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A. Introduction 
 

Just over 415,000 children and youth in the U.S. 
currently reside in foster care. While this number is 
high, it represents a significant decline in foster care 
placements over the past decade, with the number of 
children in foster care decreasing by almost a quarter 
between 2002 and 2013.1  

 

A federal and state-level focus on the safety and 
permanency of children in care has been an important 
factor contributing to the decline in caseloads. Despite 
such progress, state child welfare systems continue to 
struggle with the social and emotional well-being of 
children in care, particularly for children with complex 
behavioral and mental health disorders.2  

 

Definition of Child Well-Being. Child well-being is 
described by the federal Administration for Children, 
Youth and Families in its April 2012 Information 
Memorandum (ACYF-CB-IM-12-04) as,  
 

“…children’s behavioral, emotional and social 
functioning—those skills, capacities and 
characteristics that enable young people to 
understand and navigate their world in healthy, 
positive ways.” 3 
 

The administration has further identified four primary 
domains for measuring well-being: cognitive 

functioning, physical health and development, 
behavioral/emotional function and social functioning.  
 
Child well-being is an important focus for states 
because of its lifelong impact on children and their 
success as productive adults. State policymakers now 
understand that children and youth in foster care face 
long-term risks from their exposure to violence, child 
maltreatment and other adverse childhood experiences 
and are anxious to identify and implement strategies 
that will minimize the long term consequences for 
children and the costs to state budgets. Fortunately, 
there is also an increasing body of evidence-based 
programs that state child welfare systems can develop 
to significantly improve children’s well-being.  
 
This extended edition newsletter focuses on the social 
and emotional well-being of children and youth in foster 
care. The newsletter will provide information on the 
social and emotional characteristics and needs of 
children in care, discuss the impact of child 
maltreatment and trauma on children’s development 
and examine state and local policies and practices to 
address the well-being of children in foster care. 
Additionally, the legislative role in improving child well-
being will be considered. 
 
B. Why is the Social and Emotional Well-Being of 

Children in Foster Care at Risk? 
 
The social and emotional well-being of children in foster 
care is jeopardized by the conditions that lead to their 



removal from home, as well as their experiences once in 
care. While the number of children in placement has 
been reduced in the last decade from more than 
511,000 in 2005 to 415,000 in 2014, little data exists 
about the well-being of children in care.4 Additionally, 
effective indicators of well-being have not been 
identified or measured routinely.  
 
The Well-Being of Children Who Enter Foster Care 
 
Children who are placed in foster care for their 
protection have experienced many conditions that may 
threaten their safety and well-being. As the table below 
indicates, the majority of children who are confirmed 
for child maltreatment are victims of neglect. 

 
Though defined differently from state to state, neglect 
is often a complex combination of conditions that may 
include: 5 
 

 Physical neglect, such as abandonment or 
failure to provide for a child’s nutritional or 
other physical needs.  

 Inadequate supervision, such as exposure to 
hazards or lack of appropriate caregivers;  

 Medical neglect through denial or delay of 
health care.  

 Emotional neglect, such as inadequate 
nurturing or affection, social isolation, chronic 
or extreme spouse abuse.  

 Neglect of a child’s educational needs. 

 Newborns addicted or exposed to drugs.  
 

 After child neglect, the most common reason for 
removal is parental substance abuse. Other removal 
reasons include caretaker inability to cope, child 
behavior, physical abuse, and other conditions that 

make a child vulnerable and that may impact the child’s 
well-being.  
 
In addition to abuse and neglect, children who enter 
foster care may have been exposed to parental 
substance abuse, domestic and community violence and 
poverty.  
 
The Impact of a Child’s Experiences While in Foster 
Care 
 
The removal from home can be devastating and 
confusing for children. Once in foster care, children may 
experience prolonged stays in care. According to 2014 
AFCARS data, of the 238,230 children who exited foster 
care in Fiscal Year 2014, 53 percent had been in care 12 
months or more.6  
 
 

Children’s Length of Stay in Foster Care in Fiscal Year 
2014 

Number of 
Children 

Percent in 
Care 

Length of Stay in 
Care 

 94,358 23% 1 - 5 Months  

 83,978 20% 6 – 11 Months 

 62,447 15% 12 – 17 Months 

 39,620 10% 18 – 23 Months 

 29,401  7% 24 – 29 Months 

 18,833  5% 30 – 35 Months 

 36,292  9% 3 – 4 Years 

 28,058  7% 5 Years or More 

 
The longer a child is in placement, the greater the 
chance that he or she will move from one foster 
placement to another, placing the child at further risk of 
negative social and emotional outcomes. 7,8 Frequent 
moves mean that the child faces continuing disruption 
of relationships with friends, siblings and other 
relatives, coaches, teachers, classmates, religious 
leaders and others. Children may move from their 
original schools multiple times during the school year. 
Frequent changes in caseworkers, judges and legal 
representation also interfere with child well-being and 
achievement of a permanent home. 9 

 
The Behavioral and Mental Health Needs of Children in 
Foster Care 

 
Recent research from the National Survey of Child and 
Adolescent Well-Being finds that children and youth in 
foster care have high levels of mental health needs and 
that those needs are not being met.  Children and youth 
in foster care with mental health disorders stay in foster 



care longer, rely more on expensive residential 
treatment placement, experience more moves in care, 
have higher involvement with the criminal justice 
system and have poorer educational outcomes.10  

 

 Eighty percent of youth involved with the child 
welfare system require mental health 
intervention and services due to 
developmental, behavioral or emotional 
issues.11  
 

 Children in foster care utilize mental health 
services at five to eight times the rate of other 
Medicaid-eligible children.12  

 

 Children and youth in residential treatment 
centers (the majority of whom come from the 
child welfare system) have higher rates of 
mental and behavioral health disorders than 
children in the general population.13 

 

 Children in foster care are more likely to use 
multiple psychotropic medications than 
children that are not in the child welfare 
system.14  

 Compared to other Medicaid-eligible youth, 
children in foster care have two to eight times 
the rates of various psychiatric medication 
prescribing.15  

 
Impact of Trauma  
 
It is estimated that 90 percent of children in foster care 

have been exposed to trauma.16 A comprehensive 
review of children entering foster care in one state 
revealed that one in four exhibited trauma symptoms 

requiring treatment.17 The term “complex trauma” 
describes children's exposure to multiple or prolonged 
traumatic events, which are often invasive and 
interpersonal in nature. Complex trauma exposure 
involves the simultaneous or sequential occurrence of 
child maltreatment, including psychological 
maltreatment, neglect, exposure to violence and 
physical and sexual abuse. Trauma can be compounded 
by the removal of children from their families, loved 
ones, and communities and by adverse experiences in 
foster care. A growing body of research reveals negative 
long-term consequences of traumatic stress, especially 
repeated exposure to trauma such as might be 
experienced by children who have been abused or 
neglected, on physical, cognitive, social and emotional 
functioning. 18 Children’s relationships and attachments 
to caretakers can be affected, further exacerbating 

difficulties they may experience in foster care. Into 
adulthood, children and youth who have undergone 
traumatic experiences may have problems ranging from 
depression and addiction to cancer, diabetes and heart 
disease.19 

 

C. The Costs of Poor Social and Emotional Well-Being  
 

The social and emotional well-being of children who 
enter foster care has tremendous consequences— both 
on the course of their lives and on the long term costs 
to taxpayers.  
 

 The total annual cost of child abuse and neglect 
in the U.S. in 2012 has been estimated to be 
$80.2 billion.  
 

 The Pew Center on the States estimates the 
costs to society to pay for medical and mental 
health services annually is more than $30,000 
for each abused child.20 For children in foster 
care, mental health expenditures are 8 to 11.5 
times greater than the expenditures for other 
Medicaid eligible children.21   
 

 In addition to Medicaid costs for direct health 
services of children in foster care, such as in-
patient treatment or dental services, states 
spend more than $1 billion in Medicaid for child 
welfare services. Of the 39 states that 
responded to a recent survey of FY2010 state 
child welfare expenditures, 27 reported that the 
number one use of Medicaid dollars by child 
welfare systems was for rehabilitative services 
such as residential and behavioral modification 
treatment, followed by targeted case 
management and therapeutic foster care. 22 

 
Recent research also shows that multiple, negative 
events in childhood, such as those experienced by many 
children in foster care, have costly health consequences 
that can impact state budgets for many years. The 
Adverse Childhood Experiences Study (ACES) is a 
longitudinal examination of health outcomes for adults 
who experienced a variety of multiple, negative events 
in childhood such as child maltreatment, exposure to 
domestic violence, living with substance abusing 
parents, growing up with a growing up with a mentally 
ill or incarcerated parent or parental abandonment 
through divorce or death. The study indicates significant 
effects well into adulthood, including:23 
 



Child Maltreatment Impacts: Brain Function and 
Structure 
 

Neuroscience teaches us that the early experiences of 
young children have a tremendous influence on their 
developing brains. Healthy emotional and cognitive 
development is shaped by responsive, dependable 
interaction with adults, while chronic or extreme 
adversity, such as extreme poverty, caregiver substance 
abuse or mental illness, exposure to violence or family 
hardship without appropriate adult support, can cause 
excessive amounts of the cortisol hormone to be 
produced resulting in toxic stress, which disrupts 
developing brain circuits. This kind of prolonged 
activation of the stress response systems can not only 
disrupt the development of brain architecture and other 
organ systems, but can also increase the risk for stress-
related disease and cognitive impairment well into the 
adult years.24  
 
Despite the potential for significant harm to young 
children’s health development, studies show that 
providing supportive, responsive relationships as early 
in life as possible can prevent or reverse the damaging 
effects of toxic stress.25 In addition, emerging science 
has deepened the understanding of adolescent 
capabilities and behaviors and the ability to impact 
brain development through adolescence. Neuroscience 
has made clear that the brain is not “done” by age 6 as 
was previously believed.26  
 
Instead, the adolescent brain continues to develop, 
providing a window of opportunity similar to that which 
is open in early childhood. Young people can build and 
practice resiliency and develop knowledge and skills 
that will positively serve them throughout adulthood. 
View NCSL’s Extending Foster Care Policy Toolkit for 
more. 
 

 Alcoholism and drug abuse. 
 Heart disease. 
 Cancer. 
 Lung disease. 
 Depression and suicide. 
 Obesity. 
 Fetal death. 
 Health-related quality of life. 
 Unintended pregnancies and adolescent 

pregnancy. 
 Early initiation of smoking. 

 
In addition to the long term costs associated with 
treating and responding to many of these 

consequences, repeated, negative childhood 
experiences contribute to reduced economic 
productivity. Dr. Robert Anda, co-principal investigator 
of the ACES Study, reported that annual workforce costs 
due to adverse childhood experiences included $28 
billion for chronic back pain, $40 to $44 billion for 
medical costs, reduced productivity, and absenteeism 
due to depression and $246 billion for substance 
abuse.27 
 
D. What State Legislators Can Do to Promote the 

Social and Emotional Well-Being of Children in 
Child Welfare Systems  

 

 To combat the damaging effects of child 
maltreatment, trauma and adversity, child 
welfare leaders at federal, state and local levels 
are developing policies and financing strategies 
to address social and emotional well-being. 
State lawmakers can partner with them to focus 
on: Prevention of maltreatment and other 
adverse childhood experiences that contribute 
to traumatic stress and long term negative 
outcomes. 

 Improving experiences of children who must be 
placed in temporary foster care, by reducing 
length of stay, multiple moves from one 
placement to another, overuse or inappropriate 
use of psychotropic medications, high turnover 
of caseworkers, and other harmful practices, 
while maintaining and strengthening 
connections with kin. 

 Increasing access to comprehensive early and 
periodic assessments that include 
social/emotional functioning. 

 Ensuring effective treatment of trauma and of 
behavioral/mental health problems for children 
in foster care, including authorization of 
evidence-based and evidence-informed services 
and training for in-home service providers, 
foster parents, courts, and others. 

 Leveraging existing resources and funding 
opportunities, and reinvesting in effective 
practices and strategies that contribute to 
positive well-being. 

 

http://www.ncsl.org/default.aspx?tabid=29344


 
 

NCSL reviewed recent state policy and legislative 
initiatives from 2008-2015 to identify areas in which 
state legislatures have been active, including convening 
child and family system leaders, promoting the 
coordination of mental health, health and child welfare, 
encouraging comprehensive screening and assessment; 
implementing evidence-based services and encouraging 
the use of Medicaid to improve the social and 
emotional well-being of children in foster care. 
 
Convening Child and Family Services System Leaders 
 
Legislators are uniquely positioned to convene key 
decision makers from other branches of government, as 
well as leaders of multiple state agencies, to address 
the social/emotional well-being of children. As state and 
local leaders, legislators have the ability to increase 
awareness of child well-being and to bring together 
stakeholders who can impact outcomes. These 
stakeholders include the courts, which have a critical 
role in considering the social and emotional functioning 
of each child in their decisions and ensuring that the 
court experience itself is not traumatic, as well as state 
agencies which have a role in Medicaid, child mental 
health, health care systems, substance abuse, 
education, early childhood and juvenile justice 
programs, as well as the child welfare system. At the 
local level, the array of resources that contribute to 
well-being include schools, community service 
providers, foster parents, and many others.28  
Together these stakeholders can identify: 
 

 Shared outcomes and common measures for 
child well-being, as well as strategies for sharing 
information to support effective treatment for 
children in foster care. 

 Strengths, resources, and connections across 
agencies that can be maximized to improve 
well-being, such as existing assessments and 
effective services. 

 Needs and gaps in the service array and access 
across programs and agencies, as well as 
unnecessary duplication. 

 Policy barriers and solutions. 

 Funding opportunities and limitations.  

 Concrete action steps to improve the well-being 
of the state’s young people. 

 
Following are several examples of this type of legislative 
leadership. 
 
Three Branch Institute. In 2013-2014, seven states—
Connecticut, Illinois, Kansas, New Mexico, Virginia, West 
Virginia and Wisconsin—participated in the Three 
Branch Institute on the Social and Emotional Well-Being 
of Children in Foster Care, a two-year initiative 
facilitated by a strategic partnership between NCSL, the 
National Governors Association Center for Best 
Practices, Casey Family Programs, the National Center 
for State Courts and the National Council for Juvenile 
and Family Court Judges. Teams from each participating 
state consisted of representatives from the legislative, 
executive and judicial branches of government (and 
tribal officials in some states) working together to 
develop and implement coordinated, comprehensive 
strategic plans addressing well-being. The executive 
branch team members included both child welfare and 
Medicaid leaders. 
 
States were selected through a competitive RFP 
process. In July 2013, teams participated in a two-and-
a-half day convening where they interacted with 
national experts, foster youth, state administrators and 
their colleagues in other states to develop plans, 
exchange ideas, and discuss barriers and potential 
solutions. States received ongoing technical assistance 
from national experts, participated in educational 
webinars, attended a second national convening and 
received other assistance in 2014.  
 
Legislators played an active role in the three-branch 
partnerships, sponsoring legislation, sharing ideas, 
meeting with legislators in other states and developing 
relationships with child welfare administrators, judicial 
leaders and other important stakeholders. 
 
Examples of state strategies developed as part of the 
institute included New Mexico’s goal to strengthen 
collaboration between child welfare and Medicaid 
systems to ensure that all children in foster care receive 
trauma assessments and appropriate Medicaid-covered 
services. Wisconsin’s team worked to expand a 
community-level pilot project to integrate childhood 

http://www.ncsl.org/default.aspx?tabid=27808
http://www.ncsl.org/default.aspx?tabid=27808
http://www.ncsl.org/default.aspx?tabid=27808


trauma-informed practices and policies throughout the 
state’s systems that serve children, and to provide 
trauma-informed training for professionals such as 
frontline staff, family court judges, and others. Virginia 
focused on improving behavioral and mental health 
services, especially strategies to ensure that psychiatric 
drugs are effectively used for children in foster care. 
Virginia’s child welfare and Medicaid agencies 
collaborated to transition children in foster care from 
fee-for-service to managed care. 
 
Several states that participated in the Three Branch 
Institute have continued the partnership to further their 
work on well-being or to tackle other important issues. 
For more information see Governing magazine’s 
November 2013 article, Coordinating Foster Care Across 
the Three Branches of Government or to learn about 
work in Connecticut, see Connecticut Three Branch 
Institute. 
 
State lawmakers may also want to partner with or learn 
about the work of state-level and local partnerships and 
collaborative efforts to provide services for children and 
families with behavioral health needs. Some examples 
of such initiatives include the following. 
 

 
 

Massachusetts Children's Behavioral Health Initiative. 
This interagency initiative consists of a comprehensive, 
wraparound, community-based system of services for 
families and children with significant behavioral, 
emotional and mental health needs. The services 
provide support for families and enable them to better 
maintain their family at home and not in facilities or 
extended out-of-home placements. The Office of 
Medicaid, the Department of Children and Families, the 
Department of Mental Health, juvenile justice and other 
state agencies collaborated to design the new system. 
The state legislature mandated the creation of a 
Children’s Behavioral Health Advisory Council to advise 
the governor, the general court and the secretary of 
health and human services on behavioral health issues 
and to make recommendations on best and promising 
practices and on the implementation of the statewide 
behavioral health initiative. 29 

Both Michigan and New Jersey developed similar 
statewide behavioral health efforts that include high 
level collaboration between the child welfare agency, 
Medicaid, behavioral health and other state agencies.30 
While there had been collaboration between the child 
welfare and behavioral health systems in Michigan, a 
consent decree provided the impetus to use a Medicaid 
Section 115(c) Home and Community Based Services 
(HCBS) Waiver which allows states to provide long-term 
care services in home and community-based settings 
rather than in institutions. The waiver focused on 
children with serious emotional disturbances. The 
Michigan effort includes an interagency operational 
team of directors from child welfare, behavioral health 
Medicaid and other agencies to oversee 
implementation of the partnership. 
 
New Jersey’s Children’s Interagency Coordinating 

Councils engage in cross-system planning at the local 

level for children and families with behavioral health 

issues. Child-serving agencies partner with parents and 

youth to offer an integrated system of care for serving 

these families. The councils also identify resource gaps 

and priorities for resource development. 

All of these efforts would likely benefit from legislative 
participation and feedback, as well as legislative ability 

to convene stakeholder groups for ongoing 
collaboration and planning across state agencies on 
behalf children and families with behavioral health 
needs. 
 
Promoting the Coordination of Health, Mental Health 
and Child Welfare 
 
Recent Federal Legislation and Initiatives. Federal 
policies require coordinated approaches to health and 
mental health care for children in foster care. 
 

 Fostering Connections to Success and Increasing 
Adoptions Act of 2008: requires that states develop 
plans for the oversight and coordination of health 
care services for children in foster care, including 
dental and mental health, in coordination with 
State Medicaid agencies.  

 The Child and Family Services Improvement and 
Innovations Act of 2011: specifies that state plans 
must outline protocols for the appropriate use and 
monitoring of psychotropic medications. 

 The Affordable Care Act: requires information about 
health care be included in the youth’s transition 
plans and extends Medicaid coverage for former 
foster youth to age 26. The act also promotes 
medical homes for children which would involve 
contact with a single health provider.  

http://www.governing.com/topics/health-human-services/col-coordinating-foster-care-across-three-branches-government.html
http://www.governing.com/topics/health-human-services/col-coordinating-foster-care-across-three-branches-government.html
http://www.ct.gov/dcf/cwp/view.asp?a=4587&q=537970
http://www.ct.gov/dcf/cwp/view.asp?a=4587&q=537970
http://www.mass.gov/eohhs/gov/commissions-and-initiatives/cbhi/http:/www.mass.gov/eohhs/gov/commissions-and-initiatives/cbhi/
http://www.chcs.org/media/Making_Medicaid_Work.pdf
http://www.chcs.org/media/Making_Medicaid_Work.pdf
http://www.chcs.org/media/Making_Medicaid_Work.pdf
http://www.chcs.org/media/Making_Medicaid_Work.pdf


 In July of 2013, the U.S. Department of Health and 
Human Services disseminated a Federal Guidance 
Letter to state child welfare directors to encourage 
states to use trauma-focused screening, 
assessments and evidence-based practices in child 
welfare to improve child well-being. 

 
Recent State Legislative Enactments. Legislators in a 
number of states have enacted laws related to the 
oversight and coordination of health and mental health 
care, across state agencies, for children in foster care. 
Following are recent examples related to oversight and 
coordination, health passports, psychotropic 
medication oversight and delivery of health care 
services. See NCSL’s Mental Health and Foster Care web 
page for more. 
 
Oversight and Coordination. In 2009, California required 
a plan for the oversight and coordination of health care 
services for foster children with specific assurances that 
a child’s mental health needs are to be identified.31 
Public health nurses are stationed in child welfare 
county offices and are responsible for medical case 
management to ensure that children and youth in care 
receive services, including behavioral health. The nurses 
provide training for health, child welfare and probation 
and juvenile court staff related to children’s behavioral 
and health needs. The nurses follow each child in care 
and coordinate with caseworkers, probation officers 
and caregivers to ensure that the child’s health, mental 
health and developmental needs are identified and 
addressed.32 
 
Other states that have enacted legislation mandating a 
coordinated approach to address children’s health and 
behavioral health include Arizona, Connecticut, Texas 
and Washington.33 In 2013, Arizona legislators required 
the development of a plan to deliver comprehensive 
medical, dental and behavioral health for children in 
foster care. Also in 2013, Connecticut lawmakers 
enacted legislation that required the Department of 
Children and Families (which includes child welfare, 
child mental health services, and juvenile justice and 
youth services) to develop a comprehensive 
implementation plan for meeting the emotional and 
behavioral health needs of all children in the state. The 
plan, must: (1) strengthen families through home 
visitation and parenting education programs; (2) 
increase mental, emotional, or behavioral health issue 
awareness within elementary and secondary schools; 
(3) improve the current system of addressing such 
issues in youths and (4) provide public and private 
reimbursement for some mental, emotional, or 

behavioral health services. In 2015, Texas lawmakers 
directed the establishment of an integrated managed 
health and behavioral health plan for foster children 
enrolled in Medicaid. 
 
Health Passports. In efforts to better coordinate 
delivery of important health-related services and 
sharing of information on such services to children in 
foster care, at least 32 states have developed some 
form of health passport system to contain information, 
accessible to specified entities such as child welfare, 
Medicaid, and foster parents. 34 A recent example is 
Oklahoma’s 2009 legislation which created a “Passport 
Program” to include educational, medical and 
behavioral health information for all children in care. 
The passport must accompany each child to wherever 
the child lives while in care. 
 
Psychotropic Medications Oversight. Concerns about 
the overuse of psychotropic medications and new 
federal requirements for states to develop protocols for 
the use of such medications have prompted states to 
examine the use and oversight of psychotropic 
medications for children in foster care. California, 
Colorado, Connecticut, Florida, Illinois, Nevada, New 
Mexico, Oregon, Texas and Washington all have 
addressed the issue in statute. In 2011, Illinois created 
the Administration of Psychotropic Medications to 
Children Act.35 The law required the Department of 
Children and Family Services to promulgate rules 
establishing and maintaining standards and procedures 
to govern the administration of psychotropic 
medications to children and youth in state care. Such 
rules include administration to youth in correctional 
facilities, residential facilities, group homes and 
psychiatric hospitals. 
 
In 2015, California legislation provided specified rights 
for children who are prescribed psychotropic 
medications; required a foster care public health nurse 
to monitor and oversee a foster child’s use of 
psychotropic medications, provided training for the 
nurses; and, allowed group foster homes to use 
psychotropic medications under certain conditions. The 
department is also required to collect data related to 
psychotropic medication use by children and youth in 
care and to identify group homes that have high levels 
of use, through confidential discussions with former 
group home residents and medical personnel.36 
 

http://medicaid.gov/Federal-Policy-Guidance/Downloads/SMD-13-07-11.pdf
http://medicaid.gov/Federal-Policy-Guidance/Downloads/SMD-13-07-11.pdf
http://www.ncsl.org/research/human-services/mental-health-and-foster-care.aspx
http://www.ncsl.org/research/human-services/mental-health-and-foster-care.aspx
http://www.ncsl.org/research/human-services/mental-health-and-foster-care.aspx
http://www.ncsl.org/research/human-services/mental-health-and-foster-care.aspx


 
 

Delivery of Health Care Services. In 2014, lawmakers in 
California required the State Department of Social 
Services to convene a stakeholder group to identify 
barriers to, and make recommendations about, the 
provision of mental health services by mental health 
professionals with specialized clinical training in 
adoption or permanency issues to children receiving 
those medically necessary specialty mental health 
services.37 Also in 2014, Delaware legislators mandated 
the establishment of a task force to analyze the health 
and delivery and receipt of health services of children in 
custody of the state.38 
 
North Dakota created a task force on substance-
exposed newborns and required a report to the 
legislature.39 The task force is charged with researching 
the impact of substance abuse and neonatal withdrawal 
syndrome; collecting data on costs associated with 
treating expectant mothers and newborns suffering 
from withdrawal substance abuse; and, identifying and 
evaluating programs for mothers and newborns 
suffering from addiction. 
 
Rhode Island mandated a transition plan for all older 
children under the family court’s jurisdiction and who 
are developmentally delayed or seriously emotionally 
disturbed, which addresses housing, support services, 
health insurance and education.40 In 2015, Washington 
legislators directed the Health Care Authority to 
establish an integrated managed health and behavioral 
health plan for foster children and Montana lawmakers 
created a pilot project to improve outcomes for the 
children’s mental health system and an interim study of 
evidence- based outcomes.41 
 
Promoting Comprehensive Screening and Assessment 
 
State lawmakers are recognizing the importance of the 
comprehensive screening and assessment for children 
in care to better identify and address children’s mental 
and behavioral health needs. Many states are now 
requiring an immediate assessment of a child’s needs 
upon entry into foster care. States can use the EPDST 

(Early and Periodic Screening, Diagnostic, and 
Treatment) benefit which provides comprehensive and 
preventive health care services for children under age 
21 who are enrolled in Medicaid. 
 
Trauma Assessment and Crisis Intervention. In 2010, 
West Virginia legislators established a pilot program (to 
be known as Jacob’s Law) for children ages 4 to 10 in 
foster care to provide children in crisis with early 
intervention, assistance with emotional needs, medical 
evaluations, independent advocates and foster family 
training and education.42 The law also required 
immediate evaluation of the child for emotional and 
physical trauma following removal from a home. 
 
Screening and Assessment of Mental Health Treatment 
Needs. Lawmakers in several states have addressed the 
issue of appropriate screening and assessment of 
children in public child welfare systems. In 2011, 
Michigan lawmakers enacted a bill that required the 
Department of Human Services to use a standardized 
assessment tool to ensure greater cooperation between 
Human Services and the Department of Community 
Health and to measure the mental health treatment 
needs of every child in care.43 Also in 2011, Minnesota 
required that county boards must arrange for or 
provide mental health screening for children in care.44 
In 2010, lawmakers stipulated that all children referred 
for treatment of severe emotional disturbance in a 
treatment foster care setting or residential treatment 
facility undergo an assessment to determine the 
appropriate level of care prior to admission.45 
 
Implementing Evidence-Based Services that Can 
Improve Social/Emotional Well-Being  
 
To ensure that scarce resources are used effectively, 
state legislators are authorizing and investing in 
evidence-based and evidence-informed services and 
addressing adverse childhood experiences to improve 
social and emotional well-being. 
 
Investing in Evidence-Based Services. Washington 
enacted legislation in 2012 that aimed to increase the 
proportion of contracted services that have a sound 
scientific evidence base.46 The law required agencies 
that deliver prevention and intervention services to 
meet graduated requirements for increasing the 
percentage of funds expended on evidence-based 
programs. In 2015, Montana legislators created a pilot 
project to improve outcomes for youth in the children's 
mental health system, required an interim study of 
evidence-based outcomes, and provided for public 



participation in development of evidence-based 
outcomes models.47 
 

What works? 
 
Here are a few examples of evidence-based practice 
that can have an impact on children’s social and 
emotional well-being. Source: California Clearinghouse 
on Evidenced Based Programs in Child Welfare. 
 
Trauma-Focused Cognitive Behavioral Therapy (TF-
CBT) is a practice that addresses children’s behavior as a 
result of traumatic experiences, including post-
traumatic stress syndrome, anxiety and depression. TF-
CBT aims to improve children’s behavior as well as 
parenting and caretaker skills and parent- and 
caretaker-child communication. Key components 
include cognitive therapy, behavioral therapy and family 
therapy. The approach also helps non-offending parents 
develop skills to address their children’s behavioral 
problems. TF-CBT, aimed at children ages 3 to 18 and 
their families and caretakers, is deemed “Well 
Supported by Research evidence” by the California 
Clearinghouse on Evidence Based Services for Child 
Welfare.48 
 
Multi-Systemic Therapy for Child Abuse and Neglect 
(MST) is for families who have come to the attention of 
child protective services due to serious physical abuse 
or neglect. The program, deemed “Well Supported by 
Research Evidence” by the California Clearinghouse on 
Evidence Based Services for Child Welfare aims to 
reduce out of home placement, improve parent and 
youth mental health function and increase social 
support.49 The program is aimed at families with 
children between ages 6 and 17, who are either in 
foster care or in the home. 
 

 
 

Parent Child Interaction Therapy (PCIT) is an 
intervention designed to decrease 2- to 7-year-old 
children’s behavioral problems, such as defiance and 
aggression, increase children’s social skills and improve 
the relationship between the parent or caretaker and 
the child.50 The intervention is for use with parents, 
foster parents and other caretakers who are coached by 

a therapist. PCIT has been shown to be effective with 
foster parents, improving the relationship between 
foster parent and child and teaching foster parents 
appropriate behavior management skills. PCIT is 
designated “Well Supported by Research evidence” by 
the California Clearinghouse on Evidence Based Services 
for Child Welfare.51 
 
For more, search evidence-based programs described in 
the California Clearinghouse on Evidence-Based 
Programs in Child Welfare, the SAMHSA’s National 
Registry of Evidence-Based Programs and Practices, and 
the Results First Clearinghouse Database. 
 
Addressing Adverse Childhood Experiences. In 2011, 
Washington House Bill 1965 was enacted to identify the 
primary causes of adverse childhood experiences and 
mobilize public and private support to prevent harm to 
young children and reduce the accumulated harm of 
adverse experiences throughout childhood. The law 
required the Secretaries of the Department of Social 
and Health Services and the Department of Early 
Learning to convene and participate in a planning group 
to develop a nongovernmental, private-public initiative 
and to identify and promote the use of innovative 
strategies based on evidence-based approaches. Iowa 
and Wisconsin are among states that have also 
examined ACES in their states and developed initiatives 
and recommendations based on findings from their use 
of CDC-developed state and U.S. territory behavioral 
risk factor surveys. Legislators can determine if their 
state has participated in these surveys and partner with 
other stakeholders to develop policy around the 
findings. 
 
Title IV-E Waivers 
 
The federal Child Welfare and Family Services 
Innovation Act of 2011 authorized the U.S. Department 
of Health and Human Services to issue up to 10 Title IV-
E waiver demonstration projects per year in 2012, 2013 
and in 2014. The waivers allow states to use money 
usually reserved for specific foster care expenses to test 
new ways of providing and financing child welfare 
services. Plans were to aim to safely shorten children’s 
stays in care, increase children’s safety and well-being, 
prevent child abuse or keep children from going back 
into care. Priority was given to projects that will 
improve the lives of children who have experienced 
trauma, contribute to the body of evidence about what 
works and include other programs, such as mental and 
behavioral health services. Nine states were awarded 

http://www.cebc4cw.org/
http://www.cebc4cw.org/
http://www.nrepp.samhsa.gov/
http://www.nrepp.samhsa.gov/
http://www.pewtrusts.org/en/multimedia/data-visualizations/2015/results-first-clearinghouse-database
http://www.iowaaces360.org/
http://wichildrenstrustfund.org/files/WisconsinACEs.pdf
http://www.cdc.gov/brfss/
http://www.cdc.gov/brfss/


waivers in 2012, eight in 2013, and nine states and one 
tribe were approved in 2014. 
 
Several states with waivers approved in 2012, 2013 and 
2014 are focusing their efforts on innovations that 
specifically address trauma. Colorado’s demonstration 
project involves identifying and treating the effects of 
trauma in abused children. Illinois is targeting babies 
and toddlers in Cook County to reduce the effects of 
trauma, find permanent homes sooner and lower the 
rates of repeat foster care due to abuse. Utah intends 
to improve trauma assessment. Hawai’i, New 
York, Idaho, Rhode Island, and Tennessee are 
implementing new functional screening tools to better 
identify the needs of children and families. Idaho, 
Maryland and New York are taking a trauma-informed 
approach to providing services. The Port S’kallum tribe’s 
waiver addresses historical trauma. Oklahoma’s waiver 
links families to trauma focused cognitive behavioral 
therapy. One of the Kentucky waivers’ key outcomes 
will be decreased trauma by children. See NCSL’s Title 
IV-E Child Welfare Demonstration Waivers website for 
more information on states’ initiatives. 
 

 
 

Encouraging or Requiring the Use of Medicaid Services 
to Improve Social and Emotional Well-Being of 
Children in Foster Care 
 
Virtually all children in foster care are eligible for 
Medicaid which offers a variety of opportunities to 
leverage federal funds for services to meet the mental 
health needs of children and to identify and treat 
trauma, including some opportunities for which 
enhanced Federal Financial Participation (FFP) is 
available. Examples of Medicaid funding strategies that 
states can use for children in foster care include: 
 
1915(i) State Plan Amendment allows states to amend 
their state Medicaid plans to offer intensive home and 
community-based behavioral health services such as 
intensive care coordination, respite and family/youth 
peer support partners to serve children and youth with 
significant mental health conditions. The Affordable 

Care Act provides greater flexibility to direct such 
services to a specific population such as children with 
serious emotional disturbance or children in foster care. 
 
1905(a) authority for targeted case management (TCM) 
and rehabilitative services has been used by 
Massachusetts, Connecticut, New Mexico and Hawaii to 
finance services for children with significant mental 
health conditions. 
 
States have used Medicaid waivers, including 1915(c) 
and 1915(b) waivers, to deliver children’s mental health 
services.52 
 
Other steps that legislators can take to encourage or 
require the use of Medicaid include: 
 

 Requiring the Medicaid agency to consider or to 
implement specific changes to the state 
Medicaid plan or waiver to improve the social 
and emotional well-being of children in foster 
care.  

 Allowing use of state funds as Medicaid match, 
thereby enabling the state to draw down 
additional federal Medicaid dollars and 
maximizing the resources available for services. 

 Authorizing incentives for providers of mental 
health services to children in foster care. 

 
Providing Early and Periodic Screening, Diagnosis, and 
Treatment (EPSDT). As a required benefit for Medicaid-
eligible children, the EPSDT program provides early 
detection and treatment of behavioral health issues 
through initial and periodic, follow-up screenings. 
Events that may trigger a periodic screening include 
entry into the foster care system, a change in living 
circumstance (like a foster care placement move), or a 
change or presentation of acute behavioral health 
needs (such as a school suspension due to behavior or 
referral to residential psychiatric care). In addition, 
states must provide other necessary health care, 
diagnostic services, and treatment to “correct or 
ameliorate” any physical and mental illnesses or 
conditions discovered by the screenings, even if those 
services are not covered under the state Medicaid plan. 
 
Increasing Access to Home- and Community-Based 
Services for Children in Foster Care. Arizona, 
Massachusetts, Michigan and New Jersey are among 
the states that have expanded their state Medicaid 
plans or used a Medicaid Home and Community-Based 
Services Waiver to fund a broad array of services and 
supports beyond traditional medical treatment. For 

http://www.acf.hhs.gov/sites/default/files/cb/waiver_summary_table_active.pdf
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example, Medicaid-funded services include intensive in-
home services, intensive care management, 
wraparound service planning, family and youth peer 
support, mobile crisis services, respite care, family 
training, therapeutic mentoring, therapeutic foster care, 
supported housing, and supported education and 
employment. 53 
 
Legislatures Address What Works 
 
Washington State Institute for Public Policy (WSIPP) 
State lawmakers created WSIPP in 1983 to conduct non-
partisan research on a wide range of state policies and 
programs—including child welfare, mental health and 
substance abuse—at the direction of legislators and 
legislative and state agency staff. Legislation in 2012 
directed WSIPP to publish an annual inventory of 
prevention and intervention services that are evidence-
based, research-based, and designated as promising 
practices and services in the areas of child welfare, 
mental health and juvenile justice. WSIPP conducts a 
meta-analysis of all rigorous evaluations of policies to 
improve public outcomes, computes the benefits and 
costs of programs using a specific framework, and 
measures program risk to determine the likelihood that 
a program or policy will break even or provide cost 
benefits to the people of Washington. View WSIPP’s 
child welfare policy reports for more information and to 
see the latest Inventory of evidence-based programs. 
 

New Mexico Results First 
New Mexico’s Legislative Finance Committee (LFC) is 
responsible for developing budget recommendations 
and program evaluations. The LFC also issues “report 
cards” on state programs to assess whether or not 
those programs are delivering desired outcomes. The 
LFC recently began a partnership with the Pew-
MacArthur “Results First” initiative to support evidence-
based policy making and budgeting. “Results First” 
provides a national database on effective programs. 
States add their own information on each of the 
programs they wish to examine based on their 
populations, costs and goals. The Results First model 
calculates long-term costs and benefits for each 
program. The model then ranks the programs. 
Policymakers can then use this information in their 
budgeting process. See New Mexico’s recent Results 
First reports. 
 
Conclusion 
 
State policymakers have an unprecedented opportunity 
to improve child welfare systems so that children and 

youth in care have the necessary tools to overcome the 
trauma of maltreatment and removal from their 
families. Science has revealed important insight into the 
effects on the development of young children exposed 
to violence and trauma. We are also developing an 
excellent knowledge base about what programs are 
effective and what kinds of outcomes we can expect in 
these children’s lives. 
 
The Title IV-E waiver demonstration program will 
provide the nation with five years of experience from 
up to 30 states who are experimenting with new and 
more effective ways to impact the lives of children in 
foster care or at risk of entering or re-entering care. The 
waivers also offer states the opportunity to flexibly use 
funding to meet well-being and other goals for children 
in foster care.  
 
Local, state and federal agencies, courts, and other 
state systems are examining their services and 
strategies to determine whether or not they 
incorporate the impact of trauma on child 
development. They are also investing in trauma-
informed training for foster, kin and adoptive families 
who are at the forefront in the battle to protect millions 
of vulnerable children and families. 
 
State lawmakers, in their oversight capacity, can 
convene key stakeholders to analyze state data, 
determine outcomes and set measures for the social 
and emotional well-being of child welfare involved 
children and families. Legislators can further lead these 
cross-agency collaborative efforts to identify policy 
barriers and solutions, identify best practice and 
develop effective strategies to fund and deliver 
behavioral health services.  
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