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There are approximately 500,000 children in the foster care system in the United States of
America. With exposure to chronic and cumulative trauma, they constitute a population with an
increased risk of developing mental health concerns and adverse outcomes in later life, including
contact with the forensic system. Legislative frameworks that have been developed to facilitate
improved outcomes are outlined, although these vary between states, and the focus is often on the
parental relationship. Several studies have emphasized the importance of sibling relationships and
that placing siblings in the same foster home is associated with higher rates of placement stability,
reunification, adoption and guardianship, and fostering positive sibling relations. The multifaceted
role of the clinician in promoting recovery from trauma, enhancing resiliency, and thoughtfully pre-
scribing and advocating for familial relationships is discussed.
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At any given time, there are just under half a million
children in the foster care system in the United States,
and many of these children have siblings.1–3 The ma-
jority are in a nonrelative foster family (44%), followed
by relative foster family (35%), institutions (5%), and
the remaining (<5% each) in trial home visits, group

homes, pre-adoptive homes, or independent living, or
are runaways (1%).3

Most of these children have experienced multiple
losses, adversity, and trauma related to the reasons
that brought them into the child welfare system.
With exposure to chronic and cumulative trauma,
this is a population with specialized medical and men-
tal health needs of which clinicians should be aware.
Approximately one-fifth of children in the general
population have a diagnosed mental disorder, but
nearly one-half (47.9%) of children involved with
child welfare agencies have emotional, behavioral, or
developmental disorder diagnoses necessitating men-
tal health intervention. Despite this high need, only
one-fourth of children within the child welfare system
with mental health needs have access to care, with
Black and Hispanic children having the least access.4

Children in foster care may be at higher risk of
mental health disorders related to traumatic family
histories and life experiences; 70 percent of children
in care reported five or more adverse childhood expe-
riences.5,6 Of those children with a psychiatric diag-
nosis, the most common include disruptive behavior
disorders and attention-deficit hyperactivity disorder
(54%), anxiety disorders (10%), mood disorders
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(7%), and post-traumatic stress disorder (PTSD; up
to 20%).7,8 Children in foster care also have high
rates of neurodevelopmental disorders, including fe-
tal alcohol spectrum disorders (6%) and cognitive
disorders (25%).9,10 Given the high prevalence of
psychiatric disorders in this population, children in
foster care are three times more likely to be prescribed
a psychotropic medication than children in the general
population.11 Children in foster care are also likely to
be prescribed three or more psychotropics simultane-
ously, and being in foster care is a predictor for the
prescribing of antipsychotic medication.12,13

The roles of the treating clinician and of the forensic
evaluator are vital for informing the welfare system,
including the courts when applicable, to promote re-
covery from trauma and enhance resiliency in children.
Accurate and thoughtful diagnosis and treatment, as
well as advocacy for familial connections and relation-
ships, when possible, are key considerations in the
care of children involved in child welfare systems. An
understanding of important legislative frameworks
can also help treating clinicians working with foster
care children and forensic evaluators working with
welfare systems to improve advocacy efforts for those
in their care.

Foster Care Placement Outcomes

Primary goals of child welfare services include estab-
lishment of permanency and reunification where pos-
sible. An accurate understanding of recent studies
regarding foster care placements and their stability can
contribute to effective advocacy by both treating clini-
cians and forensic evaluators.

Rates and Reunification

According to the most recent data available from
the Adoption and Foster Care Analysis and Reporting
System (AFCARS), there were 606,031 children
served in the U.S. foster care system, with 206,812
entering and 214,971 exiting throughout 2021.3 Just
over half of children had a case goal of reunification
with their parents or primary caretaker, and of those
who exited foster care, fewer than half (47%) were
reunified. More than a quarter (28%) of children in
foster care had a case goal of adoption, and of those
who exited 25 percent were adopted. Most children
(65%) who exited had been in care for 12months or
longer.

Placement Stability and Impact of Siblings

Many factors affect a child’s experience of foster care,
including but not limited to duration of time in care,
number and type of placements, and stability of impor-
tant relationships, including siblings. Placement instabil-
ity, with moves that do not result in a child’s permanent
placement,14 is typical of the experience in the child wel-
fare system,15 and contributes to depressive, anxious, and
aggressive symptoms in children.16 One-third of children
in foster care have three or more placement changes,17

and one-third of children in foster care have eight or
more changes.18 Placement stability is critical for mental
health of children in foster care regardless of type, sever-
ity, or frequency of their maltreatment experiences.19

Placement with kin and placement with siblings have
both been identified as protective against placement
instability.20–22 One meta-analysis identified risk factors
for placement instability to be older age, externalizing
behaviors, previous residential care, and number of previ-
ous placements.23 Adolescents have the greatest risk of
placement disruption, regardless of reason.24

Positive ties with siblings can mitigate negative effects
of maltreatment and entry into foster care.25 Separation
from a sibling can result in feelings of worry and confu-
sion, loss of identity, and decreased self-esteem and sense
of belonging.26 Separation can also be associated with
difficulty adjusting to a new placement.27 Placing siblings
in the same foster home is associated with higher rates of
reunification, adoption, and guardianship,11,28 and fos-
tering positive sibling relations has been identified as a
protective factor for children’s mental health.11,29

Foster Care Outcomes and Long-Term Impact

Although some studies have demonstrated that
children placed in institution-based settings have
improved caregiver-rated physical health and emo-
tional coping,30 it has also been noted that children
in out-of-home placements in residential settings are
affected by increased prevalence of internalizing
behaviors (social withdrawal, somatic complaints,
anxiety, or depression) and externalizing behaviors
(hyperactivity, delinquency, or aggression) compared
with children in community-based placements.31

Family foster care allows for a more individualized
approach to each child, delivering a home-like envi-
ronment that has been associated with more positive
perceptions toward caregivers compared with chil-
dren in alternative placement environments, such as
residential settings.31
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Foster care placement has been associated with
longer-term social, emotional, and health consequen-
ces. In a review of young adults formerly in foster
care, Pecora et al.32 found elevated rates of mental
health and substance use disorders compared with
the general population, with rates varying greatly
among different studies, ages, and populations. In
one study, nearly 75 percent of children reported a
lifetime prevalence of a mental health disorder.32

Three studies of foster care alumni found a 12-
month rate of PTSD of 25 percent, 21.5 percent,
and eight percent; the first two rates being about five
times the rate of PTSD in the general population
and higher than seen in some studies of combat vet-
erans.32,33 Whereas maltreatment itself has been associ-
ated with long-term consequences within academic,
behavioral, and emotional domains, these impairments
are particularly pronounced in children with both mal-
treatment histories and out-of-home placements.34

The Northwest Foster Care Alumni Study inter-
viewed 479 foster care alumni (average age, 24 years)
previously placed in a child welfare system for
12months or more between the ages of 14 and
18 years.35 Interviewees had an average of 6.5 place-
ments, spent 6.1 years in foster care, and changed
placements 1.4 times per year; almost one-third expe-
rienced eight or more placements. Within one year
of leaving care, 22 percent experienced some dura-
tion of homelessness. While in care, 65 percent of
alumni experienced seven or more school changes.
They completed high school at similar rates (84.8%)
as the general population but were more likely to
earn a GED than a standard high school diploma
(28.5% versus 5%). Although many enrolled in higher
education, college degree completion (B.A. degree)
was lower than in the general population (2.7% versus
24.4%). Foster care alumni were in fragile economic
situations; one-third reported household incomes
that were at or below the poverty level, and one-third
had no health insurance. The employment rate among
the alumni eligible for work was 80.1 percent, substan-
tially lower than the national average of 95 percent.35

Foster care placement has been associated with
increased criminality. In one cohort of young adults in
California, up to 9.4 percent of those arrested had a his-
tory of placement.36 Fourteen percent of those incarcer-
ated in California had previous engagement in the
foster care system.37 Rates of involvement in the crimi-
nal justice system are higher among those children who
have a history of experiencing maltreatment. An

analysis of 10 years of data from an Illinois cohort dem-
onstrated that involvement with the child welfare sys-
tem more than doubled the rate of delinquency
charges.38 The increased frequency of maltreatment has
been associated with greater rates of delinquency.39

Children and adolescents with maltreatment histories
and out-of-home placements or those who received
mental health treatment have been shown to have a
greater likelihood of judicial confinement in a juvenile
justice facility compared with youth with a maltreat-
ment history alone, as shown in a study examining out-
comes of more than 17,000 individuals in a
Pennsylvania cohort who had child welfare involve-
ment.40 Fortunately, there are mitigating factors for
youth within child welfare systems. Children who have
child welfare involvement at a young age (compared
with later adolescence) as well as those who have greater
placement stability and fewer physical placements over-
all have been shown to have an overall decrease in
involvement with the criminal justice system.41

Growing awareness of these outcomes has led to
local, state, and federal policy changes that address
the care in child welfare systems. In many states, the
past decade has seen significant reform to the process
of screening for mental health conditions, providing
treatment to children in care, and offering voluntary
extension of foster care services and associated sup-
port past age 18. Owing to the role that sibling rela-
tionships and the impact out-of-home placement
with a sibling can have on placement stability,29,31

efforts have been made to maintain sibling relation-
ships for those placed within the child welfare sys-
tem. Policy changes vary by state, and the outcomes
of these policies on long-term outcomes will need to
be clarified.

Legislative Frameworks

The child welfare system is tasked with providing
safety, permanency, and well-being in children and
families they serve. Much of the focus of the child
welfare system is on the child relationship with the
parent figure to help secure permanency through
reunification or adoption. But another key relation-
ship is too often overlooked and can be a key stabiliz-
ing factor to promote child well-being: the sibling
relationship. The sibling relationship is a lifelong
relationship. In the context of the child welfare sys-
tem, the sibling can be the one support a child has
with a shared experience as the child travels through
the child welfare system. Foster care too often
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disrupts this relationship, with children being sepa-
rated as they enter or exit care, coupled with poor fol-
low-through on sibling visitations while in care. This
disruption can leave children at risk for destabiliza-
tion, both in their placement and at school.26,42–44

Over the years, federal legislation has been passed to
help ensure the sibling relationship is preserved within
child welfare systems. The Fostering Connections to
Success and Increasing Adoptions Act of 200845 is the
first federal law to address the importance of keeping
siblings together, requiring states to make reasonable
efforts to place siblings in the same foster, adoption, or
guardianship placement unless contrary to the child’s
safety and well-being. If the children must separate, then
frequent visitations or ongoing contact must be pro-
vided.45 This effort was further strengthened by the pas-
sage of the Preventing Sex Trafficking & Strengthening
Families Act in 2014,46 which mandated that states
must notify kinship parents of siblings when a child
needs placement. More recently, the Family First
Prevention Services Act of 2018,47 which is one of the
largest reforms to child welfare of our time, also demon-
strated support for keeping siblings together by allowing
the number of children in a foster home to exceed the
approved numerical limit to keep children together.
This decision made it easier for large sibling units to be
able to stay together in the same home.

Although there have been multiple efforts to main-
tain and strengthen the sibling relationship in foster
care placement, there is great variability across states as
to how they interpret The Fostering Connections to
Success and Increasing Adoptions Act of 2008, specifi-
cally regarding what justifies reasonable efforts. In 37
states, Washington, DC, and Guam there are regula-
tions or statutes requiring child-placing agencies to
make reasonable efforts to place siblings in the same
home or document why placement is not possible. In
only 29 states are there statutes directing policy and
practices for both prioritizing placement with a sibling
and ensuring visitation with siblings, leaving significant
variability across the country and U.S. territories. These
variations across states have direct impact on children
and to whom they stay connected. States identify sib-
lings in different ways. Siblings may be defined rigidly
as children who have birth parents in common, but
other states may have a broader definition to include
close relatives or even nonrelatives. For example, in
Alaska a sibling is defined as a relative by blood, adop-
tion, or marriage, whereas in Illinois siblings are defined
as sharing one parent. Children may also have varying

relationships with siblings; some may live in other
extended-family homes and others may have never
met. One best practice comes from California, where
the policy calls for a sibling social study report to define,
identify, and preserve these relationships. Another best
practice comes from Massachusetts, where the policy
also incorporates the child’s voice into who is defined
as a sibling.48

There are points as the child moves through the
child welfare and court proceedings where the sibling
relationship is at risk. Termination of parental rights
can also in some states end the legal relationship between
siblings. Subsequently, the Fostering Connections Act
and any requirement to make reasonable efforts to main-
tain the sibling relationship are no longer applicable, and
the child welfare agency is no longer required to provide
this support. Sibling adoption is another point in the
child welfare system pathway where the relationship can
be frayed. Sibling units may be split apart and adopted
into different families or remain in care while only one
sibling is adopted. There are also post-adoption contact
agreements where the adoptive parents can decide who
from the family of origin can have contact following the
adoption. The agreements’ enforceability vary by state.
One state, Iowa, provides training to prospective adop-
tive parents about the importance of maintaining sibling
relationships, and this may be a practice to encourage in
other state and county child welfare agencies.48

Importance to Forensic Practice

Clinicians working with children in the foster care
system are in a key position to advocate for sibling
connections, and understanding state and federal
laws can help improve efficiency of these efforts.
Treating clinicians and forensic evaluators alike have
a unique opportunity to explore the importance of
sibling relationships of the children they are evaluat-
ing and treating, and define for the welfare system
whom the child identifies as a sibling and other key
supports for the child’s emotional welfare and devel-
opment. Treating clinicians can also bring this im-
portant concept into therapeutic interactions with
the child, identifying ways the child can stay con-
nected to siblings even if visits are not currently
supported.
Clinicians can help inform the court what is in the

best interest of the child in terms of sibling relation-
ships and how valuable these relationships are to the
child’s resiliency and well-being. Clinicians may also
consider requesting services like a Court Appointed
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Special Advocate (CASA) worker whose role is to
help advocate for the best interest of the child in
court.49 Clinicians can help child welfare teams build
their services targeting the needs of the individual
child and focusing on ensuring sibling placement
and visitation. More is needed with regard to report-
ing on sibling placements to hold child welfare sys-
tems accountable and track data about siblings’
placements to better inform consistent and effective
policy and practices across our nation.

Diagnosis, Treatment, and Advocacy

There are no differences in criteria for diagnoses in
the DSM-5 for children and adolescents who are
involved in a child welfare system. Clinicians must be
careful in this population, however, owing to both over-
lap in symptoms across diagnoses and frequent gaps in
the history of symptom development. Traumatic stress
in childhood can present with symptoms one might
expect in depression, such as self-injurious behaviors,
social withdrawal, affective numbing, and impaired
sleep.50 The most unique stressors for children involved
in the child welfare system are those related to place-
ment. As previously outlined, placement stability is a
critical factor in the mental health of children in child
welfare systems, but it is also important for the accuracy
and reliability of the information obtained in a diagnos-
tic interview and examination. If a diagnostician is not
vigilant during information gathering, a child’s reac-
tion to the stressors of placement changes (including
separation from nonabusive supports such as siblings,
teachers, school counselors, friends, and familiar
neighborhoods), can be misinterpreted as depression,
anxiety, attentional difficulties, or hyperactivity. The
careful diagnostician will seek previous records and
obtain information from various settings, including
schools attended, acting with the assumption that
the child has experienced traumas whether or not the
child is able to adequately articulate those experien-
ces. The diagnostician can seek reliable background
information through collaboration with the child
welfare agency.

Child welfare agencies differ across regions. Some
are state-sanctioned and supported, and others are pri-
vately operated. One child may be served by multiple
child welfare agencies over time, presenting further dif-
ficulties in obtaining reliable information about the
child’s history. It is important for the diagnosing and
treating clinician to understand the various agencies
that might serve the child and to collaborate with these

agencies whenever possible. Through collaboration,
the clinician can better understand the child’s func-
tioning and response to services.43,51 Placement
changes are often related to a mismatch in behavioral
and medical needs of the child and the skill set of the
placement.52,53 Through collaboration, the clinician
may also provide input on therapeutic placement
among the available options to promote placement
permanence and enhanced well-being.50,54

Further work will need to compare the rates of
psychotropic medication discontinuation between
co-placed siblings and siblings who are placed apart.
It is well documented that children in foster care are
prescribed medications at a substantially higher rate
than children not in foster care. It is vital that clini-
cians assess a child’s medication profile and assure
that each medication is indicated and not duplica-
tive. In response to increasing polypharmacy for chil-
dren involved in child welfare systems, the Fostering
Connections to Success and Increasing Adoptions
Act of 2008 requires states to develop plans for over-
sight and coordination of health care services for these
children. The Child and Family Services Improvement
and Innovation Act of 2011 specifies that states must
have “protocols for the appropriate use and monitoring
of psychotropic medications” (Ref. 55, Sec. 101). A
thoughtful and safe plan for medication discontinuation
is as important as a thoughtful and safe plan for starting
medications.56 Although clinicians should not stop or
decrease obviously effective medications that are safe
for long-term use, clinicians should aggressively assess
the risks associated with individual psychotropics and
the cumulative risk of using multiple medications.57 In
addition, clinicians should recommend and advocate
for evidence-based nonpharmacologic treatments to
decrease reliance on psychotropics and improve long-
term prognosis.
Clinicians should advocate especially for trauma-

informed care as part of clinical diagnostic assessment
and therapeutic intervention services and also in the
general approach of the child welfare agency. A history
of child maltreatment also negatively affects treatment
response, correlating with decreased response to both
cognitive behavioral therapy (CBT)58–60 and antide-
pressant pharmacotherapy.61 CBT, eye-movement de-
sensitization and reprocessing therapy (EMDR), narra-
tive therapy, and supportive therapy, when provided
after a trauma, are all correlated with lower rates of
diagnosis of PTSD and fewer PTSD symptoms.62

Trauma-Focused Cognitive Behavioral Therapy (TF-
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CBT) is a recommended intervention for children with
trauma resulting from child maltreatment.63 TF-CBT
has demonstrated efficacy for effective delivery in multi-
ple settings and for various populations, including pre-
school-aged children,64,65 children in residential
settings,66 and those treated via telehealth modalities.67

The California Evidence-Based Clearinghouse for
Child Welfare (CEBC) is a searchable database of evi-
dence-based interventions to increase permanency for
children and families involved in the foster care sys-
tem.68 Comparing outcomes of these interventions
between co-placed siblings and siblings who are placed
apart could further inform treatment strategies and ad-
vocacy efforts for children involved in the foster care
system.

When serving children in a child welfare system, a
clinician should pay particular attention to principles
outlined in the American Academy of Child and
Adolescent Psychiatry Code of Ethics. In addition to
using a developmental perspective, promoting the wel-
fare of the child, and minimizing harm, a clinician
must navigate the challenges of autonomy and confi-
dentiality within a system in which others often know
more about the child’s past than the child does and in
which the child may not have a consistent advocate.
To develop trust in the treatment relationship, chil-
dren should play a role in treatment and placement
decision-making within the bounds of their capacity
to do so. The clinician must also take care to prioritize
patients’ needs above those of the system in which
they may be involved, including minimizing exposure
to injustice and advocating for maintenance of funda-
mental ties to family. Such attention to ethics and ad-
vocacy, especially pertaining to sibling relationships,
can lead to higher rates of placement stability, reunifi-
cation, adoption or guardianship, and the fostering of
positive sibling relations.

Conclusion

Children involved in the child welfare system bear
unique challenges that will benefit from a holistic
and collaborative model of care whenever possible.
The role of the clinician is not limited to diagnosis
and treatment; it also includes advocating for and
promoting the welfare of all children in our care.
Legislative frameworks and clinical practice parame-
ters have been developed to facilitate improved out-
comes, including an emphasis on maintaining family
connections, sibling placements, and careful consid-
eration of pharmacotherapy.
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