data on health care financing and utilization among children in foster care. Mental health
service use by children in foster care is 8-11 times greater than that experienced by other lowincome and generally high-risk children in the Medicaid program.26,27 Children in foster care
account for 25-41% of expenditures within the Medicaid program despite representing less than
3% of all enrollees.28,29 The answer to this apparent contradiction lies in recent data which have
shown that up to 90% of these costs may be accounted for by 10% of the children.30,31 The
services are being shifted to the back end of the system to children living in residential treatment,
group homes, and psychiatric facilities. A small number of children are receiving intensive,
expensive services because the system has neglected them until their needs became catastrophic.
This is ultimately a failure to screen adequately and provide services to the overwhelming
majority of children who would be excellent candidates for treatment and would likely respond
to more modest levels of treatment if such services were provided at the earliest possible time.

Improvements Are Happening, But They Bring New Challenges
Although the landmark Adoption and Safe Families Act of 1997 is rightly heralded for its
focus on improving pathways to permanency and adoption for children in foster care, a less
discussed but equally important mandate of that legislation was that states focus on the wellbeing of children under their care. This spurred the development of more coordinated
approaches to providing health care to children in the child welfare system. The last decade has
seen the emergence of different models of care, from health care and mental health professionals
inserted into child welfare units to screen adequately and provide oversight to the health care
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needs of children, to specialized health centers that provide screening services to all children
entering out-of-home care and timely follow-up to children, particularly during periods of
placement change. These units have been responsive to guidelines published by the American
Academy of Pediatrics, the American Academy of Child and Adolescent Psychiatry, and the
Child Welfare League of America to provide the assessment and referrals necessary to meet the
goals for timely access to appropriate care. Specialized health programs have also been
demonstrated to improve referral of children to treatment services.32

As we have begun to achieve some success in improving access to care, new challenges
have emerged. One that has risen to national attention recently has been the concern for the
overuse of psychotropic medications among our nation’s youth in general, with a potentially
disproportionate increase among children in foster care. The few research studies available show
rates of psychotropic medication use ranging from 13-50% among children in foster
care,33,34,35,36,37,38,39 compared with approximately 4% in youth in the general population.40 In
fact, a report prepared by the Government Accountability Office found that 15 states identified
the overuse of psychotropic medications as one of the leading issues facing their child welfare
systems in the next few years.41

Recently published data from Texas suggests that the use of

multiple medications concurrently is occurring at high rates among children in foster care.42
Soon-to-be-published data from Safe Place also demonstrates that in the Medicaid program,
children in foster care with autism were much more likely to use three or more psychotropic
medications than children who qualified through the Supplemental Security Income program.43
Those data have shown alarming interstate variation in the prescription patterns of psychotropic
medications for children in foster care across our nation.
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It is difficult to know from these preliminary analyses or the multitude of reports that are
emerging in the media whether the use of these medications by children in foster care is
appropriate, although at the very least the use of combinations of three or more medications
remains controversial. Clearly, medication can be helpful to some children, but with the
increasing use of these medications among children in general, there comes the added
responsibility to ensure that children have access to an array of treatment strategies, from
medication to community-based services that may augment or replace the need for medications
in many circumstances. Furthermore, the failure to coordinate and provide continuity in services
and the absence of clear guidelines and accountability to ensure that treatment decisions are in
the child’s best interest, create a greater risk that medications will be prescribed to control
children’s behaviors in the absence of individualized service plans that might offer the best
chance for success. These critical questions do not have simple answers, and, addressing them
will require sustained collaboration between health care and child welfare professionals, as well
as the funding streams to support such collaboration.

Children in Foster Care Must Have a Medical Home
Beginning in the 1960s, the American Academy of Pediatrics pioneered the concept of
the “medical home,” which is defined as “accessible, continuous, comprehensive, family
centered, coordinated, compassionate, and culturally effective.”44 In a medical home, the
physician should be known to the child and family and should be able to develop a partnership of
mutual responsibility and trust with them. In the case of children in foster care, a medical home
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can provide a critical source of stability and continuity in a child’s otherwise chaotic life. The
medical home’s efforts should include the following:
•

Obtaining health records. Too many children in state care arrive in a physician’s office
without any medical history or documentation.

•

Obtaining educational records. Educational records, including an Individualized
Education Plan, can contain critical information about the child’s care, development, and
physical and mental health needs and current service use.

•

Attempting to include the birth parent or legal guardian. If possible, close family
members should be part of discussions and can often provide at least portions of health
history, family history and consent for use of medication.

•

Communicating with the child’s caseworker, who may have access to information
about the child’s health and well-being.

•

Obtaining any health history available from the foster parent.

•

Ruling out medical issues that may contribute to the behaviors of concern (e.g. hearing
loss).

•

If appropriate, making a mental health referral to a qualified mental health provider.
The medical home should communicate with the mental health provider. If psychotropic
medication is to be prescribed, it should ideally be done by a child psychiatrist,
psychiatric nurse practitioner, a developmental/behavioral pediatrician, or a highly skilled
and knowledgeable pediatrician with access to mental health consultation.

•

Following good medical practice in medication management. Any clinician
prescribing psychotropic medications for children in foster care should exercise good
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clinical judgment and follow evidence-based guidelines, including recommendations for
both psychotherapeutic and psychopharmacological treatment.
•

Obtaining assent from the child or teen who has been well-informed about the
medication. Too many children in foster care have no idea what their diagnoses are or
why they are taking medication.

•

Detailed practice parameters are available through the Academy publication, Fostering
Health.45

Experience has taught us that a medical home can play a critical role in the lives of
children in foster care. Allow me to share three stories with you from my own experience as a
clinician that demonstrate where we as a system have failed or succeeded in addressing
appropriately the mental health needs of children in foster care:
•

Four-year-old Carrie* first came to see me because of violent tantrums. She had broken
windows, doors, and televisions in previous foster homes. Because she was so difficult
to control, she had already been through several foster care placements. Working in close
cooperation with her foster parents, we were able to wean Carrie down to one
psychotropic medication and educate her foster parents in intensive behavioral
interventions to help shape Carrie’s behavior. However, when Carrie was placed for
adoption in a neighboring county, neither her foster parents nor I were given the
opportunity to share what we had learned with her adoptive parents or her pediatrician or
mental health clinician. Her behaviors returned with a vengeance and, because her
prospective parents did not know how to cope with them, the adoption fell apart within
two weeks. Carrie was then placed with yet another foster family.
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•

When Janelle* aged out of the foster care system, she had 22 mental health diagnoses and
was on four different medications. She had no idea what any of the drugs were for and
stopped all of them – a dangerous move, considering that some psychotropic medications
can have serious side effects if stopped suddenly. Janelle met with me after aging out of
the foster care system and asked me why she had been on so many medications and why
no one had ever taken the time to educate her about her own health and how to care for
her health needs. I did not have a good answer for her.

•

Nine-year old Jacob* had been in foster care for several years while his mother was in jail
because of drug use. He had hearing loss, Attention Deficit Hyperactivity Disorder, and
a reading disability and needed medical, mental health, and school-based services which
we had been able to put in place. When his mother was released from jail, I was able to
transition Jacob’s care and meet together with Jacob, his mother, and foster parents.
Interestingly, Jacob’s mother had received no help with parenting while in jail, and
shared with me her own inability to set limits or discipline as she herself had been a
victim of child abuse, an all-too-common story. We worked with her to learn parenting
skills, find mechanisms of coping with stress that did not include substance use, and take
over care coordination of the many needs of her son. By improving her parenting skills,
we were able to help her better help her son to manage his ADHD symptoms.

Recommendations
Our nation has a moral and legal responsibility to provide better care to these most
vulnerable children. We must ensure that, in removing them from their homes, we improve the
*

Not the child’s real name.
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health and well-being of foster children and do not further compound their hardship. While the
AAP Task Force on Foster Care will issue additional recommendations in the future, the
American Academy of Pediatrics has identified priorities in health care for children in foster care
that include the following:

Comprehensive Care for Children in Foster Care
•

All children, including children in foster care, should have a medical home that is
accessible, continuous, comprehensive, family centered, coordinated, compassionate, and
culturally effective.46 For children in foster care, a medical home can provide a crucial
source of stability, continuity of care, and information.47

•

Comprehensive physical, developmental, and mental health assessments should be given
to every child within 30 days of entering state custody.48 Mental health assessments
should also be conducted on any child for whom psychotropic medications are being
considered.49

•

Care coordination must be a priority. The Academy strongly supports Section 421 of
H.R. 5466, the Invest in KIDS Act, which requires states to improve care coordination for
children in foster care. We were pleased to work closely with Chairman McDermott and
his staff to develop this section and hope it can be passed expeditiously.

•

The Academy is profoundly concerned that the recent Centers for Medicare and Medicaid
Services interim final rule on Case Management Services represents a step away from
care coordination. While the rule states that its purpose is to improve care coordination,
the significant limits it imposes are likely to restrict state flexibility and deny the child
welfare system valuable tools to coordinate health and related services for children in

*

Not the child’s real name
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foster care. The Academy strongly endorsed the legislation passed by the House to place
a moratorium on this rule.
•

Financing should reimburse health care professionals for the more complex and lengthy
visits that are typical of the foster care population. Financing must also cover the cost of
the health care management to ensure that this medically complex population receives
appropriate and timely health care services.50

•

Child welfare agencies and health care providers should develop and implement systems
to ensure the efficient transfer of physical, developmental, and mental health information
among professionals who treat children in foster care.51

•

Health insurance for children and adolescents in foster care must include a
comprehensive benefits package, such as the Early and Periodic Screening, Diagnosis
and Treatment (EPSDT) package, to cover the wide array of services needed to ensure
optimal physical, emotional, developmental, and dental health.52

Mental Health Services for Children in Foster Care
•

If children in state custody are placed on medication, there should be an established
protocol for obtaining consent and monitoring the use of that medication. Depending on
the state, parties authorized to provide this consent could include a juvenile court officer,
social services commissioner, or other authorized guardian or agency with assistance
from a clinician knowledgeable of the evidence regarding psychotropic medication use.
Pediatric and mental health providers should have ongoing communication with the child
and caregivers to monitor treatment response, side effects and potential adverse reactions.
Caseworkers also should maintain documentation regarding recommendations for
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prescriptions, changes in dosage and side effects, and child’s response to medication as a
treatment option. Youth should be involved and educated about the risks, benefits, and
side effects of taking psychotropic medications. When appropriate, the assent of youth
should be documented in addition to consent of the caretaker and/or caseworker.53
•

Financing should include funds for developing family-based approaches to mental health
and developmental services.54

•

Both the National Child Abuse and Neglect Data System (NCANDS) and the Adoption
and Foster Care Analysis and Reporting System (AFCARS) should track at least basic
information on the use of psychotropic medications among children in foster care. At
present, neither system collects any data in this area. The Academy filed comments with
the Administration on Children, Youth and Families on March 5, 2008 that included
recommendations for new AFCARS data elements on psychotropic drug prescriptions for
children in foster care.

Mr. Chairman and Members of the Subcommittee, I deeply appreciate this opportunity to
offer testimony on behalf of the American Academy of Pediatrics. I stand ready to answer any
questions you may have, and I thank you for your commitment to the health of the children of
our nation.
1

Committee on Early Childhood, Adoption and Dependent Care. Health Care of Young Children in Foster Care.
Pediatrics, Vol. 109, No. 3, March 2002.
2
US General Accounting Office. Foster care: health needs of many young children are unknown and unmet.
Washington, DC: (GAO/HEHS-95-114); 1995.
3
Takayama JI, Wolfe E, Coulter KP. Relationship between reason for placement and medical findings among
children in foster care. Pediatrics. 1998;101(2):201-207.
4
Halfon N, Mendonca A, Berkowitz G. Health status of children in foster care. The experience of the Center for the
Vulnerable Child. Archives of Pediatrics & Adolescent Medicine. 1995;149(4):386-392.
5
Simms MD. The foster care clinic: a community program to identify treatment needs of children in foster care.
Journal of Developmental & Behavioral Pediatrics. 1989;10(3):121-128.
6
Chernoff R, Combs-Orme T, Risley-Curtiss C, Heisler A. Assessing the health status of children entering foster
care. Pediatrics 1994;93(4):594-601.
13

7

Hochstadt NJ, Jaudes PK, Zimo DA, Schachter J. The medical and psychosocial needs of children entering foster
care. Child Abuse & Neglect 1987;11(1):53-62.
8
Horwitz SM, Simms MD, Farrington R. Impact of developmental problems on young children's exits from foster
care. Developmental and Behavioral Pediatrics 1994;15(2):105-10.
9
Leslie LK, Gordon J, Ganger W, Gist K. Developmental delay in young children in child welfare by initial
placement type. Infant Mental Health Journal 2002;23(5):496-516.
10
Swire MR, Kavaler F. The health status of foster children. Child Welfare 1977;56(10):635-53.
11
Szilagyi M. The pediatrician and the child in foster care. Pediatrics in Review 1998;19(2):39-50.
12
Halfon N, Mendonca A, Berkowitz G. Health status of children in foster care. The experience of the Center for the
Vulnerable Child. Archives of Pediatrics & Adolescent Medicine. 1995;149(4):386-392.
13
Landsverk JA, Garland AF, Leslie LK. Mental health services for children reported to child protective services.
Vol 2. Thousand Oaks: Sage Publications; 2002.
14
Glisson C. The effects of services coordination teams on outcomes for children in state custody. Adminstration in
Social Work. 1994;18:1-23.
15
Trupin EW, Tarico VS, Low BP, Jemelka R, McClellan J. Children on child protective service caseloads:
Prevalence and nature of serious emotional disturbance. Child Abuse & Neglect. 1993;17(3):345-355.
16
Clausen JM, Landsverk J, Ganger W, Chadwick D, Litrownik A. Mental health problems of children in foster
care. Journal of Child & Family Studies. 1998;7(3):283-296.
17
Urquiza AJ, Wirtz SJ, Peterson MS, Singer VA. Screening and evaluating abused and neglected children entering
protective custody. Child Welfare. Mar-Apr 1994;73(2):155-171.
18
Garland AF, Hough RL, Landsverk JA, et al. Racial and ethnic variations in mental health care utilization among
children in foster care. Children's Services: Social Policy, Research, & Practice. 2000;3(3):133-146.
19
Pecora P, Kessler R, Williams J, et al. Improving family foster care: findings from the Northwest Foster Care
Alumni Study. Seattle, WA: Casey Family Programs, available at http://www.casey.org; 2005.
20
Centers for Disease Control and Prevention. Adverse Childhood Experiences (ACE) study.
http://www.cdc.gov/od/oc/media/pressrel/r980514.htm.
21
Ibid.
22
Felitti VJ, Anda RF, Nordenberg D, et al. Relationship of childhood abuse and household dysfunction to many of
the leading causes of death in adults. Am J Prev Med. 1998; 14:245-258.
23
Burns BJ, Phillips SD, Wagner RH, et al. Mental health need and access to mental health services by youths
involved with child welfare: a national survey. Journal of the American Academy of Child and Adolescent
Psychiatry. 2004;43(8):960-970.
24
Leslie LK, Kelleher KJ, Burns BJ, Landsverk J, Rolls JA. Foster care and Medicaid managed care. Child Welfare
2003;82(3):367-92.
25 Institute for Research on Women and Families. Health services for children in foster care. Sacramento, CA:
California State University, 1998.
26
Harman JS, Childs GE, Kelleher KJ. Mental health care utilization and expenditures by children in foster care.
[see comments]. Archives of Pediatrics & Adolescent Medicine. 2000;154(11):1114-1117.
27
Halfon N, Berkowitz G, Klee L. Mental health service utilization by children in foster care in California.
Pediatrics. 1992;89(6 Pt 2):1238-1244.
28
Ibid.
29
Takayama JI, Bergman AB, Connell FA. Children in foster care in the state of Washington. Health care utilization
and expenditures. JAMA. 1994;271(23):1850-1855.
30
Ibid.
31
Rubin DM, Alessandrini EA, Feudtner C, Mandell D, Localio AR, Hadley T. Placement stability and mental
health costs for children in foster care. Pediatrics. 2004;113(5):1336-1341.
32
Horwitz SM, Owens P, Simms MD. Specialized assessments for children in foster care. Pediatrics. 2000;106(1 Pt
1):59-66.
33
Ferguson DG, Glesener DC, Raschick M. Psychotropic drug use with European American and American Indian
children in foster care. J Child Adolesc Psychopharmacol. 2006;16(4):474-481.
34
Zima BT, Bussing R, Crecelius G M, Kaufman A, Belin TR. Psychotropic medication treatment patterns among
school-aged children in foster care. J Child Adolesc Psychopharmacol. 1999;9(3):135-47.
35
McMillen JC, Scott LD, Zima BT, Ollie MT, Munson MR, Spitznagel E. Use of mental health services among
older youths in foster care. Psychiatr Ser. 2004;55(7):811-817.

14

36

Breland-Noble AM, Elbogen EB, Farmer EM, Dubs MS, Wagner HR, Burns BJ. Use of psychotropic medications
by youths in therapeutic foster care and group homes. Psychiatr Serv. 2004;55(6):706-708.
37
Zito JM, Safer DJ, Sai D et al. Psychotropic medication patterns among youth in foster care. Pediatr.
2008;121(1):e157-e163.
38
Raghavan R, Zima BT, Andersen RM, Leibowitz AA, Schuster MA, Landsverk J. Psychotropic medication use in
a national probability sample of children in the child welfare system. J Child Adolesc Psychopharmacol.
2005;15(1):97-106.
39
Zima BT, Bussing R, Crecelius GM, Kaufman A, Belin TR. Psychotropic medication use among children in foster
care: relationship to severe psychiatric disorders. Am J Public Health. 1999;89(11):1732-5.
40
Olfson M, Marcus SC, Weissman MM, Jensen PS. National trends in the use of psychotropic medications by
children. J Am Acad Child Adolesc Psychiatry. 2002;41(5):514-21.
41
US Government Accountability Office. Child Welfare: Improving Social Service Program, Training, and
Technical Assistance Information Would Help Address Long-standing Service-Level and Workforce Challenges.
Washington, DC: US GAO; 2006.
42
Zito JM, Safer DJ, Sai D et al. Psychotropic medication patterns among youth in foster care. Pediatrics
2008;121(1):e157-e163.
43
David Rubin, MD, MPH, FAAP, personal communication, April 2008.
44
American Academy of Pediatrics Medical Home Initiatives for Children With Special Needs Project Advisory
Committee. The Medical Home. Pediatrics, Vol. 110 No. 1 July 2002.
45
American Academy of Pediatrics District II Task Force on Health Care for Children in Foster Care. Fostering
Health: Health Care for Children and Adolescents in Foster Care. 2nd Edition. American Academy of Pediatrics,
2005.
46
Medical Home Initiatives for Children With Special Needs Project Advisory Committee. The Medical Home.
Pediatrics, Vol. 110, No. 1, July 2002.
47
American Academy of Pediatrics. Fostering Health: Health Care for Children and Adolescents in Foster Care.
2nd edition. American Academy of Pediatrics, 2005.
48
American Academy of Pediatrics. Committee on Early Childhood, Adoption, and Dependent Care. Health care of
young children in foster care. Pediatrics 2002;109:536-41.
49
New York State, Office of Children and Family Services. The use of psychiatric medications for children and
youth in placement; authority to consent to medical care. 2002. Available at
http://ocfs.state.ny.us/main/sppd/health_services/manual.asp
50
Ibid.
51
Ibid.
52
Ibid.
53
American Academy of Pediatrics. Committee on Early Childhood, Adoption, and Dependent Care. Health care of
young children in foster care. Pediatrics 2002;109:536-41.
54
Ibid.

15

