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ABSTRACT. Greater numbers of infants and young children with increasingly
complicated and serious physical, mental health, and developmental problems are being
placed in foster care. All children in foster care need to receive initial health screenings
and comprehensive assessments of their medical, mental, dental health, and
developmental status. Results of these assessments must be included in the courtapproved social services plan and should be linked to the provision of individualized
comprehensive care that is continuous and part of a medical home. Pediatricians have an
important role in all aspects of the foster care system.
ABBREVIATIONS - HIV, human immunodeficiency virus; CWLA, Child Welfare
League of America; AAP, American Academy of Pediatrics.
BACKGROUND
The foster care system in America has evolved as a means of providing protection and
shelter for children who require out-of-home placement.1 Although it is designed to be a
temporary service with the goal of returning children home or arranging for suitable
adoptive homes, children are often in foster care for several years. In recent years, child
welfare agencies have been directing greater efforts toward supporting families in crisis
to prevent foster care placements, whenever feasible, through preventive service
programs and to reunify families as soon as possible when placements cannot be avoided.
Increasingly, extended family members are being recruited and assisted in providing
kinship care for children when their birth parents cannot care for them. However, during
the past decade, the number of children in foster care has doubled despite landmark
federal legislation designed to expedite permanency planning for children in state
custody.2 Approximately 500 000 children are in foster care on any given day, an
increase of 65% in the past 10 years.3,4 Between 1986 and 1991, the number of children
younger than 5 years placed in foster care increased by 110% in large urban areas, with a
larger proportion of infants than in previous years. Infants and young children are the
fastest growing population in need of foster care. Most of these children are placed in
foster care because of abuse or neglect occurring within the context of parental substance
abuse, extreme poverty, mental illness, homelessness, or human immunodeficiency virus
(HIV) infection.5 As a result, a disproportionate number of children placed in foster care
come from the segment of the population with the fewest psychosocial and financial
resources and from families that have few personal and extended family sources of
support.6
Recent brain research has shown that infancy and early childhood are critical periods
during which the foundations for trust, self-esteem, conscience, empathy, problem

solving, focused learning, and impulse control are laid down.7-15 Because multiple factors
(eg, an adverse prenatal environment, parental depression or stress, drug exposure,
malnutrition, neglect, abuse, or physical or emotional trauma) can negatively impact a
child's subsequent development, it is essential that all children, but especially young
children, are able to live in a nurturing, supportive, and stimulating environment.16
It is not surprising that children entering foster care are often in poor health. Compared
with children from the same socioeconomic background, they have much higher rates of
serious emotional and behavioral problems, chronic physical disabilities, birth defects,
developmental delays, and poor school achievement.6,17-29 Moreover, the health care
these children receive while in placement is often compromised by insufficient funding,
poor planning, lack of access, prolonged waits for community-based medical and mental
health services, and lack of coordination of services as well as poor communication
among health and child welfare professionals.3,30-33
Despite the existence of recognized standards developed by the Child Welfare League of
America (CWLA) in consultation with the American Academy of Pediatrics (AAP),34
many child welfare agencies lack specific policies for childrens' physical and mental
health services.35 Recently, the AAP District II Committee on Early Childhood,
Adoption, and Dependent Care Task Force on Health Care for Children completed a
comprehensive resource manual that outlines areas of health concerns and sets forth
guidelines for evaluating foster children's physical, developmental, mental health, and
educational needs.36 Although a broad range of supportive and therapeutic services is
needed, most children do not undergo a comprehensive developmental or psychological
assessment at any time during their placement. State Medicaid systems, which provide
funding for the health care of nearly all children in foster care, rarely cover all of the
services these children require.36-38
It has been suggested that a variety of factors act as true barriers to care for these
children. Information about health care services children have received and their health
status before placement is often hard to obtain. In part, this is because children have had
erratic contact with a number of health care providers before placement. In addition,
social workers are not always able to review a child's health history in detail with birth
parents at the time of placement. Foster care parents often have been given limited
training in health care issues or in accessing the health care system. Social workers often
lack information about the type of health care services that children in foster care receive
and are, therefore, unable to effectively oversee the amount or quality of care delivered.33
Increasingly complicated physical and mental health conditions in children in foster care
make taking care of these children difficult, even for the committed physician.
A number of states are mandating that foster children shift from fee-for-service Medicaid
to Medicaid managed care. Agencies must now consider arranging or purchasing
comprehensive services within the 1996 managed health care model.39 Concerns exist
about rationing of services, especially within the mental health area. General principles
exist for developing and implementing a statewide health care system for children in
foster care, irrespective of the model.40 When children are placed in foster homes outside

the original jurisdiction or in another state, coordination of health care by the foster care
agency becomes even more difficult.
Pediatricians can play a critically important role in helping child welfare agencies, foster
families, and birth families minimize the trauma of placement separation and improve the
child's health and development during the period of foster care. Providing health care to
these children requires considerably more time than it does for the average pediatric
patient. Physicians must be prepared to provide necessary care even when little or no
specific information about the child is available at the time of the visit. The pediatrician
should attempt to identify physical, psychosocial, and developmental problems and assist
social workers and foster parents in determining the types of additional evaluation, care,
and community services the child requires.3,41
This statement provides specific suggestions for delivery of health services to young
children in foster care. More detailed recommendations regarding developmental issues
for young children in foster care have recently been published by the AAP.42
STANDARDS FOR HEALTH CARE SERVICES
In 1988, the CWLA, in consultation with the AAP, developed Standards for Health Care
Services for Children in Out-of-Home Care.34 This document still serves as a
comprehensive guideline for developing and organizing physical and mental health
services for child welfare organizations. Child welfare agencies should be encouraged to
adhere to these standards. Fostering Health: Health Care for Children in Foster Care,
published in 2001 by District II of the AAP, details practice parameters for primary
health care, developmental and mental health care, child abuse and neglect, and health
care management.36 This manual is a useful reference for medical, developmental, and
mental health practitioners as well as child welfare professionals. Pediatricians should
become familiar with these standards and assist child welfare administrators,
caseworkers, and foster parents in implementing them.
Because children in foster care have a high prevalence of chronic and complex illnesses,
assessing each child's unique needs is critical. Establishing continuity of care and
ensuring a comprehensive and coordinated treatment approach by all professionals
involved in their care should be one of the highest priorities for child welfare agencies.
Diverse characteristics of child welfare agencies, wide geographic distribution of foster
homes in some states, lack of comprehensive funding for children's physical and mental
health care services, and inadequate physician compensation for these services contribute
to the difficulty of providing an organized approach to the care of these children. To
avoid fragmentation of care, a variety of health care delivery models can be developed
for this population, including: a) agency-based care, in which children are brought into
the agency for health care; b) specialized foster care clinics, in which a medical home is
established for the child; and c) community-based care, in which a practitioner provides
health care through a private office, health maintenance organization, neighborhood
health center, or general academic pediatric clinic. In all models, health care coordination
remains the responsibility of the foster care agency.

Regardless of the model developed in a locale, it should adhere to certain principles.
Whether services are delivered by a single team of professionals under one roof43 or as
part of a planned program of care using many community resources,21 all professionals
involved in the care of each child should communicate effectively with one another.
Furthermore, compassionate assistance, education, and training for foster and birth
parents should be included as an integral part of the overall program of services provided
to children and their families during and after placement.
Pediatricians should be involved in the planning and development of systems of care for
children in foster care. In addition to their role as primary health care providers,
pediatricians may be contracted by child welfare agencies to serve as regional and
statewide medical consultants and to develop and implement policies and programs that
will improve the effectiveness and comprehensiveness of services for children in foster
care.44 Pediatrician participation in the Committee on Early Childhood, Adoption, and
Dependent Care of the local AAP chapter is also important.
THE COMPONENTS OF HEALTH CARE SERVICES
Health care services may be divided into 4 components: initial health screening,
comprehensive medical and dental assessment, developmental and mental health
evaluation, and ongoing primary care and monitoring of health status.
Initial Health Screening
Every child entering foster care should have a health screening evaluation before or
shortly after placement. The purpose of this examination is to identify any immediate
medical, urgent mental health, or dental needs the child may have and any additional
health conditions of which the foster parents and caseworker should be aware. Careful
measurement of height, weight, and head circumference may reveal growth delays or
reflect poor nutritional or general health status. Because many children entering foster
care have been victims of physical or sexual abuse, all body surfaces should be unclothed
at some point during the physical examination, and any signs of recent or old trauma,
bruises, scars, deformities, or limitations in the function of body parts or organ systems
should be noted and documented photographically. If there is a history of physical abuse
before placement or if signs of recent physical trauma are present, appropriate imaging
studies to screen for recent or healing fractures should be considered. Genital and anal
examination of both sexes should be conducted, and laboratory tests should be performed
for HIV and other sexually transmitted diseases when indicated clinically or by history.45
Other infections and communicable diseases should be noted and treated promptly. The
status of any known chronic illnesses should be determined to ensure that appropriate
medications and treatments are available. The physician should discuss specific care
instructions directly with the foster parents and caseworker and should not rely on an
intermediary.

Comprehensive Health Assessment
Within 1 month of the child's placement, a comprehensive health assessment should be
performed by a pediatrician who is knowledgeable about, and interested in, the treatment
of children in foster care and who can provide a medical home and arrange for the
provision of regular, ongoing primary care services. Time permitting, it may be possible
to do the screening and comprehensive assessments simultaneously. Child welfare
agencies should make all pertinent past medical, social, and family information available
to assist the physician performing the evaluation. The child's caseworker and foster
parents should be present for the initial visit. Whenever possible for this and subsequent
visits, information should be obtained from the birth parents, and they should be kept
informed about the health status of their child. When appropriate and as a part of the care
plan of the child welfare agency, birth parents should be encouraged to be present at
health care visits and to participate in health care decisions. The historical review should
include the circumstances that led to placement, the child's adjustment to separation from
the birth family, adaptation to the foster home, developmental or school progress, and the
agency's plans for permanency (ie, most commonly, return to parent or relative, adoption,
or independent living). The physical examination should focus on the presence of any
acute or chronic medical problems that may require additional evaluation or referral.
Screening tests should be performed according to the AAP Recommendations for
Preventive Pediatric Health Care.46 Because many young children entering foster care
come from settings in which substance abuse and sexual promiscuity are common, they
should be considered to be at high risk for HIV infection, hepatitis, and other sexually
transmitted infections. Laboratory tests for these conditions should be performed when
appropriate.45,47-49
Children entering foster care are likely to be incompletely immunized,18 and determining
the types and number of immunizations that a particular child has received in the past
may be difficult. By communicating directly with previous medical providers or
reviewing previous medical records (eg, from schools or immunization registries), it is
often possible to reconstruct the child's immunization history. For some children, despite
a thorough effort, little or no immunization information will be available. These children
should be considered susceptible and immunized according to AAP guidelines.50
Developmental and Mental Health Evaluation
At each health visit, the pediatrician should attempt to assess the child's developmental,
educational, and emotional status. These assessments may be based on structured
interviews with the foster parents and caseworker, the results of standardized tests of
development, or a review of the child's school progress. All children with identified
problems should be promptly evaluated and treated as clinically indicated. When
available, local consultants and community-based intervention programs should be called
on to assist in diagnosing and treating children with developmental and educational
problems. Pediatricians may also assist social workers and foster parents by referring
eligible children to various federal and state entitlement programs in their community

(eg, Supplemental Nutrition Program for Women, Infants, and Children [WIC] and Head
Start, Birth-to-Three,51 special education,52 early intervention,51,53 and Title V programs).
In some communities, child welfare agencies may be able to access or establish
multidisciplinary teams to routinely evaluate children entering foster care. By their very
nature, multidisciplinary teams provide a comprehensive and coordinated approach to
assessment and are often an efficient and cost-effective means of accomplishing this task.
Several successful community-based program models using this approach have been
described.3,21,25,41,54
Regardless of how the comprehensive assessment is performed, the results and
recommendations should be incorporated into the child's court-approved social service
case plan.55 To ensure that the multiple needs of children in foster care are addressed by
those involved in the court process, 1 state judicial commission has developed an
excellent guide for judges, advocates, and child welfare professionals to refer to, with a
checklist of 10 basic questions that should be answered to ensure that standards of health
care are met.55 The caseworker and pediatrician should then help the foster parents
arrange for all of the services recommended for the child.
Providing Primary Care and Monitoring of Children's Health Status While in
Placement
Placement in foster care is a stressful experience for most children. Often, problems arise
during the course of placement that were not apparent at the outset. For example, a child's
adjustment to separation from his or her family and adaptation to the foster home may be
characterized by distinct behavioral changes over time.56 Similarly, significant emotional
distress may occur after visits with birth family members or at times of transition, such as
a change in placement or return to birth parents.57 Therefore, all children in foster care
should have a medical home in which they receive ongoing primary care and periodic
reassessments of their health, development, and emotional status to determine any
changes in their status or the need for additional services and interventions. Ideally, at a
minimum such reassessments should occur monthly for the first 6 months of age, every 2
months for ages 6 to 12 months, every 3 months for ages 1 to 2 years, every 6 months for
ages 2 through adolescence, and at times of significant changes in placement (foster
home transfers, approaching reunification). These periodicity recommendations, although
not backed by evidence-based data, are considered by this committee to be the minimal
number of preventive health care encounters required to closely monitor these children.
Depending on the stability of the placement and changes in the child's status, additional
visits may be indicated. Any child prescribed psychotropic medication must be closely
monitored by the prescribing physician for potential adverse effects. The social worker
should maintain contact with the provider and receive periodic updates on the child's
progress. When changes in foster placement are planned or when decisions regarding
permanency planning are anticipated, pediatricians can help child welfare professionals
evaluate these decisions in light of the child's age and developmental level. Pediatricians
can also work with the child welfare agency and the court to determine what is truly in
the child's best interest.

TRANSFER OF MEDICAL INFORMATION
Up to one quarter of children placed in foster care experience 3 or more changes in foster
homes. Furthermore, up to 35% of children reenter the foster care system after being
returned to their families. Placement changes are usually accompanied by changes in
physicians.58 As a result, available health information about these children is often
incomplete and spread across many different sites. To enhance continuity of care, several
states have developed an abbreviated health record often called a medical passport.44 A
medical passport held by the foster parent has the potential to play a valuable role in the
overall health care of children in foster care for some time to come. This form is retained
by the child's custodian and is designed to facilitate the transfer of essential information
among physical and mental health professionals. It provides a brief listing of the child's
medical problems, allergies, chronic medications, and immunization data as well as basic
social service and family history. Foster parents are instructed to keep this document for
the child and bring it to all health visits. As the child's condition changes, health care
providers should update the information on the form. If the child changes foster homes or
returns to his or her birth family, the medical passport should also be transferred to the
child's new caregiver. Computerized health information systems are also being developed
in several states to make specific health information about children in foster care more
readily accessible to practitioners and child welfare agencies. Computerized medical
records for these children should be accorded the same confidentiality as written records.
THE IMPACT OF FOSTER CARE PLACEMENT ON CHILDREN
Society has always been reluctant to involuntarily remove children from their parents.
Certainly, even brief separation from parental care is an unfortunate and usually
traumatic event for children.41,59,60 Despite legal mandates to expeditiously formulate a
permanency plan, many children may remain in foster care interminably while the child
welfare and legal systems deliberate their fate. However, concerns about time should be
balanced against other evidence that suggests that foster care placement may be a positive
and therapeutic intervention for some children.61 The importance of a competent, caring,
nurturing foster parent in supporting and advocating for a child's health and well being
cannot be stressed enough. Significant improvements in a child's health status20 and
development, intelligence, school attendance, and academic achievement have been noted
consequent to foster care placement.42 Thus, for children who have suffered severe
neglect and abuse or whose families cannot adequately care for them, placement in foster
care can be an important opportunity to receive intervention and rehabilitation and should
not be considered only as an option of last resort.
RECOMMENDATIONS
1. Pediatricians should participate in the care of children in foster care as primary
care physicians and as consultants to child welfare agencies. Child welfare
agencies, general pediatricians, and pediatric subspecialists should work together
to implement standards for health care of children in foster care developed by
District II of the AAP.36

2. All children entering foster care should have an initial physical examination
before or soon after placement. This examination should focus on identifying
acute and chronic conditions requiring expedient treatment.
3. All children in foster care should receive comprehensive physical and mental
health and developmental evaluations within 1 month of placement.
4. Individual court-approved social service case plans should include the results of
physical and mental health and developmental assessments and incorporate the
recommendations of health professionals.
5. Pediatricians and child welfare agencies should work together to ensure that
children in foster care receive the full range of preventive and therapeutic services
needed and participate in all federal and state entitlement programs for which they
are eligible.
6. Although in placement, the child in foster care requires physical, developmental,
and mental health status monitoring more frequently than children living in stable
homes with competent parents.
7. Child welfare agencies and health care providers should develop and implement
systems to ensure the efficient transfer of physical and mental health information
among professionals who treat children in foster care.
COMMITTEE ON EARLY CHILDHOOD, ADOPTION, AND DEPENDENT CARE,
2001-2002
Peter A. Gorski, MD, MPA, Chairperson
Deborah Ann Borchers, MD
Danette Glassy, MD
Pamela High, MD
Chet D. Johnson, MD
Susan E. Levitzky, MD
S. Donald Palmer, MD
Judith Romano, MD
Moira Szilagyi, MD, PhD
LIAISONS
Claire Lerner, LCSW
Zero to Three
Pat Spahr
National Association for the Education of Young Children
Phyllis Stubbs-Wynn, MD, MPH
Maternal and Child Health Bureau
Ada White, LCSW, ACSW
Child Welfare League of America, Inc
CONSULTANT
Neal Kaufman, MD, MPH
STAFF
Eileen Casey, MS

REFERENCES
1.
Simms MD. Foster children and the foster care system. I: History and legal
structure. Curr Probl Pediatr. 1991;21:297-321
2.
The Adoption Assistance Child Welfare Act. Pub L No. 96-272 (1980)
3.
Szilagyi M. The pediatrician and the child in foster care. Pediatr Rev. 1998;19:3950
4.
US House of Representatives, Subcommittee on Children, Youth, and Families.
No Place to Call Home: Discarded Children in America. Washington, DC: US
Government Printing Office; 1989
5.
National Commission on Family Foster Care. A Blueprint for Fostering Infants,
Children, and Youths in the 1990s. Washington, DC: Child Welfare League of America;
1991
6.
Administration for Children, Youth and Families. Child Welfare Statistical Fact
Book. Washington, DC: US Office of Human Development Services; 1984
7.
Herschkowitz N, Kagan J, Zilles K. Neurobiological bases of behavioral
development in the first year. Neuropediatrics. 1997;28:296-306
8.
Herschkowitz N, Kagan J, Zilles K. Neurobiological bases of behavioral
development in the second year. Neuropediatrics. 1999;30:221-230
9.
Casey BJ, Giedd JN, Thomas KM. Structural and functional brain development
and its relation to cognitive development. Biol Psychol. 2000;54:241-257
10.
Chugani HT. Biological basis of emotions: brain systems and brain development.
Pediatrics. 1998;102(suppl):1225-1229
11.
Herschkowitz N. Neurological bases of behavioral development in infancy. Brain
Dev. 2000;22:411-416
12.
Shore R. Rethinking the Brain: New Insights Into Early Development. New York,
NY: Families and Work Institute; 1997
13.
Gunnar MR. Quality of early care and buffering of neuroendocrine stress
reactions: potential effects on the developing human brain. Prev Med. 1998;27:208-211
14.
National Research Council and Institute of Medicine. From Neurons to
Neighborhoods: The Science of Early Childhood Development. Committee on Integrating
the Science of Early Childhood Development. Shonkoff JP, Phillips DA, eds. Board on
Children, Youth, and Families, Commission on Behavioral and Social Sciences and
Education. Washington, DC: National Academy Press; 2000
15.
Greenough W, Gunnar M, Emde N, Massinga R, Shonkoff JP. The impact of the
caregiving environment on young children's development: different ways of knowing.
Zero to Three. 2001;21:16-23
16.
Karr-Morse R, Wiley MS. Ghosts From the Nursery. Tracing the Roots of
Violence. New York, NY: Atlantic Monthly Press; 1997
17.
Frank G. Treatment needs of children in foster care. Am J Orthopsychiatr.
1980;50:256-263
18.
Schor EL. The foster care system and health status of foster children. Pediatrics.
1982;69:521-528
19.
Moffatt ME, Peddie M, Stulginskas J, Pless IB, Steinmetz N. Health care delivery
to foster children: a study. Health Soc Work. 1985;10:129-137

20.
White R, Benedict MI. Health Status and Utilization Patterns of Children in
Foster Care: Executive Summary. Baltimore, MD: Johns Hopkins University; 1986
21.
Simms MD. The foster care clinic: a community program to identify treatment
needs of children in foster care. J Dev Behav Pediatr. 1989;10:121-128
22.
Kavaler F, Swire MR. Foster Child Health Care. Lexington, MA: Lexington
Books; 1983
23.
Dubowitz H, Feigelman S, Zuravin S, Tepper V, Davidson N, Lichenstein R. The
physical health of children in kinship care. Am J Dis Child. 1992;146:603-610
24.
Halfon N, Berkowitz G, Klee L. Children in foster care in California: an
examination of Medicaid reimbursed health services utilization. Pediatrics.
1992;89:1230-1237
25.
Blatt SD, Simms MD. Foster care: special children, special needs. Contemp
Pediatr. 1997;14:109-129
26.
Simms MD, Halfon N. The health care needs of children in foster care: a research
agenda. Child Welfare. 1994;73:505-524
27.
Halfon N, Berkowitz G, Klee L. Mental health service utilization by children in
foster care in California. Pediatrics. 1992;89:1238-1244
28.
Halfon N, Mendonca A, Berkowitz G. Health status of children in foster care. The
experience of the Center for the Vulnerable Child. Arch Pediatr Adolesc Med.
1995;149:386-392
29.
Silver JA, Haecker T, Forkey HC. Health care for young children in foster care.
In: Silver JA, Amster BJ, Haecker T, eds. Young Children and Foster Care: a Guide For
Professionals. Baltimore, MD: Paul H. Brookes Publishing Co; 1999
30.
Simms MD, Dubowitz H, Szilagyi MA. Health care needs of children in the foster
care system. Pediatrics. 2000;106:909-918
31.
Barton SJ. Promoting family-centered care with foster families. Pediatr Nurs.
1999;25:57-59
32.
Simms MD, Freundlich M, Battistelli ES, Kaufman ND. Delivering health and
mental health care services to children in family foster care after welfare and health care
reform. Child Welfare. 1999;78:166-183
33.
US General Accounting Office. Foster Care: Health Needs of Many Young
Children Are Unknown and Unmet. Washington, DC: US General Accounting Office;
1995
34.
Child Welfare League of America. Standards for Health Care Services for
Children in Out-of-Home Care. Washington, DC: Child Welfare League of America;
1988
35.
Schor EL. Health care supervision of foster children. Child Welfare. 1981;60:313319
36.
AAP District II Task Force on Health Care for Children in Foster Care, District II
Committee on Early Childhood, Adoption, and Dependent Care. Fostering Health:
Health Care for Children in Foster Care — A Resource Manual. 2001. Available for
$12.00 through AAP District II, 420 Lakeville Rd, Room 244, Lake Success, NY 11042,
Telephone 516/326-0310
37.
Bergman AB. The shame of foster care health services. Arch Pediatr Adolesc
Med. 2000;154:1080-1081

38.
Rosenbach M. Children in Foster Care: Challenges in Meeting Their Health Care
Needs Through Medicaid. Princeton, NJ: Mathematica Policy Research, Inc; 2001. Policy
brief available at: http://www.mathematica-mpr.com/PDFs/fostercarebrief.pdf. Full
report available at: http://aspe.hhs.gov/hsp/fostercare-health00/. Accessed August 8, 2001
39.
Battistelli ES. Making Managed Health Care Work for Kids in Foster Care: A
Guide to Purchasing Services. Washington, DC: CWLA Press; 1996
40.
Institute for Research on Women and Families. Code Blue: Health Services for
Children in Foster Care. Sacramento, CA: California State University; 1998. Available
at: http://www.ccrwf.org/publications/index.html. Accessed July 12, 2001
41.
Simms MD. Foster children and the foster care system, II: impact on the child.
Curr Probl Pediatr. 1991;21:345-370
42.
American Academy of Pediatrics, Committee on Early Childhood, Adoption, and
Dependent Care. Developmental issues for young children in foster care. Pediatrics.
2000;106:1145-1150
43.
Schor EL, Neff JM, LaAsmar JL. The Chesapeake Health Plan: an HMO model
for foster children. Child Welfare. 1984;63:431-440
44.
Simms MD, Kelly RW. Pediatricians and foster children. Child Welfare.
1991;70:451-461
45.
American Academy of Pediatrics, Committee on Pediatric AIDS. Identification
and care of HIV-exposed and HIV-infected infants, children, and adolescents in foster
care. Pediatrics. 2000;106:149-153
46.
American Academy of Pediatrics, Committee on Psychosocial Aspects of Child
and Family Health. Guidelines for Health Supervision III. Elk Grove Village, IL:
American Academy of Pediatrics; 1997
47.
American Academy of Pediatrics. Human immunodeficiency virus infection. In:
Pickering LK, ed. 2000 Red Book: Report of the Committee on Infectious Diseases. 25th
ed. Elk Grove Village, IL: American Academy of Pediatrics; 2000:325-350
48.
American Academy of Pediatrics. Hepatitis D. In: Pickering LK, ed. 2000 Red
Book: Report of the Committee on Infectious Diseases. 25th ed. Elk Grove Village, IL:
American Academy of Pediatrics; 2000:306-307
49.
American Academy of Pediatrics. Syphilis. In: Pickering LK, ed. 2000 Red Book:
Report of the Committee on Infectious Diseases. 25th ed. Elk Grove Village, IL:
American Academy of Pediatrics; 2000:547-559
50.
American Academy of Pediatrics. Active and passive immunization. In: Pickering
LK, ed. 2000 Red Book: Report of the Committee on Infectious Diseases. 25th ed. Elk
Grove Village, IL: American Academy of Pediatrics; 2000:1-81
51.
Education of the Handicapped Amendments of 1986. Pub L No. 99-457 (1986)
52.
Education for All Handicapped Children Act. Pub L No. 94-142 (1975)
53.
American Academy of Pediatrics, Committee on Children With Disabilities.
Pediatrician's role in the development and implementation of an Individual Education
Plan (IEP) and/or an Individual Family Service Plan. Pediatrics. 1992;89:340-342
54.
Halfon N, Klee L. Health and development services for children with multiple
needs: the child in foster care. Yale Law Policy Rev. 1991;9:71-96
55.
The Permanent Commission on Justice for All Children. Ensuring the Healthy
Development of Foster Children: A Guide for Judges, Advocates, and Child Welfare

Professionals. Available through Sheryl Dicker, 914/948-7570 or
sdicker@courts.state.ny.us
56.
American Academy of Pediatrics, Committee on Early Childhood, Adoption, and
Dependent Care. Health care of children in foster care. Pediatrics. 1994;93:335-338
57.
Gean MP, Gillmore JL, Dowler JK. Infants and toddlers in supervised custody: a
pilot study of visitation. J Am Acad Child Psychiatr. 1985;24:608-612
58.
Schor EL. Foster care. Pediatr Clin North Am. 1988;35:1241-1252
59.
Littner N. Some Traumatic Effects of Separation and Placement. New York, NY:
Child Welfare League of America; 1956
60.
Cournos F. City of One: A Memoir. New York, NY: WW Norton; 1999
61.
Horwitz SM, Balestracci KMB, Simms MD. Foster care placement improves
children's functioning. Arch Pediatr Adolesc Med. 2001;155:1255-1260
---------------The recommendations in this statement do not indicate an exclusive course of treatment
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