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verview Every year, public agencies place a substantial number of children in foster care after
child welfare officials have determined that the parents of these children are either unable or
unwilling to care for them. Most of these children are placed in foster homes, either with relatives (“kinship” care) or under the care of unrelated adults in family foster homes. Many of these children stay in foster care for brief periods (perhaps just a few weeks) before they are reunified with their
families. Others remain in foster care for months or even years.1 During 2001, the foster care system
served 805,000 children across the nation.2 Apart from the possibility of trauma of separation from their
parents and adjustment to new caregivers or to multiple placements, most foster children have had to
cope with additional hardships before they entered foster care. Among these hardships are abuse or
neglect, poverty, and the experience of being raised by parents with a history of mental health disorders,
substance abuse, incarceration, and childhood experiences of abuse or neglect.3
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Despite the size and vulnerability of this population, and despite improvements in the quality of data
about the health and well-being of America’s children in general over the past decade,4 information on
the status of the foster care child population is sparse. Previous research has often been based on small
samples of children in specific geographic locations. In addition, most national surveys that include
indicators of well-being do not identify whether children or adolescents are currently or have ever been
in foster care.5 Even for children who have been in foster care for years, most state data systems cannot
provide aggregate measures of well-being. Given these limitations, it is difficult to know how foster children are faring as a population.
This Research Brief addresses this question for foster children who are living in foster family homes.6
The brief presents findings from Child Trends’ analyses of new data from two nationally representative
surveys, the National Survey of Child and Adolescent Well-Being and the National Survey of America’s
Families (see box, page 2). We used data from the two surveys to take a detailed look at the well-being of
foster children, as measured by selected indicators. It is important to note that this Research Brief does
not attempt to untangle the reasons behind the observed levels of foster children’s well-being, nor does it
speak to the outcomes these children will experience later in life. Rather, the purpose of this brief is to
describe the well-being among the population of children living in foster homes.
An important finding in these analyses is the diversity of the foster care population. Results indicate
that foster children in the United States have levels of well-being that are worse than other children in
some areas that are critical to their development. For example, more than half of infants and
toddlers can be described as being at high risk for a clinical level of neurological and cognitive
development impairment, and nearly half of school-age children have a clinical level of behavioral and
emotional problems. However, this level of risk is not apparent among all foster children.
Further, many foster children have characteristics that can support their positive development, including health insurance coverage, positive relationships with foster parents or other adults, and
religious involvement.
The brief supplements earlier efforts to learn more about how foster children are faring in areas that are
critical to healthy development. Central to these efforts is the recognition that improving knowledge
about foster children can help focus resources on areas of critical need. This knowledge, in turn, can
inform efforts to coordinate prevention and treatment services across systems, including the health care,
public health, and education systems, in order to better address the needs of vulnerable child populations.
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About the Research Sources for this Brief
Data on foster children in this Research Brief come from two sources: the National Survey of
Child and Adolescent Well-Being (NSCAW) and the National Survey of America’s Families
(NSAF). These surveys contribute in different ways to our knowledge about how foster
children are faring. For estimates and detailed information about the well-being of foster
children and their caregivers, the NSCAW is the stronger survey. In contrast, the NSAF is
the better choice for comparisons between children in foster care and other children in the
7
general population.
The NSCAW, a longitudinal survey, collected information about a large number of children
under age 15 who have had contact with child welfare services, including 1,279 children living
in foster care homes in 2000.8 Therefore, while we cannot compare foster and non-foster
children using the NSCAW, we can use the data to examine variations among foster children
as a group. Another advantage of the NSCAW is that, in contrast to the self-identified foster
families in the NSAF, the NSCAW identified children who have had contact with the child
protective services system by administrative records. Additionally, the NSCAW collected
information about many areas of child well-being through lengthy in-person interviews with
caregivers and children, while the NSAF collected briefer information on child and family
well-being from caregivers through telephone interviews.
The NSAF is a cross-sectional (or “snapshot”) survey of more than 44,000 households in the
United States.9 The survey was designed to represent the entire civilian, non-institutionalized
population under age 65, but it is sufficiently large that foster children can be examined,
especially when multiple years of data are combined. Combining the 1997 and 1999 data
yields a sample of 669 foster children, as well as nearly 60,000 children not in foster care,
under age 15. The information on children is less detailed than that collected by the NSCAW.
However, since the NSAF used identical methods to collect information on foster children and
non-foster children, the data can be used to compare how these two groups of children are
faring on identical measures of well-being and family environment.

CHILD WELL-BEING
■ Physical health. Some research has shown
that children in foster care are more likely to
have health problems even when compared
with other groups of disadvantaged children,
such as other children receiving Medicaid, in
families below the poverty threshold, or in
families receiving Temporary Assistance for
Needy Families (TANF).10 Analyses of NSAF
data show that the gap between the health of
foster children and children not in foster care
is greatest among young children: Foster
children under age 6 are substantially more
likely than other young children to be in fair
or poor health, rather than in excellent, very
good, or good health. And, according to the
NSAF, foster children are almost four times
more likely to have a disability than children
who are not in foster care, regardless of
their age.
More detailed data from the NSCAW amplify
this portrait. Just under a quarter of foster
children under age 15 (24 percent) have
chronic health problems, including nearly

one-third of those under age 6 (30 percent).
Almost one-third (30 percent) of foster
children under age 15 have a disability. Data
from the NSCAW indicate that 15 percent of
foster children under age 6 are reported by
their caregivers to be in fair or poor health.
With regard to use of an illicit substance,
a minority of 11- to 14-year-olds report use in
the last month. Nevertheless, any use at all
is a concern. In the NSCAW, 1 percent report
smoking cigarettes on 20 or more of the
previous 30 days, 7 percent report having
used illicit drugs of any kind11 in the past
30 days, and 8 percent report drinking
alcohol at least once in the previous 30 days.
■ Health insurance and health care.
When foster children receive appropriate
interventions, their health, developmental,
and emotional status can improve.12 While
health insurance does not ensure that
children have their health care needs met,13
health insurance can be a route to receiving
services. Since many foster children are
categorically eligible for Medicaid, it is not
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surprising that the vast majority of foster
children under age 15 have health insurance.
According to the NSCAW, 86 percent have
public coverage and an additional 9 percent
have private coverage. Moreover, foster
children are no more likely than other
children to lack insurance coverage,
according to the NSAF.14
The vast majority of foster children have
received appropriate vaccinations, according
to their caregivers. The rate of childhood
immunization is an indicator of the degree to
which children are protected from an array
of serious diseases and may also be an
indicator that children have received other
preventive health care services. Foster
parents report in the NSCAW that 90
percent of foster children under age 5 are
“up-to-date” with their immunizations. The
majority of foster children also receive dental
care. According to NSAF data, three out of
four children ages 3 to 14 have visited a
dentist in the previous year, regardless of
their foster care status.
In another health-related area, evidence
suggests that foster children are no more
likely than other children to have an accident
or illness requiring hospital care. The two
groups are equally likely to have visited
an emergency room in the previous
12 months and are equally likely to have
stayed in the hospital overnight, according to
the NSAF. A new question on accidents and
injuries was added to the NSAF in 2002.
According to these new data,15 14 percent of
children not in foster care have had
“any accidents or injuries that required
medical attention” in the previous
12 months, according to their caregiver,
which is the same percentage as for children
in foster care. According to the NSCAW,
an even smaller minority of foster children
(3 percent) had “a serious injury, accident, or
poisoning that required the care of a doctor
or nurse” since the date of contact with a
child welfare agency.16
■ Development among infants, toddlers,
and preschoolers. One of the most
troubling findings in the NSCAW data is
caregivers’ responses to questions designed
to assess infants’ and toddlers’ neurological
and cognitive development.17 According to
this measure, 59 percent of foster children
ages 2 months to 2 years can be described as
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being at high risk for a clinical level of
impairment. About one in ten children
(9 percent) are at low risk.
For those children who are at risk of poor
developmental outcomes, Head Start may
provide an opportunity for educational
enrichment and cognitive stimulation.
High-quality center care - whether Head
Start, nursery school, or an early childhood
development program - also has the potential
to expand the educational and social horizons
of young children. Data from the NSCAW
indicate that 6 percent of foster children
under age 6 are in Head Start, and nearly
one-third (29 percent) attend some type of
child-care center. According to the NSAF,
foster children are slightly more likely than
other children to be in Head Start, and
they are equally likely to be in any type of
child-care center.
■ Education and school engagement
among school-age children. The NSCAW
interviewed foster children ages 6 to 14
directly about their level of engagement in
school, and their answers suggest that about
three out of four children are engaged, while
one in four are not.18 About three-quarters
report that they often or almost always
“get along with [their] teachers” (74 percent), “listen carefully or pay attention
in school” (76 percent), and “get [their]
homework done” (74 percent). However,
foster children are somewhat less likely
to report doing well in other areas of
school life. For example, a smaller
proportion of foster children report that they
often or almost always “get along with other
students” (64 percent), and just over half
(58 percent) report that they often or almost
always “enjoy being in school.”
Previous research suggests that foster
children tend to be less engaged in school19
and to have lower school achievement
and educational attainment than do other
children.20 In the NSAF, caregivers’ responses
to four question about 6- to 14-year-old
children’s engagement in school indicate that
foster children are about twice as likely as
other children to be poorly engaged in school
(39 percent versus 18 percent).
■ Behavioral and emotional problems.
Scores on a standardized measure of
behavioral and emotional problems included
3

in the NSCAW21 indicate that nearly half
of foster children have a clinical level of
problems: 47 percent of children ages 6 to 11,
and 40 percent of children ages 12 to 14.
Mental health or behavioral problems can be
an important concern for foster children,
leading to poorer psychological adjustment
while in care and difficulties that contribute
to changes in foster care placements. 22
Previous research has also shown that
children in foster care are more likely than
other children to have behavioral and
emotional problems. 23 Indeed, NSAF
analyses reflect this pattern: a scale of
behavioral and emotional problems shows
that foster children ages 6 to 14 are about
four times as likely to have a high level of
problems, compared with other children.24
Despite the incidence of behavioral and
emotional problems among school-age foster
children, three out of four report that they
never “get sent to the office, or have to stay
after school, because [they] misbehaved [at
school].” Further, serious delinquent
behaviors are relatively rare among foster
children during early adolescence. For
example, in the past six months, among
children ages 11 to 14, 1 percent report being
involved in a robbery (that is, using a weapon
or force to steal something), 3 percent report
being involved in a minor theft (including
stealing something worth less than $50), and
2 percent report having been involved in
illegal activities such as prostitution or
selling drugs. However, adolescents report
that other problems are more common.
About one in ten 11- to 14-year-old foster
children report running away from home,
skipping school, or lying about their age
(12 percent), and a similar proportion report
being involved in a public disorder (such as
hitchhiking illegally, begging from strangers,
or being rowdy in a public place).
■ Relationships with foster parents and
other adults. One of the most important
assets for a child is to have an enduring,
positive relationship with an adult who cares
about that child. 25 This adult need not
always be a parent or caregiver, but may be a
relative or other adult. According to several
measures, the majority of foster children do
have a positive relationship with such an
adult. For example, in the NSCAW, 11- to

14-year-olds rated how well a series of
statements described the relationship with
their primary caregivers.26 For three statements on the structure provided by their
caregiver, 90 percent gave positive
responses,27 and 94 percent gave positive
responses to three statements about their
emotional security with their caregiver.28 On
four statements about the involvement
of their caregiver,29 97 percent answered
positively. Finally, for two statements about
the support caregivers provided for
adolescents’ autonomy, 30 90 percent
answered positively. It is also noteworthy
that half or more of foster children gave the
most positive responses possible 31 to all
of the statements.
In another series of questions, the majority of
11- to 14-year-old foster children reported
that they felt close to their caregiver and
that their caregiver cares about them.
Specifically, 76 percent said that they feel
“quite a bit” or “very close” to their
caregiver, and 89 percent said that they think
their caregiver cares about them “quite a bit”
or “very much.”
Additional evidence from the NSCAW
suggests that the vast majority of 11- to
14-year-olds have a foster parent, relative,
or other adult on whom they can rely for
help. Nearly all – 97 percent – reported that
there is “an adult [they] can turn to for help
if [they] have a serious problem, 96 percent
said that they could “go to a parent or
someone who is like a parent with a serious
problem,”and 82 percent said that they could
“go to another relative (not a parent) with
a serious problem.”
These reports contrast with the negative
media reports of foster parents. Indeed,
given that many foster children have been
living with their present caregiver for only
a brief time, and given the trauma that most
have experienced, these are unexpectedly
positive responses. We compared the
responses of foster children living with kin
to those of children living with non-related
caregivers and found that they did not differ
significantly.32 It may be that foster parents
are particularly nurturing and caring individuals or that vulnerable children attach
quickly to a caring adult. Alternatively,
some children may be motivated to provide
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the “right” answers to such questions, which
could bias their responses. Clearly, more
in-depth research is warranted.
■ Religiosity. A growing body of research
suggests that religious involvement may help
promote positive outcomes among children in
the general population.33 This area may also
represent a strength for many foster
children: More than half of foster children
ages 11 to 14 attend religious services weekly
or more often (59 percent), and 69 percent
report that religion or spirituality is
“very important” to them.

IMPLICATIONS FOR POLICY
AND PRACTICE
The findings reported in this Research Brief
suggest that the diversity and complexity of the
foster care population require serious attention
and further analysis. The evidence on indicators of children’s well-being reported here suggests that foster children are more likely to
have problems than are non-foster children in
an array of areas including behavioral and emotional problems, poor school engagement, and
health. Yet, many foster children also have
strengths that can promote their resilience. For
example, most foster children report having a
positive, caring relationship with a foster parent or other adult, religion plays a role in the
lives of most, and nearly all foster children have
health insurance coverage.

be the case if a foster care placement enables a
child to have greater access to needed services
or to have the chance to live in a more nurturing, less tumultuous household. Thus, it is
important to track the progress of individual
children over time while they are in foster care,
to monitor whether their outcomes are improving.
One-size-fits-all solutions are unlikely to
improve the well-being of children in foster
care. Instead, multi-faceted approaches are
receiving more attention in the research literature. For example, although the following
strategies have not yet been evaluated rigorously, research and experience suggest they may
increase the capacity of foster parents to
support foster children’s development:
■ Almost one-third (29 percent) of children in
foster homes are living below the poverty
threshold. 37 Their well-being might be
improved by increasing economic resources
for foster families through higher reimbursement rates for caring for foster children and
by assuring access to affordable and adequate
housing.38 Alternatively, more foster parents
from households with incomes that are well
above the poverty line could be recruited.39

It bears mentioning that it would be unfair
to “blame” foster care per se for the higher
level of problems seen among many foster children. Rather, foster children’s poorer well-being
may be due to the multiple hardships these
children have faced before entering foster care,
as noted earlier. In addition, the turbulence
associated with entering foster care may pose
further risks for children.34 These preexisting
conditions present a dilemma for the child welfare system, which is now expected to promote
children’s well-being, in addition to ensuring
children’s safety and achieving permanent
placements for children.35 The dilemma is magnified in cases in which children are placed in
foster care for a short time. Then only a narrow
window of opportunity exists during which to
affect children’s outcomes.

■ Improved standards of health care can be
obtained by providing health insurance for
foster parents and all children in their
households (including their own biological
children),40 by ensuring continuity of health
insurance coverage for foster children as they
move into and out of foster care,41 and by
providing initial health and developmental
assessments upon entry to foster care, as well
as routine comprehensive health evaluations
following placement. 42 Other service
integration efforts that seek to improve
child well-being include ensuring that
the special needs of foster children are
considered in designing managed care
systems,43 improving the coordination of
health care across providers,44 ensuring that
children have a regular health care
provider, 45 and taking advantage of the
“window of opportunity” provided when
children enter foster care to treat children
who have critical or chronic health care
needs, even if those children are quickly
reunified with their parents.46

Nevertheless, children’s experience with foster
care may improve child outcomes.36 This could

■ Supportive environments and systems of
care can help reduce the stress of caring
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for difficult or troubled children. Possible
interventions for foster parents and
kinship caregivers include additional
training, access to liability insurance, child
care, and respite care.47
■ Bureaucratic delays can be reduced by
improved service coordination through the
formation of community partnerships that
can integrate resources and also offer
informal approaches to meet the needs of
children in foster care and the families that
care for them.48

CONCLUSION
Improving outcomes for foster children
requires greater consensus about the areas of
well-being and harm that require attention
by service providers, as well as targeted
interventions that include the development
of measurable outcomes and evaluation studies to assess the effects of service delivery
and placement policies and practices. Additional work is also needed to monitor foster
children’s well-being over time. Two key
steps that can be implemented with minimal
cost deserve attention because they would
provide routine data about the status of children in foster care, based on large national
samples: (1) the addition of measures of child
well-being to state and federal child welfare
administrative data systems, and (2) the
inclusion of foster children – from residential, group, and therapeutic settings as well
as family foster care – in nationally representative surveys of children and youth.
By looking at how all foster children are faring, and comparing their status with trends
in the well-being of all of America’s children,
policy makers and service providers can more
accurately assess areas of need and strengths
and focus resources more effectively to
improve the health and development of one
of the nation’s most vulnerable populations
of children.
This document includes data from the National
Survey on Child and Adolescent Well-Being,
which was developed under contract with the
Administration on Children, Youth, and Families,
U.S. Department of Health and Human Services
(ACYF/DHHS). The data have been provided by
the National Data Archive on Child Abuse and
Neglect. The information and opinions expressed
herein reflect solely the position of the author(s).
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