
Mental Health and Substance Use Disorders among Foster
Youth Transitioning to Adulthood: Past Research and Future
Directions

Judy Havlicek, Ph.D.,
University of Illinois-Urbana Champaign, 1010 W. Nevada Street, Urbana, IL 61801, (217)
244-5235

Antonio Garcia, Ph.D., and
University of Pennsylvania

Douglas C. Smith, Ph.D.
University of Illinois-Urbana Campaign
Judy Havlicek: jhavlice@illinois.edu

Abstract
At a time when there is increasing attention being given to systematically integrating the well-
being of children with the goals of safety and permanence in child welfare, little is known about
the psychosocial functioning of foster youth transitioning to adulthood from substitute care. This
article systematically reviews 17 peer-reviewed articles and/or research reports to identify lifetime
and past year prevalence rates of mental health disorders and service utilization. At ages 17 or 18,
foster youth are 2 to 4 times more likely to suffer from lifetime and/or past year mental health
disorders compared to transition aged youth in the general population. Findings show that mental
health service use declines at ages when the prevalence rate of mental health disorders is peaking.
The findings of this review suggest the need to focus future efforts in three main areas: 1) Setting
a common research agenda for the study of mental health and service use; 2) Routine screening
and empirically supported treatments; and 3) Integration and planning between child and adult
mental health service systems.
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Children and youth placed into substitute care experience numerous challenges in
psychosocial functioning. They score higher on standardized measures of emotional and
behavioral problems than same aged peers in the general population (Clausen, Landsverk,
Ganger, Chadwick, & Litrownik, 1998; Halfon, Mendonca, & Berkowitz, 1995; Horowitz,
Simms, & Farrington, 1994; Landsverk & Garland, 1999; Leslie et al., 2000; Trupin, Tarico,
Low, Jemelka, & McClellan, 1993); they have mental health conditions at twice the rate as

© 2012 Elsevier Ltd. All rights reserved.

Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.

NIH Public Access
Author Manuscript
Child Youth Serv Rev. Author manuscript; available in PMC 2014 January 01.

Published in final edited form as:
Child Youth Serv Rev. 2013 January ; 35(1): 194–203. doi:10.1016/j.childyouth.2012.10.003.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



same aged children receiving aid from Supplemental Security Income (SSI) (dosReis, Zito,
Safer, & Soeken, 2001); and they represent a large percentage of users of mental health
services even though they make up a small proportion of the overall population that is
eligible (Halfon, Berkowitz, & Klee, 1992; Harman, Childs, & Kelleher, 2000; Takayama,
Bergman, & Connell, 1994).

Less is known about the psychosocial functioning of foster youth transitioning to adulthood.
Information about foster youth and the prevalence of health, mental health, and
developmental conditions in adulthood has only accumulated in the past several years
(Courtney, Terao, & Bost, 2004; Courtney & Dworsky, 2006; Hill, Lightfoot, & Kimball,
2010; Kushel, Yen, Gee, & Courtney, 2007; Narendorf & McMillen, 2010; Needell,
Cuccaro-Alamin, Brookhart, Jackman, & Shlonsky, 2002; Raghavan & McMillen, 2008).
Several areas, which are arguably central to well-being, such as physical health and
substance use, remain poorly understood (Courtney & Heuring, 2005). Although several
studies shed light on mental health and service use (Barth, 1990; Courtney, Piliavin,
Grogan-Kaylor, & Nesmith, 2001), few have used a diagnostic assessment that is capable of
making precise clinical diagnoses which are necessary to determine need. Limited
information concerning common dimensions of mental health, such as the age of onset,
severity, and co-occurrence with other conditions, further obscures understanding of the
ways in which mental health contributes to risks in adulthood.

A lack of current and comprehensive information about the psychosocial functioning of
foster youth transitioning to adulthood presents a significant gap in the existing knowledge
base with relevance to prevention and intervention. The transition to adulthood is
increasingly being considered as a unique “window of opportunity” for altering
developmental trajectories (Masten, 2006; Masten, Obradović, & Burt, 2006; Schulenberg,
Sameroff, & Cicchetti, 2004). Advances in developmental neuroscience and developmental
psychology are building a persuasive case for new ways of thinking about catalysts for
change in adolescence and adulthood (Tough, 2012). Findings suggest that parts of the brain
develop well into the twenties, and lead to improved competence in executive functioning,
including attention, memory, self-regulation, and future planning (Blakemore & Choudhury,
2006; Dahl, 2004; Steinberg et al., 2009). It may then follow that well-specified programs in
adolescence and early adulthood hold promise for optimizing health and development when
they are integrated within the larger goals of child welfare and other systems of care. Active
responses to these developments require a new paradigm for conceptualizing the meaning of
safety, permanence and well-being for adolescents and transition aged youth. In the interest
of providing guidance for future research, intervention development, and programming, we
review the research on foster youth transitioning to adulthood and mental health in the
context of evolving developments in independent living policy in the United States and the
growing importance of developmental transitions in directing the life course.

Background
The many challenges faced by foster youth making the transition from of out-of-home care
to independent adulthood are well documented (Barth, 1990; Cook, 1991; Courtney et al.,
2001; Festinger, 1983; Goerge et al., 2002; Needell et al., 2002; Reilly, 2003). To better
support the transition to adulthood, Congress has amended the Social Security Act three
times in the past three decades. The Fostering Connections to Success and Increasing
Adoptions Act of 2008 (P.L. 110-351) represents a fundamental shift away from the goal of
preparing foster youth for independence towards the promotion of protective scaffolding that
is necessary for any young adult to achieve success (Courtney & Society for Research in
Child Development, 2009). Persistent challenges lie in the low number of states that have
taken up the option to extend the age through which youth can remain in care and a lack of
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evidence supporting existing approaches aimed at improving outcomes (Courtney, Zinn,
Koralek, & Bess, 2011; Courtney, Zinn, Johnson, & Malm, 2011; Montgomery, Donkoh, &
Underhill, 2006; U.S. Department of Health and Human Services, 2008a; U.S. Department
of Health and Human Services, 2008b).

One factor contributing to poor prospects during the transition to adulthood may be related
to a high prevalence of mental health conditions (Courtney & Hughes, 2006). In one
investigation of homelessness following discharge from substitute care, foster youth living
in continuously unstable living situations were three to four times more likely to suffer from
emotional and behavioral disorders than those living in stable situations (Fowler, Toro, &
Miles, 2009). In another prospective study, the time to arrest was shorter for those foster
youth with an alcohol or drug abuse diagnosis that for those without a diagnosis (Cusick,
Havlicek, & Courtney, 2012). A large body of research in community-based samples finds
the risk of experiencing negative outcomes during the transition to adulthood is greater for
adolescents with mental health disorders or heavy substance abuse or dependence (Griffin,
Ramchand, Edelen, McCaffrey, & Morral, 2011; Jayakody, Danziger, & Kessler, 1998;
Kandel, Davies, Karus, & Yamaguchi, 1986; Vander Stoep et al., 2000). Understanding the
match between the needs of young adults with mental health conditions and the social roles
and contexts that are afforded to them in the transition to adulthood is likely critical to
understanding the power of developmental transitions in improving adaptation and well-
being (Schulenberg et al., 2004).

Studies find that many foster youth enter adulthood behind their peers in education and other
markers of development (Courtney et al., 2001; Keller, Cusick, & Courtney, 2007). These
delays can powerfully undermine developmental readiness for adulthood and set the stage
for the occurrence of other negative events when the safety net is time limited. For youth
with a mental health condition, the stressors that come with the onset of new social roles and
contexts during the transition to adulthood may exacerbate the ability to cope and become a
barrier to participating fully in the developmental tasks of adulthood without supports.

Child welfare systems have long been considered to be important gateways to supportive
services for individuals exhibiting emotional and behavioral problems (Landsverk &
Garland, 1999; Leslie, Hurlburt, Landsverk, Barth, & Slymen, 2004). When asked, transition
aged foster youth and service providers report feeling uninformed about mental health and
mental health service options (California Youth Connection, 2000; Havlicek, McMillen,
Fedoravicius, McNelly, & Robinson, 2012; Narendorf, Fedoravicius, McMillen, McNelly,
& Robinson, 2011). At a developmental time when the prevalence rates of mental health and
substance use disorders in the general population are peaking (Chen & Kandel, 1995;
Johnston, O’Malley, Bachman, & Schulenberg, 2002), studies find steep drop off in mental
health service use (McMillen & Raghavan, 2008; Needell et al., 2002).

Child welfare programming for adolescents with mental health disorders may also mean that
placement instability and/or placement in atypical contexts is common. Although research
identifies a risk of iatrogenic effects in interventions that congregate at- risk youth together
(Dishion & Andrews, 1995), one study finds as many as 42 percent of foster youth entered
adulthood from a congregate care setting (McMillen et al., 2004). Foster youth entering
adulthood from a restrictive placement are vulnerable to a range of negative outcomes
including criminal justice system involvement (Cusick, Havlicek, & Courtney, 2012) and
unstable employment (Hooks & Courtney, 2011) - two events that play a role in establishing
independence. Delineating the ways in which vulnerability is shaped by pre-existing
conditions prior to placement into congregate care and/or characteristics that are specific to
the congregate care is central to any response aimed at promoting well-being (Dmitrieva,
Monahan, Cauffman, & Steinberg, 2012).
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Perhaps the largest proximal influence on adaptive functioning in adulthood for foster youth
with mental health conditions has to do with insufficient support from family members,
extended family, and other adults during the transition to adulthood. Foster youth may have
few adults to provide information, emotional support and coping, material assistance, or
supervision. Should youth become disconnected during adulthood, they may be at greater
risk for the occurrence of other adverse events, such as re- victimization and homelessness.

To develop understanding in an area where limited information currently exists, this article
summarizes 17 articles and/or research reports reporting prevalence rates of lifetime and
past year mental health disorders and mental health service use among foster youth who
reach the age of majority in substitute care. Drawing from epidemiological investigations of
mental health disorders and service utilization in the general population, three questions
serve as a guide. First, what is the lifetime and past year prevalence rates of mental health
and substance use disorders at ages 17 or 18? Second, what is the lifetime and past year
prevalence rates of mental health and substance use disorders from ages 19 to ages 25 or 26?
Third, what are the prevalence rates of mental health service use at the onset and during the
transition to adulthood? In the next section, we review the methods by which this systematic
review was conducted. A description of the studies and research reports is provided for the
reader to clarify similarities and differences across studies.

METHODS
Study Selection

A multi-stage procedure was used to identify articles for inclusion. The first step in the
literature review was to search academic, electronic databases of articles published between
1990 and 2012. The key words included: foster youth, aging out, older foster youth, youth
leaving care, former foster youth, emancipated youth, and mental health, mental health
problems, mental health disorders, DSM, psychiatric disorders, substance abuse disorder,
mental health services, substance abuse treatment. These key words were applied in the
following databases: CINHL, MEDLINE, ERIC, PSYCHINFO, Social Work Abstracts, and
SOCINDEX with full text. The 65 abstracts that were found in these databases were
reviewed by the authors.

From these abstracts, articles reporting on DSM-IV diagnoses and mental health service use
were located and reviewed. Studies were included if they met the following criteria: 1) The
sample turned 17 or 18 in substitute care; 2) The study collected information on lifetime
and/or past year DSM-IV disorders using a standardized diagnostic assessment; 3) The study
reported on mental health service use (i.e. ever and/or in past year); 4) The study was based
on a sample in the U.S.; 5) The article or research report did not duplicate findings reported
in another study.

Based on these inclusion criteria, only six articles were selected for review. To identify
additional studies that met our criteria we conducted a search on Google Scholar using the
same search terms. This search identified four reports and one article. Next, we reviewed
reference lists of the eleven sources for additional reports or articles, and identified six
additional reports or articles.

In total, seventeen articles or research reports were found to report the lifetime or past year
prevalence of mental health disorders and/or rate of mental health service use. Of these
articles, six are based on the Midwest study (Courtney et al., 2004; Courtney et al., 2005;
Courtney et al., 2007; Courtney et al., 2010; Courtney et al., 2011; Keller, Salazar, &
Courtney, 2010); four articles are based on the Voyages study (McMillen et al., 2004;
McMillen et al., 2005; McMillen & Raghavan, 2009; Vaughn et al., 2007) and one article is
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based on the Casey National Foster Care Alumni Study (Pecora, Jensen, Romanelli,
Jackson, & Ortiz, 2009). When we uncovered multiple reports, we included the source that
provided the most comprehensive description of mental health disorders. To illustrate, there
were three sources reporting on rates of mental health disorder from the baseline data of the
Midwest study (Courtney et al., 2004; Keller et al., 2010; Garcia & Courtney, 2011). A
decision was made to include the peer-reviewed article by Keller et al. (2008) because this
study used call-back information from the baseline sample of the Midwest study to generate
new diagnostic information for depression and substance abuse.

Table 1 provides a summary of all seventeen articles and research reports along with the
sample exclusion criteria and study limitations. Below we describe the studies and the
measures of mental health and service use in greater detail.

Study Description
The Midwest Study of the Adult Functioning of Former Foster Youth (hereafter referred to
as the Midwest study) is a longitudinal study that followed 732 foster youth making the
transition to adulthood in Illinois, Iowa, and Wisconsin from ages 17 or 18 to age 26, with
five waves of data collection (Courtney et al., 2004). The study participants entered foster
care before their 16th birthday and the primary reason for their placement was not
delinquency. At baseline, when participants were 17 or 18 years old, interviewers
administered a computerized version of the lifetime Composite International Diagnostic
Interview 2.1 or CIDI (World Health Organization, 1993). Only the modules for depression,
dysthymia, PTSD, GAD, social phobia, alcohol abuse and dependence and other drug abuse
or dependence were administered. Questions about mental health and substance treatment
were drawn from the Add Health study (Udry, 2003), which generated comparisons with
youth in the general population.

In the Midwest study, the full CIDI was administered at waves two and three. By the fourth
wave, when the participants were 23 or 24 years of age, rates of lifetime mental health
disorders were lower than those reported at wave one, leading the investigators to believe
that the participants had learned to take the survey without having to answer questions from
the CIDI (Courtney et al., 2010). By the fifth wave, only parts of the CIDI were
administered to assess for past year rates of mental health disorders (Courtney et al., 2011).

As part of the Mental Health Service Use of Youth Leaving Foster Care (i.e. Voyages)
study, McMillen and colleagues followed a sample of 406 foster youth who turned 17 and
were under the supervision of child welfare officials in counties surrounding St. Louis,
Missouri (McMillen et al., 2004) from December 2001 to June 2003. At baseline and the
two-year follow-up, in-person interviews were conducted with participants at their place of
residence. In between in-person interviews, quarterly telephone interviews were conducted
with between 87 (wave 2) and 64 (wave 8) percent of study participants.

The researchers used the Diagnostic Interview Schedule (DIS) for DSM-IV disorders.
(Reich, Welner, & Herjanic, 1997). The DIS, a precursor to the WHO’s CIDI, was
developed by the National Institute of Mental Health (NIMH) to standardize the
measurement of mental illness for the Epidemiological Catchment Area study. The DIS has
been used in several community-based epidemiological investigations, including Fast Track
(Foster & Jones, 2005) and the Great Smokey Mountains study (Costello et al., 1996), and
has moderate test-retest reliability and validity for lifetime and current diagnoses (Helzer,
Spitznagel, & McEvoy, 1987). Post-traumatic Stress Disorder (PTSD), major depression,
mania, attention deficit disorder/attention deficit and hyperactivity disorder (ADD/ADHD)
oppositional defiant disorder (ODD), and conduct disorder were assessed at baseline.
Alcohol and substance use were assessed using questions from the Diagnostic Interview
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Schedule for Children (DISC-IV) along with modified portions of the DIS and the
Comprehensive Addiction and Severity Index for Adolescents (CASI-A), a semi-structured
clinical assessment that is designed to serve as a primary intake rather than a diagnostic tool
(Meyers, 1991; Meyers, Thomas, McLellan, Jaeger, & Pettinati, 1995).

Service use in the Voyages study was assessed using the Service Assessment for Children
and Adolescents (Stiffman et al., 2000). The SACA has been used in several investigations
to assess the utilization of mental health and substance abuse services, including the Youth
Mental Health Care in Public Service Systems study (Garland et al., 2001)and the National
Survey of Child and Adolescent Well-Being study (Dowd, Kinsey, Wheeless, & Suresh,
2002).

The Casey National Foster Care Alumni Study (hereafter referred to as Casey National
study) examined outcomes of 1,087 Casey Family Program alumni between the ages of 20–
51 years who were in foster care as adolescents for at least one year between 1966 and 1998
(Pecora et al., 2009). These foster youth received foster care services from Casey Family
Programs located in 23 sites across 13 states for a minimum of 12 months and were
discharged at least one year before the interview. Sixty-eight percent of the sample reached
the age of majority in substitute care. The remaining youth were placed in other permanent
living arrangements, such as adoption or guardianship. Therefore, the findings should be
interpreted carefully. The Casey National study relied on version 3.0 of the CIDI to assess
for the presence of a mental health disorder. The modules administered include panic
disorder, generalized anxiety disorder, social phobia, posttraumatic stress disorder (PTSD),
major depression, and substance use disorders, including alcohol and other drug abuse, with
or without dependence.

Several other studies have used state administrative records or caseworker reports to
measure the mental health needs of aging out foster youth. Shin (2005) examined the need
for and use of mental health services among 113 foster youth between the ages of 16 and 17
in one state. The sample excludes those youth who were placed into residential treatment.
DSM-IV diagnoses and mental health service use were assessed using Medicaid claims data.
The mental health disorders assessed by the International Classification of Diseases-Ninth
Edition (ICD-9) include: conduct disorder, depressive disorder, adjustment disorder, anxiety
disorder, ADHD, bipolar disorder, and schizophrenia. The need for mental health services
was assessed using the Mental Health Inventory (MHI; Davies, Ware, et al., 1981).

By far the largest investigation of foster youth is that by Needell, Cucarro-Alamin,
Brookhart, Jackman, & Schlonsky (2002). In this study of service use, the child welfare
administrative records of 11,060 youth in California who exited substitute care between
1992 and 1997 were linked with records from the Department of Mental Health to examine
mental health need and receipt of services. Data were linked for 53 percent of the sample
(n=6002). Of these, 5,695 youth received mental health services prior to emancipation.

Before 2004, there are four studies that provide information about mental health or
substance abuse services (Barth, 1990; Courtney et al., 2001; Festinger, 1983; Jones &
Moses, 1984) and none of these studies assess for the presence of a mental health disorder
using a clinical face-to-face assessment and/or standardized, diagnostic instrument. After
2004, Raghavan & McMillen (2008) were the first to report in-depth information on the use
of medications even though the use of psychotropic medication for children and youth
served in public systems of care are known to be high (U.S. GAO, 2011; Raghavan &
McMillen, 2008). More recently, Shook and colleagues used administrative data to
retrospectively follow service use across multiple systems including mental health,
substance abuse, juvenile justice and employment training for 1,361 youth who aged out of
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care in one county (Shook et al., 2011). This was the first study to document cross system
use among this population.

Below, the findings from this review are discussed. These findings are organized to
distinguish estimated lifetime and past year prevalence rates of mental health disorders at
ages 17 or 18 from those at ages 19 and older. When possible we provide comparisons of
DSM-IV diagnoses to same aged youth or young adults in the general population. We only
include general population estimates from epidemiological studies from the United States.

RESULTS
Table 2 presents estimated lifetime and 12-month prevalence rates for mental health
disorders at age 17 or 18. Information about the lifetime and past year rates of mental health
disorders in the general population studies is provided in the far right hand corner of Table 2
for each lifetime and past year category. Lifetime prevalence rates of mental disorders in the
U.S. for 17–18 year olds are from the National Comorbidity Survey Replication –
Adolescent Supplement (NCS-A). The 12-month prevalence rates of mental health disorders
in the U.S. for 17 to 18 year olds were downloaded from a recent article by Kessler,
Avenevoli, Costello, et al. (2012).

Lifetime Prevalence
There are three studies that report a lifetime rate of any mental health disorder at age 17 or
18. The rate of any lifetime diagnosis ranges from a low of 61 percent (McMillen et al.,
2005) to a high of 66 percent (Shin, 2005). No information about the severity of impairment
is reported. Using the National Comorbidity Survey Replication (NCS-R) data, the lifetime
rate of any mental health disorder among youth in the general population who are 17 or 18 is
57 percent (Merikangas et al., 2010). Among those identified as having a mental health
disorder, 22 percent report severe distress or impairment.

12-Month Prevalence
Next we examine the estimated 12-month prevalence rates of any mental health disorder. At
age 17, McMillen et al. (2005) find that 37 percent of the sample have a past year mental
health disorder. Among same aged youth in the National Comorbidity Study-Adolescent
Supplement, the past year rate of any mental health disorders is 49 percent (Kessler et al.,
2012).

Comorbidity
Comorbidity is defined as the co-occurrence of two or more mental health disorders. Only
one study reports a lifetime estimate of comorbidity among foster youth transitioning to
adulthood. At age 17, McMillen et al. (2005) describe the rate of homotypic comorbidity.
They find 32 percent of the sample qualified as having more than one lifetime mental health
disorder. Among 17–18 year olds in the general population, the lifetime rate of heterotypic
comorbidity or having a mental health and substance use diagnosis is 26 percent
(Merikangas et al., 2010).

Prevalence of PTSD
There are three studies that assess for the lifetime rate of PTSD. At age 17 or 18, the lifetime
rate of PTSD ranges from a low of 14 percent (McMillen et al., 2005) to a high of 15 percent
(T. E. Keller, Salazar, & Courtney, 2010). This is over twice the rate observed among a
national sample of 17 or 18 year olds in the general population (Merikangas et al., 2010). It
is also substantially higher than the 6 percent lifetime prevalence rate reported by (Kessler et
al., 2005; Kessler et al., 2005; Kessler, Chiu, Demler, & Walters, 2005) based on a study of
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18 to 29 year olds in the general population, and the 6 percent lifetime prevalence among
13–17 year olds in the general population (Kessler et al., 2011).

Past year prevalence rates of PTSD are more difficult to compare in the studies of foster
youth transitioning to adulthood. Only one study reports a past year prevalence rate of PTSD
at age 17 or 18. The past year rate of PTSD in the Voyages study is estimated to be 8 percent
(McMillen et al., 2005). A past year prevalence rate of 8 percent is higher than that reported
in the National Comorbidity Study-Adolescent Supplement (5 percent; Kessler et al., 2012).

Prevalence of Conduct Disorder
At age 17, the lifetime rate of conduct disorder ranges from a low of 40 percent (Shin, 2005)
to a high of 47 percent (McMillen et al., 2005). The estimated lifetime prevalence of
conduct disorder among individuals aged 17–18 in the U.S. is 10 percent (Merikangas et al.,
2010).

Only one study of foster youth making the transition to adulthood reports a past year
prevalence rate of conduct disorder among foster youth. McMillen et al. (2005) find that 17
percent of 17-year-olds in the VOYAGES study have a past year diagnosis of conduct
disorder. Comparable rates of past year diagnoses in the general population is 7 percent
(Kessler et al., 2012).

Prevalence of Substance Use Disorders
Two studies describe the lifetime rate of alcohol and other drug disorders at age 17 or 18
using a standardized diagnostic measure for assessing psychiatric disorders (Keller et al.,
2010; Vaughn et al., 2007). Using the Midwest study data at baseline, (T. E. Keller et al.,
2010) find a lifetime prevalence rate for alcohol abuse or dependence of 14 percent. The
lifetime rate of alcohol abuse or dependence among foster youth is similar to the rate
observed in one study of 17 or 18 year olds in the general population (14 percent;
Merikangas et al., 2010).

For drug abuse or dependence, the lifetime rate at age 17 or 18 in the Midwest study sample
is 7 percent (Keller et al., 2010). The lifetime rate of other drug abuse or dependence among
17 or 18 year olds in the general population is over three times higher (22 percent;
(Merikangas et al., 2010). The rate of any substance use disorder ranges from a low of 20
percent (Keller et al., 2010) to a high of 37 percent (Vaughn et al., 2007). The rate of any
lifetime substance use disorder at age 17 or 18 in the general population is 22 percent
(Merikangas et al., 2010).

In the Midwest study, past year rates of alcohol and other drug disorders appear to increase
over time (Courtney et al., 2011). Table 3 describes the prevalence rates of alcohol and other
drug disorders in the Midwest study from ages 19 to 26. The past year rate of alcohol abuse/
dependence and other drug abuse/dependence at ages 19 and 21 is 8 percent/3 percent and 9
percent/3 percent respectively. At age 26, the past year rate of alcohol abuse/dependence and
other drug abuse/dependence is 16 percent/13 percent and 23 percent/20 percent,
respectively. This suggests that peak prevalence of substance use disorders may occur later
for foster youth than in the general population, which tends to peak between ages 18 and 20,
and gradually decline over time (Abuse, 2012). To illustrate further, the past 30 day use of
illicit substances and past year alcohol dependence were 7- and 6-percent among adults 26
and older (Abuse, 2012). Kessler, Chiu et al., (2005) in a sample of 18–29 year olds, report
past year rates of 3 percent and 1 percent and 0.4 percent for alcohol abuse/dependence and
other drug abuse/dependence disorders, respectively.
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Table 3 also reports the rates of mental health and substance abuse disorders within the past
year among foster care alumni who were between the ages of 20–26 (n=318) at the time of
the interview. While the Casey National Study does not provide data on whether rates
change over time, these findings suggest that a significant proportion of young adults who
were formerly placed in foster care are still in need of mental health and/or substance use
services. An overwhelming 20-percent of the alumni participants met criteria for PTSD,
almost one out of every five adults were diagnosed with at least one substance abuse
disorder and nearly half of the sub-sample was diagnosed with at least one mental health
disorder.

Mental Health Service Utilization
As youth make the transition into adulthood use of mental health services declines over
time. In Table 4, the rates of service use among 17 or 18 year olds are found in the left hand
columns and the rates of service use among 19 year olds or older are provided in the right
hand columns. At age 17 or 18, lifetime rates of mental health service use range from a low
of 50 percent (Shin, 2005) to a high of 94 percent (McMillen et al., 2004). Past year rates of
mental health service use range from a low of 47 percent (Courtney et al., 2001) to a high of
83 percent (McMillen et al., 2004).

Two studies of foster youth transitioning to adulthood report past year rates of psychiatric
hospitalization at ages 17 or 18. The rate of past year hospitalization ranges from a low of 7
percent (Courtney et al., 2004) to a high of 15 percent (McMillen et al., 2004). Similarly,
these two studies report rates of past year alcohol or drug treatment at ages 17 or 18. The
rate of past year substance treatment ranges from a low of 3 percent (McMillen et al., 2004)
to a high of 14 percent (Courtney et al., 2004). From 1987 to 2008, the average annual rate
of residential substance use treatment (2 percent) and other substance treatments (6 percent)
has been low among high school seniors (Ilgen et al., 2011)

Over time, the Midwest study found a decrease in past year mental health service use from
36 percent at ages 17 or 18, 21 percent at age 19, and 10 percent at age 21. Similarly, using a
reduced sample of all participants with interviews at ages 17 and 19 in the Voyages study,
(McMillen & Raghavan, 2009) find that mental health service falls from 35 percent at age
17 to 10 percent at age 19. A pattern of decline in service use is similarly observed among
transition-aged peers in the general population (Pottick, Bilder, Stoep, Warner, & Alvarez,
2008).

The Midwest study also observed a decline in psychotropic medication use. At age 17 or 18
there are 23 percent of youth that report using psychotropic medications in the past year
(Courtney et al., 2004). By age 21, the rate of medication use (since last interview) dropped
to 13 percent. There is a similar pattern of decline observed in medication use from 35
percent at age 17 to 13 percent at age 19 among foster youth in the Voyages study
(McMillen et al., 2005).

Discussion
This review is the first to review the empirical research on the mental health functioning of
foster youth transitioning to adulthood. The overall picture that emerges is that foster youth
experience lifetime and past year rates of mental health disorders that are between 2 to 4
times higher than the general population of transition aged adults. Although mental health
services could offer protective benefits, a sharp decline in mental health service use and
medications is observed as foster youth transition to adulthood. These findings suggest the
need to focus future attention in three main areas.
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Setting a common research agenda
One unmistakable conclusion of this review is that knowledge of mental health and
substance use disorders should be systematically expanded in future research. Similar to
major epidemiological investigations, the age and severity of symptoms should be reported.
This would increase understanding of whether prevalence rates during the transition to
adulthood represent a continuation of problems from childhood or adolescence, or represent
the occurrence of new problems. Steps should be taken to standardize the indicators that
describe any lifetime, past year, or co-occurrence of mental health disorders. Incorporating
expertise from other fields may also be instrumental in guiding knowledge development in
this area. For instance, because problematic alcohol use falls on a continuum and
adolescents may not meet criteria for a disorder, studies that focus on alcohol use disorders
in adolescence identify ‘problematic alcohol use’ as the occurrence of behaviors that meet
criteria for one or two DSM-IV symptoms of alcohol dependence, but not an alcohol use
disorder (Rohde, Lewinsohn, Kahler, Seeley, & Brown, 2001). Using this indicator, studies
find that adolescents experiencing sub-levels of problematic alcohol use often require
treatment (Rohde et al., 2001). Upcoming changes in the DSM-V may eliminate the
substance abuse diagnosis by merging it with dependence and lowering the threshold to two
or more symptoms (American Psychiatric Association, 2012), underscoring the need to
incorporate expertise and changing developments into future research on foster youth and
mental health.

Routine screening and empirically supported treatments
Lifetime and past year rates of PTSD and conduct disorder that are between 2 and 4 times
higher than in the general population suggest a need for routine screening of common
disorders. The public health costs of mental health disorders are high. In a recent study, the
lower bound estimates of the costs of conduct disorder from ages 7 to 14 are as high as
$70,000 (Foster & Jones, 2005). Of concern for young adults are the serious social
consequences of psychiatric impairment to educational attainment (Kessler, Foster,
Saunders, & Stang, 1995) and occupational productivity (Kessler & Frank, 1997). Although
several empirically supported interventions exist to treat behavioral disorders and PTSD and
there is a substantial body of evidence supporting the effectiveness of parenting and family
interventions for conduct problems (Chambless & Ollendick, 2001) and cognitive and
behavioral interventions for trauma (Cohen, Mannarino, Deblinger, & Berliner, 2009;
Cohen, Berliner, & Mannarino, 2010), specific information concerning the clinical decision
making of foster youth who are without permanence is limited. For both the treatment of
conduct disorders and childhood trauma, empirically supported interventions typically
include a caregiver as an integral participant in treatment (Chamberlain & Reid, 1998;
Ghosh Ippen, Harris, Van Horn, & Lieberman, 2011). In at least one study, participants who
did not have a caregiver to receive the treatment experienced fewer benefits of the
intervention (Chamberlain & Reid, 1991). More research is needed about the clinical
interventions that are provided to older foster youth who are without permanence, and at a
minimum, the clinical decisions that are made on their behalf.

The mixed findings with respect to substance use disorders at ages 17 or 18 are consistent
with older studies (Courtney & Heuring, 2005). These findings highlight the lack of
attention that has been given to DSM-IV alcohol and other drug disorders. The findings of
this review along with the findings from several older studies, nevertheless, suggest cause
for concern. For instance, in one study comparing substance use disorders among foster
youth ages 13 to 18 served in five large service systems, past year diagnoses are less
prevalent among child welfare system involved youth compared with youth served in other
large service systems, but are nonetheless as high as 19 percent for a lifetime and 11 percent
for a past year substance use disorder (Aarons, Brown, Hough, Garland, & Wood, 2001;
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Aarons & Palinkas, 2007). Several older surveys of former foster youth additionally point to
elevated rates of illicit substance use. In a convenience sample of foster youth in California,
for instance, Barth (1990) reported that over half of the sample reported using street drugs
since leaving foster care. More recently, Vaughn et al., (2007) find that almost half the
sample reported using an illicit drug before age 17. Given that ninety percent of those who
develop substance dependence in their lifetime begin using substances before the age of 18,
with half beginning use prior to age 15 (Dennis, White, & Ives, 2009), greater attention to
patterns of use over time is needed.

Integration and planning between child and adult mental health service systems
Recent knowledge of the importance of the transition to adulthood highlights how much can
be gained or lost during the transition. The recent expansion of the Medicaid option to age
21 under the Chafee Act along with the extension of eligibility to the age of 25 under the
Affordable Care Act provides young adults with critical opportunities to access health and
mental health care services in adulthood. The sharp decline in mental health service use
during the transition to adulthood nevertheless reflects a much more problematic divide
between child and adult serving systems (Davis, Koroloff, & Ellison, 2012; Manteuffel,
Stephens, Sondheimer, & Fisher, 2008). In many states across the country, few linkages
exist to connect transition aged youth to adult service systems. There is also limited
knowledge of effective models of engagement by adult service systems providers. Because
coordinated and engaging services across child and adult systems are an integral part of
preventing outcomes from worsening in adulthood, greater attention should be given to
developing practice models that integrate services and supports, and promote effective
engagement with transition aged adults. Emerging findings from the Partnerships for Youth
Transition, a grant program that funded five sites in the United States from 2003 to 2007 to
integrate child and adults systems of care for individuals with serious mental illness,
suggests that targeted efforts can increase relationships between child and adult serving
organizations (Davis et al., 2012).

The current challenges for child welfare agencies and service systems are to disseminate
practice interventions that have a public health impact. Programs promoting outcomes of
foster youth in adulthood have not demonstrated an impact, beyond the benefit that should
not be underestimated of remaining in foster care past age 18 (Courtney et al., 2011; U.S.
Department of Health and Human Services, 2008a; U.S. Department of Health and Human
Services, 2008b). Given that new findings in neuroscience and psychology suggest that
altering trajectories of adolescents can have a larger scale impact on health and other
behaviors than the same intervention provided later in life (Dahl, 2004) and adolescents
represent the second largest population of children served by the child welfare system
behind infants (Wulczyn, Barth, Yuan, Harden, & Landsverk, 2005), opportunities abound
for strengthening, sustaining, and disseminating practice interventions within child welfare
agencies and across other service systems that can effectively respond to, address, and
promote psychosocial development.

Limitations
Although the findings in this review point to directions for future research and practice, any
interpretation of these findings should be done in the context of individual study limitations
and the use of cross study comparisons. The biggest reason to use caution in interpreting the
findings from this review has to do with the few studies that have assessed for mental health
disorders using a standardized diagnostic assessment. This body of research reflects a small
number of studies that have used different sample selection eligibility criteria, diagnostic
instruments, and single-disorder assessments. The lack of standardization in the
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measurement of mental health disorders had made the identification of need a challenge to
understand.

Child welfare policy varies between states, within county administered states, and between
counties (Courtney, 2000). Therefore, differences in the rate of mental health disorders and
mental health service use may be attributable to differences in state policies governing
placement criteria and service provision, as well as the variation that is expected in age,
gender, and race across state foster care populations. Recent studies point to significant
differences in the rate of any lifetime mental health disorder by race (Garcia & Courtney,
2011) and by gender (Keller, Salazar et al., 2010) among youth in foster care transitioning
into adulthood. While not within the scope of this review to discuss in detail, these emerging
findings suggest a need to gain understanding of the processes and pathways by which these
group differences emerge.

Third, epidemiological studies find that single wave cross-sectional studies are likely to
underestimate the prevalence of past year mental health disorders. Because much of the
research in this area has relied upon single wave descriptions within a longitudinal study, the
estimates may actually be low (Costello, Mustillo, Erkanli, Keeler, & Angold, 2003;
Costello et al., 2003). Studies of foster youth that capture patterns of past year mental health
disorders across multiple waves of prospective data could not be located. One limitation
resulting from a predominantly static view of mental health is partial understanding of
trajectories, and the factors that predict different courses of illness and/or recovery.

Fourth, the extent to which these findings are representative of and generalizable to all foster
youth making the transition to adulthood in the United States is unclear. The studies we
reviewed commonly excluded youth exhibiting impairments related to serious mental illness
or psychiatric hospitalization. It may then follow that the rate of serious mental health
disorders among this population is higher.

Another limitation has to do with the paucity of information that is provided about mental
health disorders and service use. Dimensions such as the duration, severity, and co-
occurrence of mental health disorders, alcohol and other drug use/dependence disorders,
developmental disorders, and other chronic health problems are for the most part absent
from this body of research even though these aspects of functioning arguably hold great
significance for any strategy aimed at effective treatment.

Conclusion
The lack of current and comprehensive information about the mental health of foster youth
transitioning to adulthood presents a gap in the existing knowledge with relevance to
prevention and intervention. In the interest of providing guidance for research and
intervention development, we review the research on aging out foster youth and mental
health to gain better understanding of where to focus the development and implementation
of targeted services that will have the most influential impact on the lives of youth
transitioning into adulthood. These findings suggest the need to focus future attention in
three main areas: 1) Setting a common research agenda to study mental health and service
use; 2) Routine screening and empirically supported treatment of common conditions; and
3) Integration and planning between child and adult mental health and other service systems.
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Highlights

• We review research on aging out foster youth, mental health and service use.

• Mental health disorders are 2 to 4 times higher than in the general population.

• Rate of mental health service use declines during the transition to adulthood.

• Our discussion identifies three areas to focus future efforts.
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