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A
ccording to the U.S. Department of

Health and Human Services in 2001,

more than 800,000 children spent some

time in the out-of-home care, including family

foster care, group homes, and institutions, with

approximately 547,000 children in family foster

care (U.S. Department of Health and Human

Services, 2003a). In 1980 the total number of

children in foster care was 300,000, while in 2001

290,000 children entered de novo out of home

care,  Children are placed into foster care at an1,46

average age of 5 years and are most often placed

because of complications arising out of parental

drug and/or alcohol abuse or serious mental

illness of mothers.  Studies show that1,8,19,24,30,34,36,43

23%  to 60%  of children in foster care have10 39,42

developmental problems such as speech/language

delay, motor delay or an intellectual disability.

They are 3 to 10 times more likely to receive a

mental health diagnosis, have 6.5 times more

mental health claims, are 7.5 times more likely to

be hospitalized for a mental health condition, and

have mental health expenditures 11.5 times

greater than children in the Aid to Families With

Dependent Children program.  With regard to23

specific mental health and educational issues,

children in foster care are more likely to suffer

from depression, anxiety disorders, attention

deficit/hyperactivity disorder, conduct disorder,

bipolar disorder, oppositional defiant disorder and

substance abuse than children in the general

population.  In addition, nearly11,16,21,22,23,29,31,35,37,39

60%  to 80%  of children in foster care have at43 22

least one chronic health condition and 25% have

three or more chronic problems, three to seven

times the rate found among other children living

in poverty.  22

The placement with kin  (any relative, by24

blood or marriage, or any person with close family

ties) has been a historical reality in the informal

placement of children. The percentage of children

in the care of relatives (kinship foster care)

increased from 18% in 1986 to 31% in 1990.  In20

New York City almost half of the approximately

50,000 foster children have been placed with

relatives.17,19

But, while kinship care has increasingly

become a preferred placement for children

entering out-of-home care, with many public

agencies giving priority to relatives when children

must be formally placed in out-of-home care, the

literature on kinship foster care is sparse, with

most of the research limited to regional samples.

The presumed advantages of kinship care include

continuity of family identity, access to other

relatives, an ongoing life within the ethnic,

religious, and racial community of origin,  being40

less likely to experience multiple placements, and

being more likely to be placed with siblings than

children in non-kinship care.8,15,40

Few studies compared the emotional and

developmental characteristics of children in

kinship vs. non-kinship homes,  but of those,7

children placed with non-relatives seemed to have

m o r e  d e v e lo p m e n t a l  a n d  b e h a v io ra l7

problems,  and were more likely to7,11,25,27,28,32,44

have repeated at least one grade or be enrolled in

Special Education.  Not surprisingly, children in7,8

This study compares developmental, psychiatric diagnosis and global assessment of functioning of
82 young foster children who present for evaluation of a developmental disability from kinship and
non-kinship homes. The children in kinship homes (n=42) had been with their foster parents longer
(3.2 yrs. vs. 1.2 yrs. p<0.001) before being referred for evaluation. There were no significant
differences regarding types of developmental disabilities, psychiatric diagnosis or global assessment
of functioning between the groups. There was a wide spectrum of psychiatric disorders. Children with
developmental disabilities in kinship homes may be as emotionally and developmentally involved as
children in non-kinship homes.
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non-kinship care are more likely to receive mental

health services than children in kinship care.7,11,39

When compared to non-kinship foster parents,

kinship foster parents are more often older, the

heads of single-parent households, less educated,

more transient, in poorer health, and of lower

socioeconomic status.  Furthermore, kinship9,15,24

caregivers who are most often grandmothers or

aunts,  receive less training and fewer social8,19,24

services than non-kinship caregivers.  This may9,19

impact in their awareness of the need for mental

health services for children in their care and in

their knowledge about available services for these

children. Previous research examining behavioral

problems of children in foster care  are based25,27,42

on information collected using measures such as

the Child Behavior Checklist, which does not

provide diagnostic information with respect to

mental health problems and may be subjected to

caregiver bias.  An additional limitation of29

previous research is that it has been focused on

school age children and adolescents.  Little is25

known about psychiatric diagnoses in young

children with behavioral problems, in out of home

care, and whether there are differences with

regard to their home status. Since young children

with developmental disabilities in foster care are

an understudied population, with multiple needs,

we wanted to investigate the developmental

problems and psychiatric diagnoses in a group of

toddlers and preschoolers in two types of foster

care referred for multidisciplinary evaluation of

developmental disabilities. The diagnoses were

based on DSM  criteria after a multidisciplinary2,3,4

evaluation, including a formal psychiatric

diagnostic assessment which used caregivers’

reports, direct observation of the child and school

reports. The psychiatric diagnosis included the

Children’s Global Assessment Scale (C-GAS)  as38

a measure of the severity of the mental health

problems of the child. This study was carried out

to test the hypothesis that young children with

behavioral problems, in non-kinship families,

referred for a developmental assessment, have

more serious mental health problems than those

who are in kinship homes.

We performed a cross sectional chart review

study of the results of the initial multidisciplinary

evaluation of young children in foster care referred

to a University Center for Excellence in

Developmental Disabilities. We compared the

demographics, developmental, psychiatric and

cognitive diagnoses, global assessment of

functioning and psychiatric recommendations of

children in kinship and non-kinship care. In

addition, we reviewed follow-up information so as

to determine if recommendations for treating

psychiatric or academic problems were followed.

METHOD

Participants

Participants were preschool children referred

to our Center for an evaluation of developmental

problems. Referrals to the Center come from

pediatricians, foster care agencies, foster parents

or schools. The chief concerns are usually

developmental delay, atypical development or

behavioral difficulties. Children evaluated in this

Center have a systematic multidisciplinary

evaluation involving developmental pediatricians,

psychologists, speech pathologists, social workers,

audiologists, and if there are concerns about

mental health, a psychiatrist. During the

evaluations, standardized tests are used. At the

end of the evaluations, the diagnosis and

recommendations are given to the legal guardian

of each child. Some therapies are provided in the

C en te r ,  su ch  as  psych o th erapy  an d

pharmacotherapy, and the children usually have

follow-up visits at least every six months. 

The study population was young children

(toddlers and preschoolers) who were in foster

care at the time of the multidisciplinary evaluation

and thought to be at risk of having a diagnosable

psychiatric disorder. As a result, they were

referred for a psychiatric evaluation as part of the

multidisciplinary assessment. We identified a total

of 95 children who were evaluated between 1986

and 2003 who met criteria. Of those, 82 charts

were available. 

The study was designated as being “exempt”

from the requirements of informed consent and

was approved by the Committee of Clinical

Investigation of Albert Einstein Medical School,

Yeshiva University.

Measures

Data included demographic information, chief

complaints, medical histories, categorical results

of cognitive and speech and language tests, and

psychiatric diagnoses from the psychiatric

evaluation. One of the three most recent editions

of the Diagnostic and Statistical Manual of the

American Psychiatric Association (DSM-III-R,2

DSM-IV  and DSM-IV-TR ) were used in making3 4

the psychiatric diagnoses. In order to assess the

severity of the mental health problem of the child

the C-GAS was collected. The psychiatric        
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the C-GAS was collected. The psychiatric

diagnoses and the C-GAS were given by a board-

certified psychiatrist with extensive experience in

evaluating young children (HD). Recommendations

regarding psychiatric and developmental issues

were abstracted from the chart. Follow-up data

included: whether the fam ily followed

recommendations and what services were in place;

repeat measures of cognitive functioning done at

the center; reports of academic difficulties such as

having to repeat a grade; admissions to

community mental clinics; visits to psychiatric

emergency rooms; and, use of psychoactive

medications.

Statistical Analyses

Statistical analysis was performed using SPSS

for Windows. Groups were evaluated for normality

using the Kolmogorov-Smimov test. Independent

t-tests were used for the comparison of normally

distributed continuous data, and Mann-Whitney

Rank Sum tests were used for non-normally

distributed data. Chi square tests were used for

comparison of categorical data and Fisher Exact

tests were used in cases of fewer than five

observations in any cell of a contingency table.

Seventy-five of the 82 subjects had follow-up

information for more than one year with a mean

length of follow-up of 66 +/- 42 months (range 0

to 13 years). Follow-up data was also compared

between the groups using chi square and

independent t-test.

RESULTS

Sample Description

Forty-two (52%) of the children were in

kinship care while 40 (48%) were in non-kinship

homes. Fifty-five (67%) of the sample were female.

(Table 1) The average age was 4.1 years +/- 2

months. The mean age upon entering foster care

was 8 months for the entire sample with no

differences between kinship and non-kinship

homes. Children in kinship foster homes had been

in significantly fewer homes (1 vs. 2, p=0.04).

Although these children were all toddlers or

preschoolers at the time of the evaluation,

children in non-kinship foster homes were

significantly younger than children in kinship care

(39+/-20 mo vs. 56 +/- 26 mo, p=0.003). The

children in kinship foster homes had been in out

of home care longer (44 +/- 25 mo vs. 31 +/- 17

mo, p=0.043) and had been with their current

family longer (38 +/- 28 mo vs. 15 +/- 13 mo

p<0.001) at the time of the referral. Placement

with siblings was similar between the groups. 

Each child could have more than one chief

complaint and more than one developmental

disability or psychiatric diagnosis. The most

common chief complaints at the time of referral

were behavior problems (91%), without differences

between the groups, and 32% of the foster parents

complained of language difficulties. 

Based on information from 40 children, more

children from kinship foster homes were reportedly

admitted for a non-psychiatric hospitalization (8 of

21) than children in non-kinship care (2 of 19)

prior to being evaluated at our Center (p=0.06).

There were no differences between groups

regarding exposure to teratogens, history of abuse,

frequency of asthma, seizures or cerebral palsy or

reports of major injuries. (Table 2)

Developmental and Psychiatric Diagnosis

No significant differences were found between

the groups regarding types of developmental

disability. Overall, the most prevalent

developmental disability was language impairment

n=64 (78% of the sample), followed by borderline

intellectual functioning n=27 (33%), an

intellectual disability n=26 (32%) and an autistic

spectrum disorder n=12 (14%). (Table 3) There

was a wide spectrum of other psychiatric

disorders, but without differences between the two

groups. Disruptive behavior disorders (69%) were

the most prevalent. Other disorders included

anxiety and/or mood disorders (25%), attachment

disorders (22%) and dissociative disorders (5%).

Three children had psychotic or severe personality

disorders. Regulatory disorders involving sleeping,

eating, or elimination were reported in 77% of the

sample. There were no differences in the C-GAS

scores between the two groups (mean kinship

score of 45.2 vs. non-kinship score of 43.8), both

groups being in the moderate to severe range of

impairment. There were no significant differences

in the IQ between groups at the time of the initial

evaluation. Twenty-six children (32%) tested in the

average range.

Recommendations

Recommendations made after the initial

multidisciplinary evaluation included speech and

language therapy and special education. (Table 4)

Specific psychiatric recommendations included

psychotherapy at our Center (recommended to

76% of the sample), and pharmacotherapy to 57%,

without differences between the  groups. Forty
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TABLE 1.  DEMOGRAPHIC CHARACTERISTICS OF THE CHILDREN BY TWO TYPES OF

                                FOSTER CARE PLACEMENT

Type of Foster Care Placement
Non-Kinship

N=40
Kinship

N=42
Total
N=82

N % N % N % P
Male 15 41 12 23 27 33 0.27

Age at screening in years
(mean ± SD)

3.4 ± 1.7 4.7 ± 2.1 4.1± 2 0.003 **

Age entering the foster care system in
months (mean ± SD) n=70)a

9 ± 13 7 ±13 8 ± 13 0.78

Time in foster care in years
(mean ± SD) (n=70)a

2.7±1.6 3.8±2.1 3.3±1.9 0.04

Time with this current family in years
(mean ± SD)

1.2±1 3.2±2.3 2.3±2.1 <0.001 **

Number of families since entering
foster care (n=76)a

2 (1-10) 1(1-5) 1(1-10) 0.04 *

Age of biological mother in years
(mean ± SD) (n=45)a

29.3±7.3 27.1±5.6 27.7±6 0.35

Age of foster mother in years (mean ±
SD) (n=52)a

50.9±9.1 52.7±9.1 51.9±9.1 0.47

Number of siblings ( n=57) 3 (0-15) 2 (0-7) 2 (0-15) 0.07a

Living with siblings (n=55) 15 56 16 57 31 56 1a

Contact with biological mother(n=70) 24 77 33 84 57 81 0.06a

Number of charts in which information was available.a

** p<0.01
*  p<0.05

TABLE 2. PAST MEDICAL HISTORY RECORDED DURING THE INITIAL EVALUATION,
                               BY TWO TYPES OF FOSTER CARE PLACEMENT

Type of Foster Care Placement
Non-Kinship

N=40
Kinship

N=42
Total
N=82

N % N % N % P
Unknown past medical history 18 45 17 40 35 43 0.11
Exposure to teratogens (n=61) 27 97 30 91 57 95 0.2a

Admission to hospitals (n=40) 2/19 10 8/21 38 10 25 0.06a

Episodes of acute otitis media (n=54) 10 35 13 50 23 43 0.8a

Asthma (n=54) 12 48 12 43 24 45 0.9a

Seizure disorder (n=43) 0 3 14 3 7 0.25a

Major injuries (n=47) 4 18 8 32 12 25 0.33a

History of abuse (n=28) 5 38 4 27 9 32 0.68a

Cerebral Palsy 1 3 2 5 3 4 1

Number of charts in which information was available.a

** p<0.01
*  p<0.05
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TABLE 3.  DIAGNOSIS ACCORDING TO THE DSM CRITERIA, BY FREQUENCY,
                                     COMPARING THE TWO TYPES OF FOSTER CARE PLACEMENT

Type of Foster Care Placement
Non-Kinship 

N=40
Kinship

N=42
Total
N=82

N % N % N % P
Language Impairment 31 80 33 77 64 78 0.97
Attention Deficit/Hyperactivity Disorder 
 NOS 8 20 12 28 20 24 0.6
 Inattentive 1 3 4 9 5 6 0.36
 Hyperactive 1 3 0 1 1 0.47
 Combined 5 13 7 16 12 15 0.76
Oppositional Defiant Disorder 6 15 11 26 17 21 0.38
Reactive Attachment Disorder of Early Childhood 10 26 8 19 18 22 0.61
Autistic Spectrum Disorder 6 15 6 16 12 15 0.5a

Mood Disorder 5 13 3 7 8 10 0.46
Post Traumatic Stress Disorder 3 8 3 7 6 7 1
Anxiety 2 5 3 7 5 6 1
Dissociative Disorder 2 5 2 5 4 5 1
Multiple Complex Developmental Disorder 2 5 2 5 4 5 1b

Personality Disorder 3 8 0 3 4 0.1
Adjustment Disorder 1 3 1 2 2 2 1
Conduct Disorder 0 2 5 2 2 0.49
Depression 1 3 1 2 2 2 1
Mixed Developmental Disorder 2 5 0 2 2 1
Psychosis 0 1 2 1 1 1
Regulatory Problems
 Hyperphagia 13 33 7 16 20 24 0.12
 Sleep Problems 14 35 8 25 22 27 0.06
 Enuresis 9 22 6 14 15 18 0.52
 Encopresis 6 15 1 2 7 8 0.09
Intelligence
 Average 10 26 16 37 26 32 0.37
 Borderline 15 38 12 28 27 33 0.43
 Intellectual Disability 14 36 12 28 26 32 0.59

Autistic Spectrum Disorders: autistic disorder, Asperger’s disorder, pervasive developmental disorder NOSa

Multiple Complex Developmental Disorder is not an official DSM diagnosis - see reference #45b

** p<0.01
*  p<0.05

percent of the children from non-kinship foster

homes were referred to a mental health center,

compared to 28% of children from kinship foster

homes. A day treatment program was

recommended to 22% of the total sample.

However, there were no differences between the

two groups with regard to treatment

recommendations and no differences between the

groups with regard to how often the treatment

recommendations were carried out.

Follow-Up Data 

Since many of the children were followed for a

number of years, some follow-up data was

available. (Table 5) Children in non-kinship foster

homes were more likely to be adopted than those

in kinship care (14 of 16 vs. 3 of 11 p=0.003).

Repeat cognitive testing of 51 children revealed

that 17 children had an increase in IQ of 1

diagnostic category (e.g., from mild intellectual

disability to borderline intelligence). Of these, 11

were from non-kinship homes (52% of the 21 non-

kinship children who were retested) while 6 were

from kinship homes (20% of the 30 children who

were retested). Other outcomes, such as changes

in foster homes, return to biological parent,

running away from home, visits to psychiatric

emergency rooms, academic failure and

admissions to residential treatment facilities, were

equally distributed between the two groups.
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TABLE 4.  RECOMMENDATIONS MADE BY THE MULTIDISCIPLINARY TEAM AFTER THE

                              EVALUATION WAS COMPLETED, BY FREQUENCY, COMPARING THE TWO TYPES

                             OF FOSTER CARE PLACEMENT

Type of Foster Care Placement
Non-Kinship 

N=40
Kinship

N=42
Total
N=82

N % N % N % P
Speech and Language Therapy 34 87 35 81 69 84 0.67
Special Education 34 87 33 77 67 83 0.22
Psychotherapy 31 79 31 71 62 76 0.6
Trial of Psychotropic Medication 20 53 26 60 46 57 0.62
Referral to Mental Health Center 16 40 12 28 28 34 0.5
Day Treatment Program 9 23 9 21 18 22 1
Follow recommendations:
Speech and Language Therapy and

Special Education (n=72) 32 94 34 89 66 92 0.6a

Psychiatric Recommendations (n=43) 13 62 11 50 24 55 0.44a

Number of charts in which information was available.a

** p<0.01
*  p<0.05

TABLE 5. FOLLOW-UP INFORMATION, COMPARING THE TWO TYPES OF FOSTER CARE PLACEMENT

Type of Foster Care Placement
Non-Kinship Kinship Total
N % N % N % P

Required re evaluation with new diagnosis
(n=82)a

21 57 22 52 43 52 0.87

Improve IQ score (n=51) 11 52 6 20 17 33 0.003 *a

Requiring more psychiatric medication
(n=63)a

12 41 15 44 27 43 1

Run away from home (n=62) 0 3 8 3 5 0.25a

Visits Psychiatric Emergency Room (n=62) 2 8 5 14 7 11 0.69a

Admission to a Mental Health Institute
(n=62)a

1 4 3 8 4 6 0.63

Academic failure, documented by school
report (n=58)a

8 31 12 37 20 35 0.79

Changes in the foster care home (n=67) 8 25 4 11 12 18 0.2a

Return with biological mother (n=62) 1 4 3 9 4 6 0.62a

Adopted (n=27) 14 87 3 27 17 63 0.002 *a

Lost to follow-up 4 10 9 21 13 16 0.3

Number of charts in which information was available.a

** p<0.01
*  p<0.05

DISCUSSION 

Children in foster care are more likely to suffer

from emotional, developmental and academic

difficulties than children in the general

population.  The literature11,16,21,22,23,25,27,29,31,37,39,40

suggests that the level of impairment of children

in foster care varies by type of placement, with

those children placed in kinship foster care being

less impaired. Our study shows that young

children with behavioral problems in kinship

foster care referred for a multidisciplinary

evaluation for suspected developmental

disabilities have similar psychiatric diagnoses,

global level of functioning and psychiatric

recommendations as those placed in non-kinship

foster homes, with no differences in their

developmental or academic difficulties. 
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This was a retrospective review of a selected

sample of children with special needs, already

referred for evaluation. The sample was younger

than most other cohorts described in the

literature but was otherwise typical of a

population of young children in foster care as 69%

had been exposed to prenatal teratogens and the

children had been placed in multiple

homes.  All children underwent a1,8,19,24,30,43

systematic multidisciplinary evaluation; their

diagnoses were based on a multidisciplinary team

consensus, which included a psychiatric

evaluation. This was, therefore, a sample of

children at risk of having a psychiatric disorder as

they were all referred to a child psychiatrist as

part of the evaluation process. This was indeed a

group of children with a moderately to severe

degree of psychiatric impairment, with scores on

the G-CAS in the moderate to severe range of

impairment, and 22% of them were referred to a

Day Treatment Program. However, there were no

differences in type or severity of problems,

psychiatric diagnoses, recommendations, or

developmental difficulties between the children

according to their placement. These findings may

indicate that young children with behavioral

concerns in kinship foster homes might be as

involved as children in non-kinship foster homes.

There were a few differences between the

children placed in kinship vs. non-kinship foster

homes. Children in non-kinship foster homes

were referred earlier in their placement and at a

younger age than children in kinship homes. The

earlier referral was independent of the fact that

children referred from non-kinship foster homes

were younger, as the association between kinship

care and later referral persisted after adjusting for

age. It has been described that kinship caregivers

receive less training than non-kinship

caregivers.  It could be hypothesized that the9,19

request for evaluation of the child at an earlier age

may be a reflection of the level of training of

caregivers. Mental health professionals should be

aware that they may need to be more active in

their role with kinship families, and that kinship

families may have a need for as much social

support and therapeutic intervention as non-

kinship families.

While this study demonstrates that children

with behavioral problems in foster care have a

wide range of psychiatric disorders, only 55% of

the entire sample followed the psychiatric

recommendations. There was a non-significant

difference between the rate at which non-kinship

foster families, which might have had more social

services available, followed the psychiatric

recommendations (62%) and the rate at which

kinship families followed these recommendations

(50%). Unmet psychiatric needs have been

previously described in the literature  with18,33

reports of more than 60% of children in need of

services receiving no mental health care. On the

other hand, academic recommendations were

followed by 92% of the sample.

As has been described previously in the

literature, there was a tendency for children in

kinship homes to have more contact with their

biological mother than children in non-kinship

foster homes but the placement with siblings was

similar for both groups.  More frequent8,15,40

contact with the biological mother did not impact

on their psychiatric status.

The data obtained in the follow-up was sparse

and not complete. One surprising finding was that

more children in non-kinship foster homes had a

significant increase in IQ than did children in

kinship homes. This may be related to the fact

that a larger number of children in the kinship

group had an average IQ during the initial

evaluation. Perhaps, also, the earlier age of

evaluation and consequent earlier therapeutic

intervention may have influenced the results of

the follow-up tests, or the social and economic

differences between kinship and non-kinship

foster homes may underlie this finding. Horowitz

et al.  found that foster parent reports of behavior26

in Vineland Adaptive Behavior Scales  improved41

significantly over baseline, after 12 months of

foster care placement, without distinguishing

between kinship and non-kinship foster

placement. This finding, although intriguing,

needs replication.

The other significant difference at follow-up

was that children in non-kinship foster care had

a higher rate of adoption than children in kinship

homes. It may be that kinship families tend to see

themselves as a “port in a storm” for their young

relatives rather than as being a potential adoptive

family, and do not want to disrupt family

dynamics by adopting the child while the natural

parent is alive and often wants to regain custody.

Of note was that 90% of the sample had been

referred because of behavior problems and that

the most prevalent developmental disability was a

language impairment. It was also a sample similar

to other samples of children with psychiatric

disorders from this Center, whose most prevalent

developmental disability is a language
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impairment.  This association between early12,13

language problems and psychopathology in

childhood, which continues into adulthood, has

been previously described in the literature  and5,6

is one reason why the American Academy of

Pediatrics recommends that all infants and young

children be screened for both language

development and behavioral problems.47

Psychiatrists who treat children in foster care

should therefore be alert to language development

and be aware that abnormalities in this area are

o f t e n  a s s o c i a t e d  w i t h  s i g n i f i c a n t

psychopathology.14

Young children living in foster care who are

referred for a developmental evaluation with

behavioral concerns are at risk of having a wide

variety of psychiatric and developmental

disorders. These children are similar in most

demographic and cognitive and psychiatric

variables whether they are placed in kinship or

non-kinship foster homes, alerting us to the

necessity of continuous social services and

therapeutic interventions in both groups.

In light of the fact that foster care families are

much more likely to follow recommendations

regarding academic issues than mental health

issues, professionals working with foster families

need to highlight the importance of their following

through on recommendations for mental health

treatment services. In addition, training provided

to foster families should emphasize the need for

proper treatment if mental health issues are

present in their wards. Future research should be

aimed at seeing whether these or other

interventions can increase the rate of compliance

of foster care families with mental health

treatment recommendations.
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