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1.0 Introduction3

There are approximately 78,000 foster children and youth (hereafter referred to as children) 

in Canada [1], with estimates that 32% are diagnosed with at least one psychiatric disorder, 

nearly twice the rate of children from a community sample [2]. True rates are thought to be 

significantly higher, with some studies of comparable populations reporting prevalence of mental 

health concerns among foster children closer to 50% [3,4]. In particular, foster children 

experience significantly higher rates of posttraumatic stress disorder, attention-deficit 

hyperactivity disorder, developmental disorders (e.g., fetal alcohol spectrum disorder; FASD), 

attachment disorders, externalizing and internalizing disorders, behavioural disorders, substance 

abuse disorders, and comorbidity [2, 4, 5, 6, 7, 8].

There are a number of risk factors that predispose foster children to develop psychiatric 

disorders. First, the majority of foster children report multiple adverse childhood experiences 

(ACEs), including exposure to violence, abuse, neglect, and (while in-utero) drugs/alcohol [8, 9, 

10, 11]. Meaningfully, these traumatic experiences – of which nearly three-quarters of foster 

children have two or more types (i.e., are polyvictims) – are directly associated with the 

consequent development and high acuity levels of psychiatric disorders [12, 13]. Expectedly, for 

each additional trauma type experienced, children (irrespective of foster status) are more likely to 

experience problems with interpersonal conflict, attachment, substance use, social support, harm 

3 FASD: fetal alcohol spectrum disorder
  ChYMH-S: Child and Youth Mental Health – Screener
  ChYMH: Child and Youth Mental Health
  ChYMH-DD: Child and Youth Mental Health – Developmental Disabilities
  PSS: Positive Symptoms Scale
  RiSsK: Risk of Suicide and Self-Harm in Kids
  RIO: Risk of Injury to Others
  ChAMhPS: Children’s Algorithm for Mental Health and Psychiatric Services
  RIChY: Resource Intensity for Children and Youth
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to others, and self-harm [14]. Second, they experience a greater frequency of disruptions and 

transitions in their lives (i.e., different homes, schools, treatment programs) [9]. In addition to 

experiencing the trauma that led to their foster placement, these children must also undertake the 

additional – though typically lesser – trauma of foster placement shortly thereafter, which 

exposes them to the risks of polyvictimization [15, 16, 17].

Research also suggests that foster children receive inconsistent and inadequate access to 

mental health services, leading to a higher degree of unmet needs compared to the general 

population [4]. Factors associated with greater need for urgent/emergent services include 

duration of symptoms, psychological distress, disability status, comorbidity, panic symptoms, 

impulsiveness, emotional problems, victimization, and aggressive behaviour [18, 19, 20, 21, 22, 

23]. All of these factors, as well as the severity, complexity, and variability of foster children’s 

mental health challenges, make it significantly more difficult to identify and treat problems, 

thereby requiring specialized care practices [25, 26, 27] and multi-modal services [28]. As a 

likely result of these aforementioned risk factors and barriers to care, children who grow up in a 

foster family in Ontario are more likely to experience low academic achievement, 

unemployment, housing insecurity, criminal justice system involvement, and poor mental health 

outcomes once they age out of the system [1].

To our knowledge, there are few contemporary studies that have rigorously examined the 

relationship between foster placement and mental health indicators, polyvictimization, 

psychosocial factors, and resource needs in children seeking mental health services in Canada 

utilizing a large data set. As mental health is essential to improving resilience and outcomes upon 

emancipation [29, 30], scales and algorithms drawn from standard care assessments within select 

mental health agencies in Ontario, Canada were utilized in order to examine the multi-faceted 
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implications of foster status in a large sample of treatment-seeking children. With greater mental 

health needs, poorer outcomes, and limited recent, national data, a greater understanding of 

factors associated with treatment-seeking foster children is required to better support them. 

Based on the extant literature, it was predicted that children living with foster families, compared 

to non-foster children, would demonstrate high acuity levels across mental health indicators, 

greater service urgency and resource intensity requirements.

2. Methods

2.1 Sample

Assessment data was obtained from 71 mental health agencies across the Province of Ontario, 

Canada as part of regular clinical practice. There were 82,203 children assessed with the 

ChYMH-S, 17,228 with the ChYMH and 751 with the ChYMH-DD, for a total of 101,182 

observations from 71 service organizations. Children were assessed by trained professionals with 

either the interRAI Child and Youth Mental Health Screener (ChYMH-S; 82.2% of the sample), 

the Child and Youth Mental Health Assessment (ChYMH; 17% of the sample) or Child and 

Youth Mental Health – Developmental Disabilities (ChYMH-DD; 0.7% of the sample) 

assessments, described below. 8.7% of the ChYMH instrument respondents were inpatients and 

2.1% were outpatients. Overall, 1.5% of the observations resided in foster care. For further 

demographic descriptors stratified by living arrangement as foster family see Table 1. Coded 

assessment responses were entered using secure on-line computer systems. Assessments between 

September 2015 and March 2021 were used, and if an individual was assessed more than once 

during this time the first assessment was used. 
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2.2 Measures

2.2.1 interRAI ChYMH Screener

The interRAI ChYMH Screener (interRAI ChYMH-S) is a 99 item, initial screening assessment 

used for the purpose of assisting in decision-making related to triaging and the prioritization of 

services [31, 32]. The ChYMH-S has been adapted from the ChYMH and uses semi-structed 

interviews to provide a snapshot of the various aspects of the child’s functioning and aids in 

determining if a more comprehensive assessment is needed [31]. The screener demonstrated 

strong inter-item reliability on all measured scales and good convergent validity with the 

Behaviour Assessment System for Children [31].

2.2.2 interRAI ChYMH and ChYMH-DD

The interRAI Child and Youth Mental Health Assessment (interRAI ChYMH) as well as the 

similar ChYMH Developmental Disabilities (interRAI ChYMH-DD) are comprehensive 

assessments which include over 400 items used to evaluate and identify children’s mental health 

needs, risks, and inform care-planning [32, 33, 34]. Trained assessors obtain information from 

multiple sources including information from the children, their caregivers, teachers, and 

clinicians, as well as available medical and education records. Assessors were required to have at 

least two years of experience in mental health care provision, a degree or diploma in children’s 

mental health and developmental services in addition to the completion of a rigorous 3-day 

training program which incorporated competency training for each of: ChYMH, ChYMH-DD, 

and the interRAI Early Years. 

These assessments provide a variety of scales and algorithms embedded within the instrument to 

support clinicians in obtaining a data-driven picture of the child’s strengths, needs, functioning, 

and areas of risk. Most computed outputs are common to both the ChYMH and the ChYMH-DD 
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and have robust psychometric properties [22, 24, 31, 35, 36, 37, 38, 39, 40, 41, 42]. The scales 

and algorithms within the assessment instruments have been found to have strong construct, 

concurrent, face and content validity, and predictive validity as well as internal consistency 

(Cronbach’s alpha higher than .70) and inter-rater reliability (weighted kappa for core items 

common to all instruments was 0.75 and the kappa of the specialized mental health items was 

0.64) [43, 44].  Findings provide support to a larger body of research which show consistent 

psychometric rigour of the interRAI Child and Youth suite of instruments [45]

2.2.3 Externalizing Scale 

The interRAI Child and Youth Mental Health Externalizing Scale is a psychometrically sound 

measure of the frequency and severity of both proactive and reactive aggression, violence, and 

impulsivity. These constructs are assessed through twelve items which are scored from 0 to 4 

(0=not present to 4=exhibited daily in the last 3 days, three or more episodes or continuously) 

based on the time since the most recent occurrence: stealing, bullying peers, impulsivity, verbal 

abuse, violence to others, violent ideation, intimidation of others, and threatened violence [42]. 

With values ranging from 0 to 48, a value of 17 or more is used here to denote high levels of 

externalizing behaviours. 

2.2.4 Internalizing Scale 

The interRAI Child and Youth Mental Health Internalizing Subscale is a psychometrically sound 

[35] measure of the frequency and severity of symptoms of depressed mood, anxiety, and 

anhedonia. It consists of 12 items rated on a 5-point ordinal scale (0 = not present to 

4 = exhibited daily in last 3 days, 3 or more episodes or continuously). Scores in this measure 

range from 0 to 48, with higher scores revealing greater frequency and severity of internalizing 

symptoms.
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2.2.5 Positive Symptoms Scale (PSS)

The PSS is a four-item scale which measures the presence of positive symptoms including 

hallucinations, command hallucinations, delusions, and abnormal thought process/form (0 = not 

present to 4 = exhibited daily in last 3 days, 3 or more episodes or continuously). The scores 

from each of these four items is summed to reveal final scores ranging from zero to twelve, with 

higher scores representing heightened levels of positive psychotic symptomology [46]. The PSS 

demonstrated high internal consistency (Cronbach’s alpha of 0.72) and criterion validity [44].

2.2.6 Risk of Suicide and Self-Harm in Kids (RiSsK) Algorithm

The RiSsK algorithm uses a decision tree composed of six items reflecting the risk of suicide and 

self-harm in children. These items include attempt to kill, self-harm without intent to kill, 

considered self-injury, others concerned about self-injury, family overwhelmed, and any self-

injurious behaviours. Levels of risk range from zero to six, with a cut-point of 2+ indicating risk 

of suicide and self-harm among clinically-referred child populations; this cut-point provided a 

sensitivity of 93% and a specificity of 61% [38]. 

2.2.7 Risk of Injury to Others (RIO) Algorithm

The RIO algorithm measures the risk of harm to others and is a psychometrically sound 

instrument in clinically-referred child populations [37]. The algorithm uses nine items including 

violent ideation, threatened violence, violence to others, verbal abuse, socially inappropriate or 

disruptive behaviour, family overwhelmed, impulsivity, and physical abuse. It includes an 

empirically based decision tree designed to indicate risk levels, with higher risk levels indicating 

greater risk of injury to others. Levels of risk range from zero to six; here a cut-point of 3+ 

indicating severe risk of injury to others was used [44]. 
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2.2.8 Children’s Algorithm for Mental Health and Psychiatric Services (ChAMhPS)

ChAMhPS [32] is an empirically based decision-support tool that can be used to inform the need 

and urgency of timing for a comprehensive, face to face mental health assessment. The 

ChAMhPS score is computed and applied to each case utilizing items from the interRAI 

ChYMH-S. The algorithm has been noted to have strong psychometric properties and 

demonstrated prediction of higher triaging and prioritization needs [24].

2.2.9 Resource Intensity for Children and Youth (RIChY) Algorithm

The RIChY [24] algorithm is an empirically based decision-support tool composed of 25 

individual items, three scales (i.e., Anxiety, Parenting Strengths, Family Functioning), and two 

decision-support algorithms (i.e., Self-Harm, Harm to Others) from the ChYMH assessment. The 

terminal nodes of the RIChY decision tree range from zero to five, where higher nodes are 

indicative of higher service intensity need. The algorithm is highly predictive of increased 

resource needs and more intensive services [24, 37].

2.3 Procedure

As part of routine clinical practice, trained assessors such as nurses, psychologists, psychiatrists, 

social workers, child and youth workers, case managers, occupational therapists, and speech 

language pathologists administered the ChYMH, ChYMH-DD and ChYMH-S in the majority of 

mental health service agencies in Ontario. At each agency, informed consent was obtained from 

all individual participants and/or guardians as part of standard of care. Data was obtained 

through 60-90 minute semi-structured interviews with the children, their caregivers, teachers, 

and/or clinicians, as well medical and education records. Each complete ChYMH and ChYMH-S 

assessment was given a case number and stored on a secure server with no identifying 

information, to ensure anonymity. 
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Neighbourhood median income was assigned by linking the first three digits of the client’s home 

postal code to public-use 2016 Canadian census tables [47]. They were subsequently assigned to 

quartiles based on distribution in these data.

Ongoing access to the data server for research purposes has been approved by the University of 

Western Ontario Ethics Board (REB #106741) and all procedures were in accordance with the 

ethical standards of the institution. All analyses used in this study were conducted on SAS 

version 9.4 software (SAS Institute, Cary, NC, USA).

3.0 Analysis

Demographic and area income proportions, stratified by living arrangement, were calculated. 

Proportions of demographics and other selected characteristics were produced, stratified by this 

measure. Items with significant correlation (p<.05) with foster family living arrangement were 

identified through exploratory analysis and subsequently selected for reporting based on effect 

size and clinical relevancy. Differences were assessed using chi-square tests, and for the 

continuous measure of age, student t-test. Standardized differences were calculated to present 

effect sizes using Cohen’s d for continuous measures and Cohen’s h for proportions; rules of 

thumb suggest values of at least approximately 0.2 represent a small effect size, 0.5 a medium 

effect size and 0.8 a large effect size, although caution is advised that these values are guidelines 

only.

4.0 Results

Table 1 presents results of available demographic descriptors stratified by living arrangement as 

foster family. Males were of similar proportions and mean age did not differ, with a slight 

distribution difference in the foster family strata having more representation in the 12 to 14 year 

age group. Of note is that among assessed children who resided in higher income 
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neighbourhoods, there was a significantly lower proportion who resided with foster families.  

Among language groups, children whose primary language was English were more likely to 

reside with foster families, and those with a language other than English or French were less 

likely.
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Table 1

Living arrangement is foster 
family

N (%) no yes p-value effect size
all 99,697 (98.5%) 1,485 (1.5%)
male 49,336 (49.5%) 735 (49.5%) 0.995 0.00
age: mean (SD) 11.9 (3.71) 12.0 (3.51) 0.302 0.03

3 to 7 16,145 (16.2%) 214 (14.4%) 0.064  0.05 
8 to 11 26,190 (26.3%) 384 (25.9%) 0.721  0.01 
12 to 14 26,291 (26.4%) 426 (28.7%) 0.045  0.05 
15 to 18 31,071 (31.2%) 461 (31.0%) 0.920  0.00 

Area HH median income below 
$55,845 24,758 (24.8%) 354 (23.8%) 0.378  0.02 

Area HH median income above 
$79,541 24,751 (24.8%) 298 (20.1%) <.0001  0.11 

Primary language: English 95,353 (95.7%) 1451 (97.7%) <.0001  0.11 
French 1,830 (1.8%) 22 (1.5%) 0.312  0.02 
Other 2,502 (2.5%) 12 (0.8%) <.0001  0.14 

Note: Demographics, by foster family living arrangement
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Table 2 shows selected items with residing with a foster family, including sexual knowledge or 

family concerns about sexual behaviour, parent addiction, difficulty with abstract thinking, 

referred because the individual was a threat to others, elopement, smoking, and lying. Computed 

scales that use multiple items show those residing with foster families had higher anxiety, 

externalizing and internalizing behaviours, positive symptoms and were at greater risk of harm to 

themselves and others. In keeping with this, those who were assessed with the ChYMH-S and 

residing with a foster family were more likely to urgently require further assessment, and those 

assessed with the ChYMH or ChYMH-DD and residing with a foster family were less likely to 

reflect a simple service utilization profile and more likely to reflect one involving a high degree 

of complexity. The single domain where those in foster care showed slightly lower 

symptomatology was depression.
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Table 2

Living arrangement is foster 
family

effect 
size

N (%) no yes p-value
evidence of highly inappropriate sexual 
knowledge or excessive preoccupation 
with sex in last 90 days1

763 (4.4%) 70 (15.8%) <.0001 0.39

family, others express concern about 
highly risky or problematic sexual 
behaviour

5,103 (5.1%) 263 (17.7%) <.0001 0.41

parent addiction or substance abuse 
(ever) 18,192 (18.3%) 865 (58.3%) <.0001 0.85

difficulty with abstract thinking2 2,030 (19.9%) 94 (38.7%) <.0001 0.42
reason for referral: threat or danger to 
others1 3,999 (22.6%) 180 (40.7%) <.0001 0.39

elopement threat/attempt - lifetime1 4,274 (24.4%) 190 (42.9%) <.0001 0.40
daily tobacco smoker1 907 (5.2%) 54 (12.2%) <.0001 0.25
repetitive lying1 5,675 (32.4%) 242 (54.6%) <.0001 0.45
Scale measures, dichotomized:
High externalizing symptoms (sum 17+) 8,322 (8.4%) 273 (18.4%) <.0001  0.30 
High internalizing symptoms (sum 11+) 6,921 (6.9%) 144 (9.7%) <.0001  0.10 
Positive symptoms, any (PSS 1+) 10,608 (10.6%) 218 (14.7%) <.0001  0.12 
High risk of harm to self (RiSsK 2+) 40,801 (40.9%) 685 (46.1%) <.0001  0.15 
High risk of harm to others (RIO 3+) 26,475 (26.6%) 608 (41.0%) <.0001  0.39 
High urgency (ChAMhPS 3+)3 21,029 (25.6%) 362 (34.7%) <.0001  0.20 
Service intensity/complexity (RIChY) 1

          0 - low 4,747 (27.1%) 60 (13.5%) <.0001
 0.34 

          6 - very high 1,456 (8.3%) 82 (18.5%) <.0001  0.30 

Note: Selected characteristics and scale, by foster family living arrangement

1  ChYMH and ChYMH-DD only, denominators are 17,731 and 443, respectively;

2  ChYMH age 12 and over only, denominators are 10,178 and 243, respectively;

3  ChYMH-S only, denominators are 82,161 and 1,042, respectively
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Figure 1 uses 4 items, available in all assessments, that record any experience of traumas during 

the child’s lifetime: physical abuse or assault, sexual abuse or assault, emotional abuse, or having 

witnessed domestic violence. Those residing with a foster family are over twice as likely to have 

experienced one or more of these traumas, and they are nearly seven times more likely (13.2% 

compared to 2.0%) to have experienced all four of these. Effect sizes of the proportion 

differences by foster living arrangement in Figure 1 range between 0.44 (sexually abused) and 

0.99 (any of the four traumas).
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Figure 14

Note: Proportions with lifetime trauma, by foster family living arrangement, are presented. They 

are organized by trauma type and number of trauma types (1 to 4).

4 This is a two-column fitting image, in colour.
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5.0 Discussion

This study utilized a large sample of treatment-seeking children across Ontario to compare 

children living with a foster family to non-foster children, across a number of psychosocial, care 

needs, and demographic variables. The results expand upon existing literature to identify specific 

behavioural concerns, populations, and mental healthcare requirements. As expected, children 

living with foster families had higher acuity levels across mental health indicators, greater 

service urgency, and resource intensity requirements compared to non-foster children.

It is not surprising that children living with foster families require more intense resources and 

urgent service, as there is evidence of greater and more complex mental healthcare needs for 

children in the foster care system [48, 49]. Indeed, many of these children exhibit key factors 

predictive of resource intensity and service urgency, namely: traumatic life events, 

polyvictimization, child protection agency guardianship, comorbidity, intellectual disability, 

intimidation and threats of violence, parenting problems, suicide or self-harm, risk of harming 

others, family dysfunction, and safety risk [19, 24, 50]. 

Critically, we found that rates of abuse/assault of children living with foster families 

averaged three times higher compared to non-foster children and there was a strong, positive 

linear relationship between the number of trauma types experienced and foster placement and 

moderate to very strong effect sizes for the differences between the two groups. While there is a 

strong background of literature to support the hypothesis that foster placement is causally linked 

to trauma exposure, there is limited information regarding rates of polyvictimization in foster 

children compared to their non-foster peers [51, 52, 53]. That said, greater cumulative trauma in 

foster children is directly linked to comorbidity, severity of psychiatric illness, and care needs [6, 

52, 54]. Thus, it is likely that trauma exposure in these children is the greatest reason for greater 

care needs.
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 Among the various scales embedded in the interRAI instruments, children living with foster 

families were found to have a greater prevalence of positive symptoms (i.e., hallucinations, 

delusions, abnormal thought process/form), which may be the result of higher rates of psychosis 

among children traumatized in childhood [55, 56]. With higher rates of harm to self, harm to 

others, and service urgency among children experiencing psychosis, it is also possible that 

positive symptoms moderate the relationship between these factors and the experience of living 

with a foster family [57, 58]. This all said, the effect size for this portion of the analysis was 

small (Cohen’s d = 0.12).

Higher prevalence of harm to others is well-documented in the literature when considering 

relational aggression and disruptive behaviour disorders [59, 60, 61, 62]. History of interpersonal 

trauma, particularly as the victim of physical violence/trauma, is thought to increase the risk of 

becoming a perpetrator in later childhood and adolescence [63, 64]. While research has been 

conducted on self-harm in foster children [65, 66], it is unclear if rates of self-injurious 

behaviour differ between foster and non-foster children outside of the sample we studied. Rates 

of suicidality, however, have been documented as higher among foster children, compared to 

non-foster children [67, 68].

High internalizing and externalizing symptoms were also more frequently reported by 

children living with foster families, with varied, small effect sizes. This is consistent with the 

extant literature, as is the higher ratio of externalizing problems to internalizing problems [16, 

69, 70]. For example, Perry and Price [71] found that 21.6% and 34.2% of foster children scored 

in the clinical range for internalizing problems and externalizing problems, respectively.

In relation to externalizing disorders, a variety of conduct-related difficulties were also noted 

in foster children, compared to other treatment-seeking children. Specifically, these children 
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were more likely to exhibit a variety of behavioural problems including aggression and threats 

toward others, running away, smoking and engaging in deceitful behaviours (e.g., lying; with 

small to moderate effect sizes). Notably, Braciszewski and Colby [72] found that foster children 

smoke daily at four times the rate of non-foster children, while Lindquist and Santavirta [73] 

observed more than double the rate of delinquent behaviour. The regularity of behavioural 

problems found in our sample is likely related to the high frequency of foster children 

involvement in criminal activities and with the youth justice system [73, 74, 75].

Findings also revealed that foster children exhibited highly inappropriate sexual knowledge 

or excessive preoccupation with sex more than three times as frequently when compared to non-

foster children. Furthermore, family members were concerned about highly risky or problematic 

sexual behaviour significantly more often with foster, than non-foster children. Both of these 

distinctions demonstrated moderate Cohen’s d values. Given that these children are more likely 

to be exposed to sexual exploitation and abuse before entering the foster care system [76], it is 

possible that engagement in and preoccupation with risky sexual behaviours are related to 

mechanisms of coping with trauma [77, 78]. Further investigations of age and gender differences 

in the associations between these variables may prove fruitful in discussions and interventions 

concerning at-risk foster youth.

Residing with a foster family was also associated with difficulty with abstract thinking, a 

finding consistent with other research that has shown that children with developmental and 

intellectual difficulties are more often placed in foster care [79, 80]. Slayter and Springer [81] 

found that neglect was the greatest reason for an intellectually-disabled child’s removal from the 

family home, at 58.5% of cases, with rates of neglect and relinquishment nearly twice as likely 

compared to a control population. Several factors may contribute to the greater prevalence of 
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neglect disabled children, including financial burden (e.g., need to work full-time, high cost of 

special needs resources) and lack of family support (e.g., single parenthood) [82]. 

Certain family indicators were significantly more prevalent among children living with foster 

families including substance related issues in parents. Specifically, findings reported herein 

indicated that these children were significantly more likely to be exposed to parent addiction or 

substance abuse compared to other treatment-seeking children, with the analysis yielding a large 

effect size. Consistent with the extant literature, Meinhofer and Angleró-Díaz [83] found that 

more than 36% of home removals were attributable to parental drug use. This greater prevalence 

likely reflects a key contributor to placement with a foster family in Canada as well [84].

As seen in Table 1, children living with foster families were less likely to reside in high-

income neighbourhoods, compared to treatment-seeking children who were not in foster care. 

Though we were unable to find comparative data, the known associations between poverty and 

maltreatment are significant [85], and may aid in explaining the elevated scores for measures 

concerning problematic sexual knowledge and behaviour, specifically as in relates to history of 

sexual trauma in foster youth. It is concerning that foster children are at heightened risk for 

continuing to face the disadvantages of lower-income living when they may be in greater need of 

supports to counter the effects of potential trauma and transition challenges [86]. Results of this 

study indicated that children living with foster families were more likely to speak English as 

their primary language. It is possible that those with dual languages may have less impoverished 

environments (e.g., French Immersion), that immigrant children may be less likely to be in foster 

care or it is possible that Children's Aid Societies have greater difficulty assigning placements to 

children who do not speak English if their foster parents cannot communicate with them. It is 
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relevant to note that the demographic variables featured in Table 1 demonstrated nil to small 

effect sizes. 

6.0 Limitations and Clinical Implications

While our measures of trauma and internalizing/externalizing support previous findings related 

to foster children mental health, our findings of specific problem behaviours (e.g., difficulty with 

abstract thinking, repetitive lying) may support clinicians and policy analysts in tailoring 

interventions to better accommodate this vulnerable population. Particularly, as trauma appears 

to be the common denominator across most significant findings, trauma-informed care practices 

may aid the alleviation of other problematic mental health symptoms. Although this research 

study has several strengths, it is not without its limitations. By not accounting for foster children 

who are not recipients of mental healthcare, however, our study may risk its generalizability to 

the broader population of children living with foster families. Furthermore, while our findings 

are specific and novel to Canada, further study would benefit from comparing country (or 

jurisdictional) populations of foster youth to determine if there are differences between cultures 

or legal systems. Additionally, though we sampled a comprehensive, validated assessment tool 

data set, the use of archival data is less preferable when compared to an experimental design, in 

which control of variables would strengthen one’s findings. Of the potential confounding 

variables that could affect the increased negative outcomes of foster children, socio-economic 

status is the most likely, and should be further explored or controlled for in future analyses. In 

future studies, it may be prudent to assess if there is any variability in specific behaviours 

between sub-populations of foster children (e.g., by type of foster placement, number of 

transitions, etc.) and if there are specific social practices that buffer the acuity of mental health 
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needs (e.g., involvement in structured activities). Continued, detailed investigation may support 

the development of more tailored interventions for foster children.

Summary

Global studies demonstrate that children in foster care exhibit significantly greater and more 

severe mental health challenges and poorer life outcomes both before and after emancipation, 

largely related to trauma exposure. However, despite the greater need for support, foster children 

are less likely to receive consistent and adequate access to mental healthcare services, and 

typically require specialized care to properly address their unique needs (e.g., trauma-informed 

care). There is also a paucity of recent large-scale studies examining the needs of treatment-

seeking foster children within the Canadian context. Utilizing a large data set of interRAI 

assessments, it was predicted that children living with foster families, compared to non-foster 

children, would demonstrate higher acuity levels across mental health indicators and greater care 

requirements. Results indicated that children living with foster families experienced significantly 

greater trauma (across domains), internalizing symptoms (including anxiety), externalizing 

symptoms, positive symptoms, risky or problematic sexual behaviour, difficulty with abstract 

thinking, elopement, smoking, and lying behaviours. These children also demonstrated greater 

risk of harm to themselves and others, parent addiction, and greater service urgency/complexity 

and resource intensity requirements. A strong, positive relationship was found between the 

number of trauma types experienced and foster placement, with foster children nearly seven 

times more likely to experience four types of trauma (physical, emotional, sexual, witness of 

domestic violence). Trauma is the most likely mediator of the relationship between foster status 

and the majority of our significant results, as externalizing behaviours are thought to be used as 

mechanisms of coping. Our identification of specific mental health problems further aid in our 
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understanding of how foster children differ from their non-foster peers. Clinical implications 

stress the importance of trauma-informed interventions tailored to the specific needs of foster 

children, especially given the high acuity and intensity of service needs. Further assessment of 

sub-populations and specific behavioural concerns may aid in this development.
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Abstract

There is a paucity of recent research examining the mental health needs of treatment-seeking 

foster children and youth within the Canadian context. The present data utilized 101,182 

archived assessments from the comprehensive interRAI data set to examine the mental health 

indicators and service needs of children living with foster families who are seeking mental health 

services.  It was predicted that children living with foster families (compared to non-foster 

children) would demonstrate higher acuity levels across mental health indicators and greater 

service care requirements. Results indicated that children living with foster families experienced 

significantly greater trauma (across domains), externalizing symptoms, risky or problematic 

sexual behaviour, greater service urgency, and resource intensity requirements, compared to 

clinically referred children who were not in foster families. A strong, positive relationship was 

found between the number of trauma types experienced and foster placement, with foster 

children seven times more likely to experience four types of trauma. Clinical implications stress 

the importance of trauma-informed interventions, given the specific needs of foster children, 

including the high acuity and intensity of service needs.

Keywords: Foster children; mental healthcare; trauma; behavioural problems
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o Children living with foster families experienced significantly greater trauma (across 
domains; physical abuse, emotional abuse, sexual abuse, witnessing domestic violence).

o A strong, positive relationship was found between the number of trauma types 
experienced and foster placement, with foster children nearly seven times more likely to 
experience four types of trauma, compared to non-foster children.

o Children living with foster families also experienced significantly greater positive 
symptoms, risky or problematic sexual behaviour, difficulty with abstract thinking, as 
well as elopement, smoking, and lying behaviours.

o They also exhibited greater service urgency/complexity and resource intensity 
requirements.

o Parents of foster children were more likely to experience with addiction issues.
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