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Abstract

Children in foster care have many health needs. This article presents the model of the Children’s Aid Society (CAS) of New York
City in addressing these needs. In addition to their regular foster care program, CAS developed the Medicd Foster Care (MFC) in
response to the growing number of boarder babies (children with medical conditions who are abandoned at hospitals), and the Ther-
gpeutic Foster Care (TFC) for fogter children with emotiond and behaviora mental health problems. The MFC serves 145 children
consdered medicaly fragile, as evidenced by congenital diseases such as heart disease, rena agenes's, cerebral palsy, seizure disor-
ders and mental retardation. The TFC serves 50 children with severe levels of emotiona and behavioral symptomatology. Asisindi-
cated by the extensive services offered through CAS's regular foster care program, as well as MFC and TFC, these children require
speciaized trestment. In addition, systems of information maintenance and exchange surrounding the health care of foster children
need to be improved. Often agencies are ill-equipped to do adequate background checks on these young people and as a result
deliver them to foster care situations where their hedlth needs are not revealed and therefore not addressed. Hedlth care providers
aso need to stay informed on the overdl subject of foster care, astheir voices will probably be crucia in ensuring that the extensive

needs of these children are adequately represented to government, medical and other service providers.
Key Words: Foster care children, foster care adolescent health, Children’s Aid Society.

Introduction

SOME OF THE UNHEALTHIEST CHILDREN in the
United States are those in foster care (1). Dr.
Paula Jaudes of the University of Chicago states
that foster care children are twice as likely to
have chronic diseases and 4.5 times as likely to
have psychological illnesses when compared
with children involved with the Aid to Families
with Dependent Children (AFDC) program (1).
Studies from the General Accounting Office in-
dicate that as many as 58% of foster care chil-
dren have serious health problems and 62% have
been subject to prenatal drug exposure (2). Fur-
ther studies from the Child Welfare League of
America suggest that 30% of children in foster
care have severe emotional problems (3). Based
on an inner-city study, newborns placed into fos-
ter care were 8 times more likely to be born to
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HIV-infected mothers than newborns who went
home with their mothers (4). Two factors that
may precede placement in the foster care system,
sexual abuse and risky behaviors such as drug
use or sexual activiy, also put young people at
risk for acquiring HIV infection (5). In addition,
the number of foster care children with handi-
caps and disabilities has been rising (6). As a di-
rect consequence of many of these disorders,
foster care children achieve lower educational
levels and gain fewer vocational skills than chil-
dren from AFDC families (7).

In a Washington State study comparing
health care costs for children in foster care and
for AFDC children of the same age, it was
found that 25% of foster care children used
mental health services vs. 5% of AFDC children
(8). In addition, twice as many foster care chil-
dren were hospitalized as were AFDC children.
In terms of dollars, these statistics amount to
$3,000 per year in health care expenditures for
each foster care child vs. only $543 per child
for children and their families who receive pub-
lic assistance. Further analyses point to the fact
that much of the health care used by foster care
children is consumed by a small percentage
(8%) who suffer from severe mental and neuro-
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logical disorders, including post-traumatic
stress syndrome, cerebral palsy, hydrocephal us,
and seizure disorders. Thus, children residing in
foster care homes have a higher degree of
health care needs that require more intensive
and comprehensive services.

M ethods

Of the total number of foster care children
in the United States, approximately 4%
(21,476) live in New York City (9). The Chil-
dren’s Aid Society (CAS) of New York City isa
large provider of foster care and adoption ser-
vices, which is independent of governmental
services agencies. CAS developed the Medical
Foster Care Program in response to the growing
number of boarder babies (children with med-
ical conditions abandoned at hospitals), and the
Therapeutic Foster Care Program for children
with mental health problems.

Data on 110 children entering CAS foster
care were collected to analyze the health condi-
tions affecting this population and the intensive
service programs developed by the CAS to im-
prove health outcomes. Each child in the study
received a comprehensive medical assessment
and history. As health records of foster care
children are usually poorly maintained, addi-
tional information was gathered by talking with
caseworkers at other agencies and with physi-
cians. Medical findings, including data col-
lected at follow-up medical visits, were corrob-
orated throughout the six-month period. Age at
time of placement was recorded as well as
stated reasons for placement. The original 110
children in the study and an additional 26 re-
ceived psychiatric evaluations.

Results

The CAS Medical Foster Boarding Home
Program

Recognizing the high incidence of neglect,
physical abuse and parental drug or alcohol
abuse among foster care children in New York
City, CAS started the Medical Foster Care
(MFC) Program in 1988. The program currently
serves 145 children, nearly 50% of whom are
younger than 5 years old and 61% of whom are
male. All of the children are considered med-
ically fragile, as evidenced by congenital dis-
eases such as heart disease, renal agenesis,
cerebral palsy, seizure disorders and mental re-
tardation. Many of the children in the program
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spent the first several months to years of their
lives as “boarder babies” in hospitals, where
they had been abandoned at birth.

The eligibility requirements for children in
the MFC Program are listed in Table 1. The pro-
gram’s success stems almost entirely from the
willingness of foster parents to step forward to
care for these children. While medical foster
parents receive stipends nearly three times
higher than do regular foster parents, the re-
quirements of their time and energy as care-
givers suggest that their primary motivations
are not monetary (Table 2).

The training of medical foster care parents
consists of two parts. During the first or more
traditional part, the CAS “home-finders’ dis-
cuss issues such as prevention of child abuse,
alternative methods of discipline, human devel-
opment, emergency situations, separation,
burn-out prevention, nutrition, safety, first aid,
and common childhood illnesses. The second
part is devoted to the unique medical caregiving
that will be required of afoster parent based on
a particular child’'s conditions. Once the foster
parents complete this training and officially
agree to accept a medical foster child, more in-
tensive training enables them to be certified by

TABLE 1
Eligibility Requirements for Children in CAS Medical
Foster Care Program

Criteria

e Child must be hospitalized or require high level med-
ical facility;

e Child does not require lifetime institutional care;

e  Child possesses a chronic condition sufficiently se-
vere that it requires specialized attention, though not
so specialized that medical foster care could not han-
dle it safely.

CAS = Children’s Aid Society

TABLE 2
Eligibility Requirements of Adults Seeking to Be Foster
Parents in CAS Medical Foster Care Program

Criteria

Participate in all orientation and training;
Complete home study evaluation;

Successfully complete a background check;
Have physical examination;

Identify one parent to stay at home;

Appoint a back-up person (respite provider) for
emergency situations

CAS = Children’'s Aid Society
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a team of trainers that includes nurses and, if
necessary, hospital staff.

The medical foster care child is placed with
certified foster parents and is assigned both a
CAS nurse and a social worker. The assigned
nurse provides routine medical case management
and advice for both the foster parents and the
child throughout the period of care. In addition,
the nurse helps parents arrange for specialty ser-
vices and often serves as medical liaison, on be-
half of the family, to health care providers. The
nurse may also play a role as an informant for
and trainer of the child’s natural parent(s) should
eventual reunification be possible. The social
worker visits the foster home regularly in accor-
dance with federal and state requirements. Once
there, the social worker provides an assessment,
counseling and support for the foster parents.
Between visits, the social worker is also avail-
able for questions and advice, and can arrange
for therapy and special care for the children. An
important additional role for the social worker is
making arrangements to provide for respite care,
as well as assistance in maintaining the bonds
and protocols between the foster parents, the
child, and the natural parent(s) if reunification is
still a possibility.

The CAS Therapeutic Foster Care Program

The Therapeutic Foster Care (TFC) program
was started in 1990 to address the population of
mostly older foster care children with severe
levels of emotional and behavioral symptoma-
tology. Nearly 80% of the 50 children in the pro-
gram are between the ages of 5 and 11 years,
with the other 20% between 12 and 18 years of
age. Even compared with children in regular
foster care, the conditions experienced by TFC
children are more severe (Table 3), and conse-
quently, TFC children experience a greater inci-
dence of psychiatric disorders (Table 4).

Eligibility for TFC is restricted to those
“who require individual intensive treatment but
have the potential to function within a family
unit in the community” (10). Most of the chil-
dren referred to the program are either in a
mental health facility or psychiatric hospital, or
have had problems in several foster homes. The
program provides traditional foster care ser-
vices as well as services that are provided to
children admitted into institutions and group fa-
cilities. It is based on the concept that children
with severe emotional problems are likely to re-
ceive more stability through well-trained foster
care parents than through a continuous path of
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TABLE 3
Most Common Conditions Leading to CAS Therapeutic
Foster Care and Regular Foster Care

Therapeutic Regular
% %

Parental

drug abuse 94% 45%

alcohol abuse 14% 14%

mental problems 44% 10%
Abuse

neglect 50% 28%

physical 58% 23%

sexual 22% 7%

CAS = Children’s Aid Society

TABLE 4
Psychiatric Diagnoses of CAS Therapeutic Foster Care
Children and Regular Foster Care Children

Therapeutic Regular
Diagnosis % %

42%
28%
20%

14%
19%
14%

Depression
Anxiety disorder
Adjustment disorder
Attention deficit/
oppositional disorder 64%
Learning disability 20% 42%
Mental retardation 8% 19%
Psychosis 14% 0%

25%

CAS = Children’s Aid Society

institutionalization or relocation (as is often the
case in other foster care agencies).

As with the Medical Foster Care Program,
prospective TFC parents must be married and
have a designated respite care provider. The
Children’s Aid Society trains TFC parents
through an intensive “basic” foster care training
followed by 28 additional hours of therapeutic
approaches to care. Parents are then briefed as
to the specific condition of the child with whom
they will be matched.

The TFC parent is assisted by a team of
providers that includes a social worker, a socio-
therapist, an art therapist and a psychiatrist. The
social worker coordinates all the components of
the program and arranges for the child’s educa-
tion, therapy and tutoring, as well as ongoing
evaluation with the foster parents. The social
worker also visits the home regularly and is the
main contact with the child’s biological par-
ent(s). The sociotherapist trains, supervises,
and supports the foster parents on specific
methodologies considered essential to the
child’s long-term recovery and functioning.
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Methodologies include active listening, com-
munication, negotiation and motivation. The
sociotherapist also serves as an advisor to the
foster parents. Based on the mental diagnoses
of the psychiatric clinic from which the child is
transferred, the psychiatrist and art therapist are
responsible for the development and evaluation
of medication and art therapy treatments. Art
therapy is primarily used for children with
weak verbal skills. The psychiatrist uses play
therapy and/or verbal therapy for ongoing diag-
nostic and evaluative purposes.

The Therapeutic Foster Care Program has
been successful in its primary goal, providing
its target children an opportunity to recover in
the warmth of a home atmosphere as opposed to
that of an institution. Its successes are apparent,
in that a greater percentage of children are re-
covering in TFC than in institutional care.
However, the program is not always successful.
Some TFC children have been returned to insti-
tutions; others have advanced in only very
slight degrees toward emotional stability.

Discussion

These data provide a description of the
needs of some children in the care of the Chil-
dren’s Aid Society. As is indicated by the ex-
tensive services offered, these children need
specialized treatment. The issue before the gov-
ernment and the public is whether to pay for
this treatment now or face the consequences
and costs of having a dysfunctional and depen-
dent adult population later on.

In addition, health care providers need to
stay informed on the overall subject of foster
care. Their voices will be crucial in ensuring
that the needs of these children are adequately
represented to government, medical and other
service providers. Criticisms leveled at the fos-
ter care system could compromise the well-
being of the approximately 588,000 children
who are dependent on it nationally (11). Health
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care providers can play an essential role in en-
suring that this does not happen.

Finally, the systems of information mainte-
nance and exchange surrounding the health care
of foster children need to be improved. Despite
information technology, some foster agencies
are ill equipped to do adequate background
checks on the youths involved and often deliver
them to foster situations in which their major
disorders either remain hidden or continue to go
untreated. An adequately secured foster-link
web page for agencies would help them docu-
ment information and coordinate treatment
plans more thoroughly and efficiently.
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