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Introduction

It is well established that children in foster care have elevated rates
of mental health problems (e.g., dos Reis, Zito, Safer, & Socken,
2001; Marsenich, 2002; Polihronakis, 2008). According to a liter-
ature review by Casey Family Programs, anywhere from 50% to
75% of children entering foster care have behavioral difficulties
that rise to the level of requiring mental health services (Fanshel,
Finch, & Grundy, 1989). Pilowsky (1995) found rates of
psychopathology among children in family foster care that were
higher than expected when compared with children from similar
backgrounds. More recent data reveal that compared to youth in
the general population, youth in foster care are significantly more
likely to have at least one lifetime diagnosis of a mental illness
(Pecora, Jensen, Romanelli, Jackson, & Ortiz, 2009). The kinds
of emotional and behavioral disorders that have been documented
among foster care youth include depression, anxiety, and aggres-
sion (Clausen, Landsverk, Ganger, Chadwick, & Litrownik,
1998; Handwerk, Frimen, Mott, & Stairs, 1998).

In New York City specifically, Lyons (2001) conducted a survey
of the health and mental health needs of foster care children to
address concerns about the adequacy of mental health interven-
tions for children in this population. Lyons found that nearly one
third of a sample drawn from New York City Administration for
Children’s Services (New York City’s child protection services) was
classified as having serious emotional disorders compared with
15% in the general population. Lyons also found that 74% of
children living in kinship foster care, 73% of children living in
regular foster family homes, and 88% of children living in
congregate care had diagnosable emotional-behavioral problems.
There is no doubt that foster care children in general and in New
York City specifically are at high risk for current and long-term
mental health problems.

These high rates of mental health problems are understood in the
context of the multiple risk factors associated with foster care
placement. The vast majority of youth served in the United States
foster care system have been removed from their homes due to

Berrill, BA

abuse or neglect, a significant risk factor for poor outcomes
(Barlow, Smailagic, Ferriter, Bennett, & Jones, 2010; Goldman,
Lloyd, Murphy, et al., 2007; Perry, 2002, 2006). Not only have
children in foster care been abused and neglected but they also
have been separated from their primary caregivers, resulting in
emotional problems that can interfere with the parent-child
attachment bond and placing them at high risk for establishing
insecure and dysfunctional relationships (e.g., Bernard, Dozier,
Bick, et al., 2012). Other risk factors that contribute to the devel-
opment of serious emotional and behavioral problems for this
population include environmental, social, biological and psycho-
logical influences (Kolko & Swenson, 2002).

Despite the overwhelming need, mental health services are not
routinely available to children in foster care (Halfon, Mendonca,
& Berkowitz, 1995; Halfon, Zepeda, & Inkelas, 2002; Landsverk,
Burns, Stambaugh, & Rolls Reutz, 2006). For example, in a
national survey only one fourth of children were found to have
received what was defined as “adequate” mental health services
within a year of entering foster care (Stahmer, Leslie, Hurlburt, et
al., 2005). According to a Federal Child and Family Service
Review (CFSR), most states failed to meet the psychological and
behavioral treatment needs of child abuse and neglect victims
(Huber & Grimm, 2004). More recent data are consistent,
showing that only a handful of states met the goal of 95%
compliance with well-being outcome number 3, defined as chil-
dren receiving services that met their physical and mental health
needs (JBS International, 2011).

Left out of the CFSR is whether the services that were offered
were evidence based. This is a notable omission in light of the
fact that the field of mental health treatment of emotional and
behavioral problems of children (as well as adults) has moved
toward evidence-based practice (EBP) (Chambless & Hollon,
1998; Cochrane, 1999). EBP is generally defined as the preferen-
tial use of interventions for which systematic empirical research
has provided evidence of statistically significant effectiveness as
treatments for specific problems (Cochrane, 1999). EBP
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promotes the use of valid evidence for the purpose of helping
service delivery organizations select programs and services that
will allow them to use their limited resources in the most effec-
tive way. Evidence-based practice is distinguished from other
types of knowledge such as “evidence-informed” or “evidence-
suggested” by Chaffin and Friedrich (2004), who argue that the
difficulty with these standards is that the bar is set so low that
“inert or harmful practices can qualify, especially given reason-
ably articulate proponents and a rationale that resonates with
current social values” (p. 1099).

According to Barth (2008), the move toward EBP in child welfare
practice is now well established, beyond a passing fad or phase, as
evidenced by funding sources and government agencies increas-
ingly emphasizing EBP and rewarding agencies for using EBP in
their service delivery systems. Several developments, such as a
special issue of Child Welfare devoted to the topic and the creation
of databases cataloguing evidence-based child welfare practices,
indicate that the time for evidence-based child welfare programs
and policies has come. Nonetheless, research demonstrates that the
majority of youth in foster care may not be receiving evidence-
based treatments (Cosgrove, Frost, Chown, & Anam, 2013).

Moreover, it remains unknown whether existing evidence-based
mental health treatments would in fact be a good fit for children
in foster care in light of their specific and sometimes unique
needs. Children in foster care typically deal with a set of
emotional and behavioral issues some of which are specific to
their circumstances that ideally need to be addressed in treatment.
However, not all evidence-based treatments—in their current
manualized forms—may be able to address these issues.

Based on the combined clinical and research experience of the
authors, the following ten issues have been identified as essential
for treatment of children in foster care. Most children in foster
care have been abused or neglected, or both. Hence, the first
essential component of treatment of children in foster care is
trauma work to help children process and recover from their trau-
matic experiences (Issue 1). This should include training in affect
regulation (Issue 2), social-interpersonal skills (Issue 3), and
promoting secure attachments (Issue 4) as these areas are typically
compromised for abused and neglected children (e.g., van der
Kolk, Pelcovitz, Roth, et al., 2006). Children in foster care have
not only been abused or neglected but they also have been
removed from their home and are navigating new and multiple
care-giving relationships. The majority of children in the foster
care system have a permanency goal of reunification (Goldhaber-
Fiebert, Babiarz, Garfield, et al., 2013), and for those whose goal
is not reunification, there is still the possibility of ongoing contact
with the family of origin. Thus, any mental health treatment a
child in foster care receives should include attention to these
multiple relationships the child is affected by and involved with
(Issue 5). Treatment should, therefore, involve family work on a

number of levels, including improving attachment relationships
that have been compromised from abusive or inadequate care-
giving (Issue 6), facilitating and helping the family prepare for
reunification (Issue 7), reducing family conflict while increasing
family bonding and cohesion (Issue 8), and working directly with
the biological and foster parents on parenting skills and sensitivity
to infant and child developmental needs (Issue 9). A final essen-
tial issue relates to the fact that children in the foster care system
straddle multiple agencies and social environments (educational,
mental health, child welfare, and medical) and that mental health
treatment may require coordination and integration across these
settings to maximize its effectiveness (Issue 10).

The Current Study

The current study was designed to survey the developers of
empirically-supported mental health therapies for children to
determine the extent to which they are applicable to the needs of
youth in foster care system. We identified three possible categories
of treatments: (1) treatments designed and developed specifically
for children in foster care, (2) treatments not developed or
designed specifically for children in foster care but have been eval-
uated in a randomized controlled trial (RCT) that included foster
care children in the sample, and (3) treatments neither designed
nor tested for children in foster care but developed to address at
least one of the ten essential foster care treatment issues.

For the Category 1 treatments, we wanted to know (1) how many
have been evaluated with children in foster care using a RCT
design, (2) how many analyzed the data specifically for children in
foster care, (3) how many found positive results for the foster-care
specific analyses, (4) how many published and/or presented the
results of the foster care-specific analyses, and (5) how many and
which of the essential foster care treatment issues could the treat-
ment address without modification.

For the Category 2 treatments—all of which had been evaluated
with a RCT that included foster care children in the sample—we
wanted to know (1) how many analyzed the RCT data specifically
for children in foster care, (2) how many found positive results
specifically for the foster care sample, (3) how many published
and/or presented the findings of the foster care-specific analyses,
and (4) how many and which of the essential foster care treatment
issues could the treatment address without modification.

For the Category 3 treatments—none of which had been tested
with children in foster care—we wanted to know how many and
which of the essential foster care treatment issues could the treat-
ment address without modification.

Identification of Treatments

A comprehensive Internet and academic literature search was
conducted to identify therapies for inclusion in our guidebook.
We sought manualized (in English) mental health treatments
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currently in operation in the United States that could be appli-
cable for children in foster care—that is, the exclusion criteria did

not preclude children in foster care.

To identify potential therapies, several evidence-based program
registries were reviewed, noting that each uses slightly different
procedures and standards for deeming a treatment evidence-
based. A second source of identification of therapies came
through an extensive literature search using the following search
terms: treatment for foster care, therapy for foster care, evidence-

have experienced trauma. Through this process, 81 treatments were
identified. Table 1 provides an overview of the sources consulted.

Where the source is a report, a date is provided.

Study Procedures

based treatments for maltreatment, and treatment for children who

Table 1. Program Registries Searched

Source

Search Criteria

Web site: Substance Abuse and Mental Health
Services National Registry of Evidence-Based
Programs and Practices (NREPP).

http://www.nrepp.samhsa.gov

Searchable listing. Keywords used:
mental health treatment for children 0—
17 years of age.

Report: Kauffman Best Practices Project to Help
Children Heal From Child Abuse. (2004).
http://www.chadwickcenter.org/Documents/Kaufman%

20Report/ChildHosp-NCTAbrochure.pdf.

Non-searchable listing of 3 treatments.

Report: Child Physical and Sexual Abuse:
Guidelines for Treatment.
http://www.musc.edu/ncvc/resources_prof/OVC_guidelines0

4-26-04.pdf

Non-searchable listing of 22 treatments.

Web site: California Evidence-Based
Clearinghouse for Child Welfare/

http://www.cebcdcw.org/

Searchable database. Nine topics related
to mental health treatment were
searched: anxiety in children, behavioral
management of adolescents, bipolar
disorder treatment for children and
adolescents, depression treatment for
children, discipline behavior treatment
for children and adolescents, infant and
toddler mental health, sexual behavior
problems in children, sexual behavior
problems in adolescents, and trauma
treatment in children.

Web site: National Child Traumatic Stress
Network Empirically Supported Treatments and
Promising Practices. http://www.nctsnet.org/nccts/nav.
do?pid=ctr_top_trmnt_prom

Non-searchable listing of 38 treatments.

Report: Implementing Evidence-Based Practice
in Treatment Foster Care: A Resource Guide
Prepared by Foster Family-Based Treatment
Association. (2008).

Non-searchable listing of 21 treatments.

Report: Regional Research Institute for
Human Services.

Non-searchable listing of 7 treatments.

An introductory letter was sent via e-mail to the 81 treatment
developers or contact persons (obtained from various Web sites)
inviting them to review information we had compiled about their
treatment and inviting them to complete a brief survey via
Qualtrics. We explained that their responses would be compiled
in a compendium of treatments (currently available at

https://www.nyfoundling.org). Over a
four-month period, 75 (92.6%)

of the surveys were completed.

Survey

The 27-item survey was neither
confidential nor anonymous and
asked the respondents to report
on the types of evaluations
conducted on the therapy, with
special attention to the sampling
and effects specific to children in
foster care. The survey asked (1)
whether the treatment was
designed specifically for children
in foster care, (2) whether the
treatment was deemed effective
with children in foster care (the
type of research conducted on the
treatment, the proportion of
foster care children in the various
studies, whether the data for chil-
dren in foster care were analyzed
and reported separately), and (3)
whether the treatment could—
without modification—address
the ten essential concerns for chil-
dren in foster care: promoting
secure attachments with care-
givers; training in affect regula-
tion; social-interpersonal skills
training; parenting skills of care-
givers of child clients; working
with multiple caregivers; inte-
grating and coordinating with
social service agencies and a child’s
social environment; conducting
trauma work around physical,
sexual, and emotional abuse and
neglect; engaging in family work
to improve attachment relation-
ships; facilitating family reunifica-

APSAC Advisor | 29 |

Number 1, 2014



Application of Evidence-Based Therapies to Children in Foster Care: A Survey of Program Developers

tion for children in out-of-home care; and reducing family conflict
and promoting family cohesion. The following information was
collected from Internet write-ups and confirmed with the program
developer or contact person: targeted age of child clients, role of
parents in treatment, modality (individual, dyadic, family, or
group), core components, and inclusion-exclusion criteria.

Results

Category 1 treatments. Four treatments were reported to have been
designed specifically for children in foster care. Information about
these treatments is presented in Table 2. As can be seen, of these
four treatments, two were tested with children in foster care with
a RCT design. Both of these reported to have analyzed the foster
care data separately, found positive results, and published and/or
presented the findings. These two treatments are attachment and
bio-behavioral catch-up and MTFC-P (formerly EIFC). Next we
asked how many of these four Category 1 treatments were
reported to be able to address the ten essential issues. All but one
of the four treatments were rated as being able to address each of
the ten issues.

Category 2 treatments. Twenty-two treatments were reported to
have been—although not designed specifically for children in
foster care—evaluated in a RCT design with foster care children
in the sample. These treatments are presented in Table 3. Of these
22 treatments, only one (incredible years) met the criteria of
having the foster care data analyzed separately, with positive
results, and published and/or presented. Next we asked how many
of these 22 treatments were reported to be able to address the ten
essential issues. Six of the treatments were rated as addressing all
ten issues, ten were rated as addressing nine of the issues, two
were rated as addressing eight and seven each, and one treatment
each was rated as being able to address six and two issues.

Table 2. Category 1 Treatments

Category 3 treatments. Of the remaining 49 evidence-based mental
health treatments for children, we aimed to identify which ones—
although neither designed for nor evaluated with children in
foster care—would be applicable because of their ability to
address the ten issues. Table 4 presents these data. As can be seen,
between 38% and 90% of the treatments were rated as being able
to address each of the essential issues. A summary score was
created that represented the number (out of ten) of the essential
issues each treatment was rated as being able to address. The
frequency distribution of these variables is presented in Table 5.
We found that slightly fewer than one fourth of the treatments
were rated as being able to address all ten issues, 13% were rated
as being able to address nine issues, and fewer than 10% each
were rated as being able to address between two and eight issues.

Discussion

This study was conducted to ascertain whether the current land-
scape of mental health treatment for children would be appropriate
for children in the foster care system. Only four treatments were
reported to be specifically designed for foster care youth.
Additionally, only two of those four were evaluated using a RCT
design that included foster children in the sample, with these data
analyzed separately, and with positive results published and/or
presented. Furthermore, two treatments developed and tested for
the foster care population focus on young children: the ABC
program (birth—5 years of age) and MTFC/formerly EIFC, a
group-based treatment (3—6-year-olds). No mental health treat-
ment was designed and tested specifically for children in foster care
over the age of 6. Moreover, both ABC and MTFC/formerly EIFC
require the active participation of parents, which is ideal but not
always possible. Thus, of all the evidence-based treatments for
providing mental health services to children currently in operation,
only four were created with foster children in mind. This represents
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Treatment -3 = £ £ & g & = 5] & = = = £ £ 3
ABC o o30% V v v v v v v v v v
MTEC-P/EIFC v 100% ¢ v v v v v v v v v v v v
Path-ways n/a  n/a n/a nla v 4 4 4 v 4 v 4 4 4
Real Life Heroes n/a n/a  n/a nla v v v v v v v v v v
n/a = not applicable
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Table 3. Category 2 Treatm

ents

n/a = not applicable

?‘; s § g % ;éz % s B
s £ % 2 £ 2 = w & s § %
8 & S S g g g5 = g 8 g £ ¢
Teatmert s £ 2 22 f 532 : 2% %
ACTION v 65 no n/a nla v v v v v v v v /
Adolescent Coping with
Depression Course vV 10 no n/a n/a v v v v/ v
AF-CBT vV 10 no n/a n/a v v v v v / v
Challenging Horizons v Dontknowno n/a nfa v v v v v / v
Child-Parent Psychotherapy v Dontknowno n/a n/a v v v v v v v v vV /
Collaborative Problem Solving v Dontknow no nf/a n/a v v v v v v v v /
Combined Parent-Child Psychotherapy v/ 25 no n/a n/a v v v v v v v v/
Coping Cat vV 05 no n/a nla v v v v v v v/ 4
Coping Power and Anger Coping vV 10 no n/a n/a v v v v v v v vV v/ /
Family Behavior Therapy vV 05 no n/a nla v v v v v v v v v/ /
Incredible Years v 100 v Vv / v v v v v v v v vV /
Integrative Developmental Therapy v Dontknow no  n/a  nfa v v v v v v v v v /
Multidimensional Treatment Foster
Care for Specialized Populations v 25 VvV VvV no o/ v/ v / v /
Multidimensional Family Therapy vV 20 no no nla v v v v v v/ v o/
MST for Child Abuse and Neglect vV 05 no n/a nla v v v v v v v v / /
Parent-Child Interaction Therapy vV 65 no n/a nla v v v v v / v /7 7/
Problematic Sexualized Behaviors CBT v/ 13 no n/a n/a v v v v v/ /7 /
Prolonged Exposure for Adolescents v 2 no n/a nla v v
Risk Reduction Through
Family Therapy vV 25 no n/a nla v v v v v v v v /
Seeking Safety v Dontknow no nfa nfa v v v/ v / v
TE-CBT v/ 40 v VvV No v v v v v v v / v
TARGET vV 33 no n/a nla v v v v v v v v

an obvious gap in the service delivery landscape for some of the

nation’s most vulnerable children. On a positive note, we found

that three of the four Category 1 treatments designed specifically

for children in foster care were reported to be able to address all ten

essential issues. However, it is important to note that while we

consider the ten issues essential for foster care youth, it is unknown

at this time whether all ten are essential for effective treatment.

This represents an obvious area for future research.

In light of how few treatments have been designed specifically for
children in the foster care system, we also aimed to identify treat-

ments that—while not designed specifically for foster care chil-
dren—have been tested and found to be effective for them. This
resulted in the identification of one more program, the incredible
years, and two treatments that did find positive results but haven’t
published the findings: multidimensional treatment foster care
and TE-CBT. (It is unclear why the positive findings haven’t been
published.) Of these three treatments (incredible years, multidi-
mensional treatment foster care, and TF-CBT), only incredible
years was reported to be able to address all ten essential issues.
Again, foster care children—an important consumer of mental
health treatments—are for the most part not being purposefully
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Table 4. How Many Category 3 Therapies (n=48) Were Reported by Program Developers

to Be Able to Address the Ten Essential Issues?

N %

Promoting secure attachments with caregivers 37 77.1
Training in affect regulation skills 43 89.6
Social-interpersonal skills training 41 85.4
Parenting skills of caregivers of child clients 35 72.9
Working with multiple caregivers 31 64.6
Integrating and coordinating with social service agencies

and child’s social environment 25 52.1
Conducting trauma work around physical, sexual,

and emotional abuse and neglect 30 62.5
Engaging in family work to improve attachment relationships 32 66.7
Facilitating family reunification for children in out-of-home care 18 37.5
Reducing family conflict and promoting family cohesion 33 68.8
Missing=1

included in randomized controlled trials testing the efficacy of
various treatment protocols. This means that for the majority of
evidence-based mental health treatments, it remains unknown
whether the therapies would be effective for children in foster care.

Finally, we examined the remaining evidence-based mental health
treatments for children and found that of the 49 treatments, 11
reported to be able to address all ten topics/elements: attachment,
self-regulation and competency; circle of security, cognitive
behavior therapy (anger control training with stress inoculation);
functional family therapy; honoring children/mending the circle;
intergenerational trauma treatment model; interventions for chil-
dren with sexual behavior problems—research, theory, treatment;
safety, mentoring, advocacy, recovery, and treatment; sanctuary;
trauma outcome process assessment (TOPA) model; and trauma-
focused integrated play therapy. These treatments were neither
designed nor evaluated with children in foster care but report to
be able to address the essential issues for treatment of this popula-
tion. As previously noted, it is unknown whether any or all of
these are in fact essential for the effective delivery of mental health
treatments for children in foster care, and this should be
addressed in future research.

Limitations

All data collected for this project were by self-report. This is
particularly relevant for understanding the data regarding the
ability of the program to address the ten issues. It seems possible
that a treatment could have been rated as being able to address a
certain issue but that in reality the treatment really cannot do so
without modification to the treatment protocol. It is possible that
these ratings represent the ideal or hypothetical rather than the
reality, or what the developers of the treatment interventions

Table 5. How Many of the Ten Essential
Issues Could Category 3 Treatments (n=46)
Address Without Modification, as Reported
by Treatment Developers?

%

0.0
0.0
2.2
17.4
2.2
8.7
21.7
6.5
4.3
13.0
23.9

— O 00 N O\ WN AN~ O
—
'—‘G\NWO%'—‘OO'—‘OOZ

0
Missing=3

—

believe not necessarily what they k70w based on empirical find-
ings. For example, many treatments were rated as being able to
integrate with other service systems, but we know from experi-
ence that this is often quite time consuming and challenging and
that in reality this often does not occur as often or as consistently
as it should. Likewise, working with multiple caregivers (an essen-
tial element that was endorsed by 19 of the 22 Category 2 treat-
ments and 31 of the 49 Category 3 treatments) is in reality quite
complicated and cumbersome. We are not aware of any guidelines
or practice wisdom available for child welfare agencies who want
to implement these treatments for a child welfare population.
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Implications and Directions for Future
Treatment and Research

The data collected, despite these limitations, highlight several
directions for future work in this area. First, it would be impor-

tant to determine whether the Category 2 treatments are effective
specifically for children in foster care. This would involve not just
including foster care children in the sample of a RCT but
analyzing the data separately to ensure that the positive results are
applicable for this subsample. Second, it is important to deter-
mine whether the Category 3 treatments are effective for children
in foster care by following a similar approach of conducting
randomized controlled trials with children in foster care included
in the sample to a large enough extent that these data can be
analyzed separately.

An additional direction for future research would be to ascertain
(of the sample of effective treatments) whether the full range of
possible treatment needs are covered. For example, are there treat-
ments to treat various internalizing and externalizing disorders
across the various age groups, are there treatments to address
attachment-bonding issues in various age groups, and so forth.
Significant gaps (e.g., no dyadic treatment for anxiety in school-
aged children) could then be the focus of treatment development

options. Yet another direction for the future would be to ascertain
whether the ten essential issues are in fact essential and which
treatments are able to actually address them. Taken together, these
suggested directions reflect an ambitious program of treatment
development and program evaluation that would require a long-
term commitment of time, energy, and resources. Children living
in foster care settings face multiple and complex environmental,
social, biological, and psychological risk factors that may require
specially designed interventions to meet their unique mental
health and environmental needs. Children in foster care deserve
nothing less.
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