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Abstract
Given the evidence from studies indicating that children in care have significant developmental,
behavioral, and emotional problems, services for these children are an essential societal
investment. Youth in foster care and adults who formerly were placed in care (foster care alumni)
have disproportionately high rates of emotional and behavioral disorders. Among the areas of
concern has been the lack of comprehensive mental health screening of all children entering out-
of-home care, the need for more thorough identification of youth with emotional and behavioral
disorders, and insufficient youth access to high-quality mental health services. In 2001, the
American Academy of Child and Adolescent Psychiatry (AACAP) and the Child Welfare League
of America (CWLA) formed a foster care mental health values subcommittee to establish
guidelines on improving policy and practices in the various systems that serve foster care children
(AACAP and CWLA, 2002). Because of the excellent quality and comprehensiveness of these
statements, the Casey Clinical Foster Care Research and Development Project undertook
consensus development work to enhance and build upon these statements. This article presents an
overview of mental health functioning of youth and alumni of foster care, and outlines a project
that developed consensus guidelines.

Recent research underscores the urgent need to improve the access and quality of health and
mental health care services for the large numbers of children in foster care (about 800,000,
with a daily census of 510,000 as reported at the end of September 2006; U.S. Department
of Health and Human Services [USDHHS], 2008). For example, Rubin, Halfon, Raghavan,
and Rosenbaum (2005) found that an estimated one in every two children in foster care has
chronic medical problems unrelated to behavioral concerns (Halfon, Mendonca, &
Berkowitz, 1995; Simms, 1989; Takayama, Wolfe, & Coulter, 1998;U.S. General
Accounting Office, 1995). Evidence suggests that these chronic conditions increase the
likelihood of serious emotional problems (Rubin, Alessandrini, Feudtner, Mandell, Localio,
& Hadley, 2004). Studies also suggest that of the 40% of youth in foster care, up to about
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80% of these children exhibit a serious behavioral or mental health problem requiring
intervention (Clausen, Landsverk, Ganger, Chadwick, & Litrownik, 1998; Garland, Hough,
Landsverk, McCabe, Yeh, Ganger, & Reynolds, 2000; Glisson, 1994; Halfon et al., 1995;
Landsverk, Garland, & Leslie, 2002; Stahmer, Leslie, Hurlburt, Barth, Webb, Landsverk &
Zhang, 2005; Trupin, Tarico, Low, Jemelka, & McClellan, 1993; Urquiza, Wirtz, Peterson,
& Singer, 1994). Young adults outside of foster care also suffer from mental health
problems at high rates. According to a recent report of the U.S. Government Accountability
Office (2008), in 2006, at least 2.4 million young adults ages 18 to 26 had serious mental
illnesses.

Given the evidence from studies indicating that children in care have significant
developmental, behavioral, and emotional problems (Clausen et al., 1998; Rutter, 2000),
quality services for these children are an essential societal investment. Youth in foster care
and adults who formerly were placed in care (foster care alumni) have disproportionately
high rates of emotional and behavioral disorders. Among the areas of concern has been the
lack of comprehensive mental health screening of all children entering out-of-home care, the
need for more thorough identification of youth with emotional and behavioral disorders, and
insufficient youth access to high-quality mental health services.

Need for Greater Consensus on Policy and Practice
Despite recent findings that targeted assistance to youth, foster parents, and birthparents can
exert salutary effects on youth and adult foster care alumni’s mental health (e.g., Kessler,
Pecora, Williams, Hiripi, O’Brien, English, White, Zerbe, Downs, Plotnick, Hwang, &
Sampson, 2008), evidence-based practices are not being used routinely in foster care settings
(Landsverk, Burns, Stambaugh, & Rolls-Reutz, 2006). Given this need and the shared
interest of policymakers and advocacy groups to improve existing child welfare practices,
guidelines on best practices for overall mental health approaches within child welfare are
necessary.

In 2001, the American Academy of Child and Adolescent Psychiatry (AACAP) and the
Child Welfare League of America (CWLA) formed a foster care mental health values
subcommittee to establish guidelines on improving policy and practices in the various
systems that serve foster care children (AACAP and CWLA, 2002). Because of the excellent
quality and comprehensiveness of these statements, the Casey Clinical Foster Care Research
and Development Project undertook consensus development work to enhance and build on
these statements. The following strategy was implemented.

Step 1: Formed a Steering Committee
A small steering committee (12 to 15 people) was formed, consisting of researchers from the
Center for the Advancement of Children’s Mental Health, Casey Family Programs, the
Annie E. Casey Foundation, and representatives from key child welfare organizations such
as the AACAP, CWLA, National Clearinghouse on Child Abuse and Neglect (NCCAN),
and others. This steering committee guided the overall guideline development process, and
assumed all organizational, leadership, and primary writing responsibilities.

Step 2: Prepared Expert Papers
We commisioned experts in the field of mental health to write critical papers on the
following mental health issues in child welfare: (a) optimal mental health screening and
assessments, (b) effective psychosocial interventions, (c) appropriate psychopharmacologic
treatment, (d) parent engagement, and (e) youth empowerment.
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Step 3: Surveyed Experts in the Field
To answer questions not directly addressed in the literature, a purposive sample of about 43
research and clinical experts with 10 or more years clinical and research experience with
child welfare completed a brief survey on preferred practices for psychosocial intervention
strategies for youth in foster care, based on the accepted RAND consensus survey
methodologies (Brook, Chassin, Fink, Solomon, Kosecoff, & Park, 1986; Kahn & King,
1997). Survey responses were aggregated to identify those items demonstrating a high
degree of consensus (mean > 8.0) as potential candidates for best practice guidelines.

Step 4: Held a Two-Day Expert Consensus Conference
The two-day conference was a forum for presenting the critical papers and the results of the
consensus survey. Following these presentations, conference participants were each assigned
to one of five work groups corresponding to the topic areas (a through e) mentioned
previously. Each work group formulated preliminary guidelines in their respective area
based on their synthesis of the evidence, expert consensus data, and clinical sensibility and
feasibility.

Following the work group discussions, the chair and reporter of each work group presented
their preliminary guidelines to conference participants for feedback. Work groups were
given the opportunity to revise and refine their guidelines based on this feedback. By the end
of the two-day conference, each work group had a preliminary set of guidelines that had
been reviewed by all conference participants.

Step 5: Refined Consensus Guidelines
Following the consensus meeting, candidate consensus recommendations derived from Step
4 were further refined, and redistributed to the smaller steering committee for approval.

Overview of the Special Issue
This special issue presents the results of the consensus guidelines development work and
abridged versions of the critical papers presented at the conference. The special issue begins
with this introductory paper that presents the most current data available regarding the
prevalence of emotional and behavioral disorders among youth in foster care and alumni and
the major challenges faced by children in child welfare who need mental health services.
Abridged versions of the five critical consensus conference papers follow, as well as a paper
on a multilevel evidence-based system of parenting interventions that was also presented at
the conference. This special issue closes with two guideline papers: (1) guidelines for mental
health screening, assessment, and treatment (both psychosocial and pharmacologic); and (2)
guidelines for parent engagement and youth empowerment.

Emotional and Behavioral Disorders Among Youth in Foster Care1

Most youth in foster care have traumatic family histories and life experiences (including the
removal from their birthfamily) that result in an increased risk for mental health disorders. A
study of children in foster care revealed that posttraumatic stress disorder (PTSD) was
diagnosed in 60% of sexually abused children and in 42% of the physically abused children
(Dubner & Motta, 1999). The study also found that 18% of foster children who had not
experienced either type of abuse had PTSD, possibly because of exposure to domestic or
community violence (Marsenich, 2002).

1This section is adapted from Pecora, White, Jackson, Wiggins, and English (in press).
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Several studies have documented the increased prevalence of emotional and behavioral
disorders in the foster care population (Auslander, McMillen, Elze, Thompson, Jonson-Reid,
& Stiffman, 2002; Clausen et al., 1998; Dos Reis, Zito, Safer, & Soeken, 2001; McMillen,
Scott, Zima, Ollie, Munson, & Spitznagel, 2004; Stahmer et al., 2005). Table 1 presents data
from the Casey Field Office Mental Health (CFOMH) study on the lifetime mental health
disorders of adolescents in foster care. We use data from this study, along with the Midwest
Study data, because the data was recently collected, an important age group was highlighted,
a broad list of diagnoses was assessed, and special analyses were undertaken that compared
the CFOMH adolescents to a similar national general population sample.

Prevalence Rates Among Youth in the Casey Study of Adolescents
The CFOMH study used the composite international diagnostic interview (CIDI) to assess
the prevalence of mental health diagnoses among 14- to 17-year-old adolescents in Casey
foster care (White, Havalchak, Jackson, O’Brien, & Pecora, 2007). The CIDI generates
research-based mental health diagnoses of commonly occurring DSM-IV mental disorders
(American Psychiatric Association [APA], 1994) by using type and severity of experienced
symptoms. Generally good concordance has been found between CIDI diagnoses and
independent clinical assessments (Haro, Arbabzadeh-Bouchez, Brugha, de Girolamo, Guyer,
Jin, Lepine, Mazzi, Reneses, Vilagut, Sampson, & Kessler, 2006).

Table 2 presents the lifetime and past year mental health diagnoses of adolescents in the
CFOMH study and a comparison sample of youth in the general population matched by age,
race and gender (see White et al., 2007, for detailed sample characteristics). About three in
five youth being served by Casey (63.3%) had a lifetime CIDI diagnosis, and about one in
five (22.8%) had three or more lifetime diagnoses. Of the 22 lifetime diagnoses assessed, 6
were diagnosed for 15% or more of the sample. The most common lifetime diagnoses were
oppositional defiant disorder (29.3%), conduct disorder (20.7%), major depressive disorder
(19.0%), major depressive episode (19%), panic attack (18.9%), and attention deficit
hyperactivity disorder (ADHD; 15.1%).

Over one-third of youth served by Casey (35.8%) reported symptoms indicative of a mental
health disorder in the past year, and a much smaller percentage (7.7%) had symptoms
indicative of three or more past year mental health problems. Of the 20 past years mental
health conditions assessed, none were diagnosed for 15% or more of the sample. The most
common past year conditions were major depressive disorder (10.9%), major depressive
episode (10.9%), PTSD (9.3%), intermittent explosive disorder (8.6%), and conduct disorder
(8.3%).

Comparisons of the CFOMH Data with Other Studies
Compared to youth in the general population comparison sample, youth in the CFOMH
study were significantly more likely to have at least one lifetime diagnosis (63.3% vs.
45.9%) and to have three or more lifetime diagnoses (22.8% compared to 14.7% in the
general population). Mental health comparison data were provided by the National
Comorbidity Study-Adolescent (NCS-A) survey. This survey, conducted from April 2001 to
April 2003, used the CIDI in a nationally representative sample of 10,148 youth ages 13 to
17 (N. Sampson, personal communication, May 30, 2007). Rates of diagnoses in the past
year, however, were similar between the two samples: 35.8% in the CFOMH study,
compared to 36.2% of adolescents in the general population.

Emotional and Behavioral Disorders Among Foster Care Alumni
Unfortunately, relatively little information has been available concerning how foster care
alumni fare as adults, particularly in terms of mental health and other functional outcomes.
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Most recently, however, results of the Casey National Alumni Study (Pecora, Kessler,
O’Brien, White, Williams, Hiripi, English, White, & Herrick, 2006; Pecora, Williams,
Kessler, Downs, O’Brien, Hiripi, & Morello, 2003), the Midwest Study (Courtney,
Dworsky, Ruth, Keller, Havlicek, & Bost, 2007), and the Northwest Alumni Study (NWAS;
Kessler et al., 2008; Pecora Kessler, Williams, O’Brien, Downs, English, White, Hiripi,
Roller White, Wiggins, & Holmes, 2005; Pecora et al., 2006) suggest that young adult foster
care alumni experience some mental illnesses at a much higher rate than young adults in the
general population (as measured by the National Comorbidity Study Replication [NCS-R];
Kessler & Merikangas, 2004). Findings indicated that there are sizably greater risks among
adult alumni for PTSD, anxiety disorders, depression, and drug dependence (two- to
sevenfold increases in risk). Particularly troubling was the frequent lack of mental health
services provided for youth in care as evidenced by long delays between illness onset and
diagnosis and treatment.

Data are even more scarce for alumni of foster care based on well-recognized standardized
measures of mental health functioning. Some sources of standardized data are the Midwest
Study and NWAS, which are described next (Pecora et al., 2005).

The Midwest Study and the NWAS
The NWAS compared the mental health functioning of 479 alumni, ages 20 to 33, with
individuals of a similar age, gender, and ethnicity in the general population (from the NCS-
R; Pecora et al., 2005). Based on questions from the CIDI, both the NWAS and the NCS-R
assessed lifetime and 12-month mental health prevalence rates (see Table 3).

For lifetime prevalence, the occurrence of mental health disorders among alumni exceeded
the general population on all nine mental health disorders assessed. The prevalence of
lifetime PTSD was significantly higher among alumni (30.0%) in comparison to the general
population (7.6%). The prevalence of lifetime major depression episodes was also
significantly higher among alumni (41.1%) than among the general population (21.0%).

For 12-month diagnoses, the prevalence of diagnoses among alumni exceeded the general
population on all nine disorders assessed, with the highest rates of alumni diagnoses being
PTSD and depression. The rate of 12-month PTSD among alumni was 25.2% compared to
4.6% in the general population and the rate of 12-month major depression was 20.1% for
alumni and 11.1% for the general population.

For many diagnoses, rates among adult alumni in the NWAS were three to five times those
of youth in CFOMH study. This pattern of results suggests that alumni of foster care may be
more at risk for mental health problems than youth still in care. This may be because
unresolved issues surface in the difficult years after emancipation, when young adults may
not have the means or supports to address them properly.

The Midwest Evaluation of the Adult Functioning of Former Foster Youth Study assessed
the mental health of the 19- and 21-year-olds in their sample using the lifetime version of
the CIDI. Table 4 presents the overlapping CIDI diagnoses in the Midwest Study for 21-
year-olds and the NWAS for 20- to 33-year-olds (average age 24). The most prevalent
mental health problems in the Midwest Study were PTSD, major depression, and alcohol
dependence. Although prevalence rates were lower than the NWAS, this may be largely
attributable to the age difference between the two studies.
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Comorbidity and Racial and Gender Differences in Mental Health Among
Foster Care Alumni
Comorbidity

The co-occurrence of multiple disorders (comorbidity; Jackson, 2008) is an important
consequence of childhood trauma. Individuals with depression (a mood disorder) or PTSD
(an anxiety disorder), often experience medical conditions such as heart disease, high blood
pressure, diabetes, or cancer (Cicchetti & Toth, 1998; DeBellis, 2001; USDHHS, 2000).
Depression and PTSD are also commonly associated with each other and with a number of
other mental health issues such as aggression, attention deficits, eating disorders, alcohol or
drug addictions, and suicidal tendencies (Castel, Rush, Urbanoski, & Toneatto, 2006;
Cicchetti & Toth, 1998; DeBellis, 2001; Green & Kreuter, 2005; Hammen & Rudolph,
2003; Linning & Kearney, 2004; USDHHS, 2000; Wilson, Becker, & Heffernan, 2003;
Zimmerman, Chelminski, Zisook, & Ginsberg, 2006). Violence and traumatic stress are both
linked to the neurobiological systems that affect physical health as well as cognitive
functioning, emotion control, and behavior (DeBellis, 2001). Despite the significant risk of
psychological and physiological trauma among foster care alumni, few published studies
describe the prevalence of specific comorbidities in this population. One exception, the
NWAS, demonstrated that nearly 20% of alumni ages 20 to 33 had three or more current
psychiatric problems (specific disorders not reported), compared to only 3% of the general
population (Pecora et al., 2005).

In a special set of analyses of African American and white alumni in the Casey National
Foster Care Alumni Study, Jackson (2008) found that in contrast to studies of the general
population where comorbid depression was observed in 64% of the sample (see Kessler,
Berglund, Demler, Jin, Koretz, Merikangas, Rush, Walters, & Wang, 2003), 98% of foster
care alumni in this study exhibited comorbid depression and 94% of alumni had comorbid
PTSD. Of the alumni with depression, 77% had another mental health diagnosis and 89.9%
had coexisting health problems. About 62% of alumni with PTSD had a co-occurring mental
disorder and 82% had co-occurring physical ailments. Rates of depression and PTSD
comorbidity with physical health conditions were 13% to 21% higher than with other
psychiatric diagnoses. This suggests a need to view and respond to alumni well-being from a
more holistic perspective.

Racial and Gender Differences in Rates of Emotional and Behavioral Disorders
Racial and gender differences in the mental health of foster care alumni are rarely explored,
especially with multivariate techniques that control for pre-placement and in-care
experiences. In one of the few analyses conducted to date, Jackson (2008) analyzed data
from the Casey National Foster Care Alumni Study and found that of a sample of 708
African American and white foster care alumni, 13.9% met diagnostic criteria for depression
and 20.7% met criteria for PTSD in the past year. Within the sample, females had nearly
twice the rate of depression as males (18.5% and 9.5%, χ2[12.02, 1df, p < .01]) and nearly
three times the rate of PTSD (30.6% and 11%, respectively, χ2[41.27, 1df, p < .000]). No
statistically significant differences existed by race/ethnicity.

Females and males with depression and PTSD also had extremely high rates of comorbidity.
Nearly the full sample of women with depression (98.7%) had a co-occurring health or
mental health condition: 79.6% had another psychiatric diagnosis and 94% had other health
issues. Males had comparable rates of comorbidity: 97% of men with depression had
another disorder, 72.2% had other mental problems, and 82.1% had co-occurring physical
disorders. Whereas 93.9% of females with PTSD had comorbid psychiatric or physical
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illnesses, the full sample of males with PTSD had coexisting health or mental health
conditions, a statistically significant bivariate difference.

Challenges in Mental Health Services Delivery for Youth and Families Being
Served by Child Welfare Programs
Mental Health Services Utilization

The National Study of Child and Adolescent Well-Being (NSCAW) findings indicate that,
despite high rates of mental health services utilization by youth in child welfare in
comparison with community studies, three of four children who came to the attention of the
child welfare systems because of a child abuse and neglect investigation and who had clear
clinical impairment had not received any mental health care within 12 months after the
investigation (Stahmer et al. 2005). This suggests both the high need for and dramatic
underutilization of mental health services. Emerging evidence reveals that both clinical and
nonclinical factors affect mental health referral and utilization patterns for children in foster
care. The nonclinical factors implicated are type of maltreatment, racial/ethnic background,
age, and type of placement. For example, in a recent review of the race/ethnicity factor by
Garland, Landsverk, and Lau (2003), these authors found that race/ethnic status consistently
predicts lower use of mental health care for African American youth. Racial biases in
assessment and referral patterns as well as less effective engagement and retention of
African American children in treatment may be contributing factors.

Although there is little descriptive data on services to children in foster care, it appears that
much of foster care is delivered without significant mental health services for children other
than referral to mental health agencies for treatment. The preponderance of mental health
services utilized by foster care youth is outpatient treatment, with a small proportion
admitted to hospitals, and many others placed in group homes or residential treatment
centers. As summarized by Landsverk et al. (2006), in a study conducted by Halfon,
Berkowitz, and Klee (1993), Medicaid data were examined for all paid claims involving
children under 18 years old in the fee-for-service program in 1988. Rates of health care
utilization and associated costs were compared between the 50,634 children identified in
foster care and the 1,291,814 total program eligible children. While the children in foster
care represented less than 4% of the population of Medi-Cal eligible users, they represented
41% of the users of reimbursed mental health services and incurred 43% of all mental health
expenditures.

Promising Strategies for Improving Mental Health Access and Treatment in Child Welfare
There are indications that family foster care agencies are responding to the substantial
behavioral health needs of children in care and becoming more treatment oriented.
Specialized family foster care programs—particularly treatment foster care—for children
and youth with special needs in such areas as emotional disturbance, behavioral problems,
and educational underachievement, have become more available (e.g., Chamberlain, 1994,
1997, 2003; Chamberlain, Price, Leve, Laurent, Landsverk, & Reid, in press; Chamberlain,
Price, Reid, Landsverk, Fisher, & Stoolmiller, in press). Now, family foster care is
sometimes provided as a multi-faceted service, including specialized or therapeutic services
for some children, temporary placements for children in “emergency” homes, and supports
to relatives raising children through kinship care (Maluccio, Pine, & Tracy, 2002).

In addition, systems of care models of mental health services delivery seek to operationalize
a philosophy about the way in which services should be organized for children and their
families, with three core characteristics: (a) child- and family-centered, (b) community-
based, and (c) culturally competent (Stroul, 2002; Stroul & Friedman, 1996). These service
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delivery systems, by implementing these core values, are attempting to reduce barriers to
service, more extensively involve parents and children, and increase the coordination of
services. More recently, these approaches are being reformulated to include better
integration with child welfare services.

Summary
This introduction to the special issue on best practices for mental health in child welfare has
presented recent data about the emotional, behavioral, and substance abuse disorders of
youth in foster care and alumni. The remaining papers build on the consensus guideline
development work and addresses mental health services delivery challenges. The paper by
Levitt describes promising ways to screen and assess the mental health of youth in child
welfare. Landsverk et al. highlight some of the best psychosocial interventions for youth in
child welfare. In their paper, Crismon and Argo address psychopharmacologic treatment for
youth in child welfare and associated challenges.

The paper by Kemp et al. outlines principles and strategies for parent engagement in child
welfare. This paper is followed by one by Prinz that describes an example of multilevel
evidence-based system of parenting interventions with applicability to child welfare
populations. Next, in their paper, Kaplan et al. discuss similar strategies targeted toward the
empowerment of youth in child welfare.

The final two papers in this special journal issue present the guidelines and supporting
rationale developed during the 2007 Best Practices for Mental Health in Child Welfare
Consensus Conference. The first paper discusses the guidelines developed in the areas of
mental health screening, psychosocial interventions and psychopharmacologic treatment.
The second article presents the guidelines for parent engagement and youth empowerment.
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Table 1

Lifetime Mental Health Disorders of Adolescents in Foster Care: Comparisons to the Midwest Study

Diagnosis CFOMH Study (%) (Ages 14–17) Midwest Study (%) (Age 17)

PTSD 13.4 16.1

Alcohol abuse 7.7 11.3

Alcohol dependence 3.6 2.7

Any depressiona 19.0* 2.9

Drug abuse 14.1* 5.0

Drug dependence 4.2 2.3

Social phobia 10.5* 0.4

Sample size 188 732

p < .05

a
In the Midwest Study, “any depression” was measured as having mild, moderate, or severe depression (single episode and recurrent). The

comparison provided for CFOMH is for major depressive episode only, which is likely an underestimate of “any depression.” Therefore, the
difference between the CFOMH study and Midwest Study samples in rates of depression is likely larger than presented here.

Note: The demographic backgrounds and age range of the two alumni groups may also be affecting the prevalence rates for certain emotional and
behavioral disorders.
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Table 2

Mental Health Functioning of Adolescents in Foster Care: Lifetime Diagnoses and Diagnoses in the Past Year

Mental Health Diagnoses CFOMH Study (ages 14–17) NCS-A (Adolescent General Population, ages 14–17)a

Lifetime (%) Past year (%) Lifetime (%) Past year (%)

At least one CIDI DSM-IV diagnosisb 63.3 35.8 45.9 (−) 36.2 (=)

Three or more CIDI diagnosesb 22.8 7.7 14.7 (−) 9.1 (=)

Alcohol abuse 7.7 3.6 5.9 (=) 4.4 (=)

Alcohol dependence 3.6 2.0 1.1 (−) 0.8 (=)

Anorexia 0.0 0.0 0.2 (=) 0.1 (=)

ADHD 15.1 — 4.5 (−) —

Bulimia 3.2 1.1 1.1 (−) 0.8 (=)

Conduct disorder 20.7 8.3 7.0 (−) 3.8 (−)

Drug abuse 14.1 2.1 8.8 (−) 5.7 (+)

Drug dependence 4.2 1.5 1.8 (−) 1.2 (=)

Dysthymia 4.5 2.0 3.7 (=) 2.7 (=)

Generalized anxiety disorder 4.7 2.1 2.5 (=) 1.7 (=)

Hypomania 0.0 0.0 3.7 (+) 3.0 (+)

Intermittent explosive disorder 13.9 8.6 14.4 (=) 11.8 (=)

Major depressive disorder 19.0 10.9 11.9 (−) 8.4 (=)

Major depressive episode 19.0 10.9 14.1 (−) 10.2 (=)

Mania 9.3 5.5 1.7 (−) 1.3 (−)

Nicotine dependence 3.1 2.0 6.7 (=) 5.1 (=)

Oppositional defiant disorder 29.3 — — —

Panic attack 18.9 6.8 20.3 (=) 11.2 (=)

Panic disorder 0.0 0.0 2.5 (+) 2.1 (=)

PTSD 13.4 9.3 5.2 (−) 3.6 (−)

Separation anxiety disorder 12.0 0.0 8.9 (=) 2.1 (=)

Social phobia 10.5 7.2 14.6 (=) 13.1 (+)

Sample size 188 7753

p < .05

Notes: “—” indicates that the diagnosis was not assessed. Symbols in parentheses indicate whether rates were significantly different between the
CFOMH study and other studies. A “(−)” means that the comparison study rate was significantly lower than the CFOMH rate, a “(=)” means that
the rates were similar, and a “(+)” means that the comparison study rate was significantly higher.

a
Data from the NCS-A are weighted on age, race/ethnicity, and sex to match the demographics of the current study.

b
All diagnoses listed in this table were included in the variables “at least one CIDI DSM-IV diagnosis” and “three or more CIDI DSM-IV

diagnoses” except major depressive episode, oppositional defiant disorder, and panic attack. These diagnoses were excluded to match those
included in the NCS-A (further, major depressive episode overlaps with major depressive disorder, and panic attack overlaps with panic disorder).
If a youth had both alcohol abuse and alcohol dependence, it was counted as only one disorder; the same was true for drug abuse and drug
dependence. ADHD was included in the lifetime rates but not in the 12-month rates.

Source: White, Havalchak, Jackson, O’Brien, and Pecora (2007).
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Table 4

CIDI-Based Diagnoses of Foster Care Alumni

Mental Health Diagnoses NWAS (ages 20–33, Males and Females Combined) Midwest Study (age 21) Past year (%)a

Lifetime (%) Past year (%) Females Males

At least one CIDI DSM-IV diagnosis 54.4b 22.1b 14.2b 4.6b

Alcohol dependence 11.3 3.6 3.5 11.6

Anorexia 1.2 0.0 — —

Drug abuse — 12.3c 1.9 5.8

Drug dependence 21.0 8.0 1.0 5.1

Generalized anxiety disorder 19.1 11.5 0 0

PTSD 30.0 25.2 7.9d 3.8d

Sample size 479

Notes: “—” indicates that the diagnosis was not assessed.

a
Midwest Study data have not been weighted for age, gender, race, or other variables to be equivalent to the NWAS so comparisons should be

viewed with caution. Midwest Study data abstracted from Courtney et al. (2007, p. 46).

b
Comparisons of the Midwest Study data with the NWAS in terms of number of diagnoses must be made with caution, given that the NWAS

measured more diagnoses. Lifetime diagnoses in the NWAS included alcohol dependence, anorexia, bulimia, drug dependence, generalized anxiety
disorder, major depressive episode, modified social phobia, panic syndrome, and PTSD. Past year diagnoses included all lifetime diagnoses, with
the addition of alcohol problem and drug problem.

c
The NWAS measured drug problem.

d
PTSD diagnosis for the Midwest Study was indeterminate for 11 females and 10 males because of missing data.
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