Journal of Pediatric Nursing 66 (2022) 30-35

Contents lists available at ScienceDirect

Journal of Pediatric Nursing

ELSEVIER journal homepage: www.pediatricnursing.org
Placement disruption of children with disabilities in foster care ®

Check for
updates

Christine Platt, FNP-c, MSN *, Sheila M. Gephart, PhD, RN, FWAN, FAAN

The University of Arizona, College of Nursing, PO Box 210203, Tucson, AZ 85721, United States of America

A R T L CEE

ABSTRACT

Article history:
Received 7 June 2021
Revised 3 May 2022
Accepted 5 May 2022

Keywords:

Children

Disabilities

Foster care
Placement disruption

Purpose: To investigate and describe available data on children with disabilities in the United States foster care
system and examine placement disruptions.

Design: This quantitative descriptive study was a secondary data analysis of the Adoption and Foster Care Analysis
and Reporting System (AFCARS) and included 680,611 children.

Methods: Descriptive and regression analyses were conducted.

Findings: Of 680,611 children in the U.S. foster care system in 2017, 22% had a medical or disability diagnosis, re-
quiring additional or specialized care. Children with disabilities in foster care (CDFC) had a mean of 4.0 disrup-
tions—significantly higher than the mean 2.37 disruptions among those without a disability (p <.001,d =
0.51). CDFC spent an average of 915 days in foster care compared to 514 days for children without a disability
(p < .001,d = 0.59). Predictive risk factors for disruptions were increased child age, race (American Indian or
Black), and increased foster parent age. Protective factors against disruptions included married foster parents
and a child being placed outside of the child's initial state of residence.

Conclusions: CDFC have significantly more disruptions and longer stays in foster care. While risk and protective
factors affect all foster children similarly, they have significantly greater effect on foster children with disabilities.
Practice implications: Increased disruptions compound the vulnerability of CDFC as relationships and support sys-
tems are broken. Understanding the extent to which childhood disabilities play a role allows school nurses,

healthcare providers, and child advocates to better design interventions to improve lifelong health outcomes.

Introduction

Disability status may have implications for children entering foster
care, including the type of setting in which they are likely to be served,
the stability of the setting, and length of time before permanency. Many
times, foster families are tasked with providing for the complex physical
and emotional needs of children with disabilities, but little is known
about the extent to which those disabilities affect the long-term stability
and outcomes for such vulnerable children (Bruskas, 2008; Gypen etal.,
2017; Slayter, 2016). Foster families are culturally diverse by nature,
often combining parents and children from different races, socioeco-
nomic backgrounds, religions, and gender/orientation identities
(Austin et al., 2021; Zinn, 2009). Parents, siblings, and new foster chil-
dren must adapt to new traditions, expectations, and communication
styles. The traumatic experiences and disabilities that accompany
many children as they enter the foster care system compound the com-
plex dynamics of such diverse family units. Without adequate
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experience, training, and resources required to care for the unique med-
ical and educational needs of a child with disabilities, a foster family
may feel unprepared for and stressed by unexpected challenges, such
as medication management, healthcare navigation, and participation
in special education programs (Brown & Rodger, 2009). These events
could result in a placement disruption, moving the child to another fos-
ter home and further compounding the child's vulnerability.

When a child is deemed to be in an unsafe situation requiring agency
intervention, they may be removed from their current living situation
and, by court order, placed in a licensed home. These homes are typi-
cally called foster care homes or foster families. Ability (licensing re-
quirements by state and federal regulations), willingness, and vacancy
are all required to be an eligible foster family. Geographical location
plays a role in the agency's ability to place a child in a foster home
close enough to facilitate reunification services and visitation with bio-
logical parents. Initial placement into a foster home does not guarantee
a stable environment. Several types of and causes for placement disrup-
tions exist. Current literature compared three types of disruptions
(placement mismatch, substandard care, and child initiated), noting
age and race as associated factors, as well as an increased risk of sub-
standard care and disruptions in kinship care compared to non-
relative care (Font, 2015; Font et al., 2018; Koh et al., 2014; Sattler
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2 al, 2018). Across these studies, disability status was not investigated,
yetit could be an influence in placement disruption decisions due to the
‘ncreased level of care required for a child with special needs, particu-
‘arly in disruptions labeled as placement mismatch.
Children in the United States foster care system frequently experi-
> health disparities (Blakeslee et al., 2013), some of which may
“s=m from higher prevalence of disabilities and their associated risk fac-
Children in foster care have poorer mental and physical health
mpared to children in the general population, even when compared
family type (such as single parents) and children in economically dis-
_advantaged families (Turney & Wildeman, 2016). They are more likely
have been exposed to alcohol and drugs in-utero, leading to worse
'comes in several areas such as academic success, behavior, cognition,
d hospitalizations (Arter et al., 2021).
Far less is known about the experiences of children with disabilities
the foster care system compared to those without a disability. How-
wer, children who are in foster care with learning disabilities have
researchers call “synergistic factors” compounding health dispar-
=s and leading to greater vulnerability (Grabovschi et al., 2013). Re-
archers documented concerns of foster parents and their challenges
-aring for children with disabilities such as obtaining specialized pro-
ssional services, incurring higher costs due to fostering a child with a
=bility, arranging appropriate educational services, addressing be-
joral challenges, and navigating the healthcare system (Brown &
ger, 2009).
~ When a foster family is unable to adequately care for a child, the
4 may be moved to a different home. These disruptions create
=ater barriers and significant health care challenges for an already vul-
=able population. For example, a child's support at school can be
=atly affected when disruptions lead to poor communication between
=nts and teachers and a lack of historical knowledge by teachers
=n a child must transfer schools. This is especially notable when
-hild also has a disability (Mires et al., 2018). A change in geograph-
location due to a placement disruption can create a need for a new
hecare provider. This transition may lead to the loss of valuable in-
ion and specific knowledge regarding the child's needs. Further-
disruptions and changes in healthcare providers can sever caring
jons, and these lost connections are associated with higher
== of unmet healthcare needs during and after foster care (Collins,
The more disruptions, the higher the cost to the child's well-
= (educational, physical, and mental) and the higher the cost to
system (Vanderfaeillie et al., 2018). Strong associations exist be-
=n externalizing behavioral problems and the number of place-
< a child experiences (Jedwab et al., 2019; Vreeland et al., 2020).
=r, developmental needs secondary to a disability may be per-
=3 as behavioral problems if not cared for by families or caregivers
= specialized training.

=tical background for study

Two theories (Schlossberg's Transition Theory and Meleis' Transi-
Theory) were used to inform this research. Both theories were
=d as neither theory alone encompassed all the concepts unique
wering and placement stability. Schlossberg's Transition Theory
==n used extensively within health disparities research and re-
= pertaining to foster children, whereas Meleis' transition theory
family transitions and parenthood (Meleis et al., 2000;
ssberg, 1981; Winter, 2014). Concepts from both theories aided
operationalization of the variables and the analysis. For example,
ssberg's concepts — such as situation (type of placement), self
of disability), and social support (caregiver characteristics) —
=2 the investigation. A transition is any event that changes relation-
routines, assumptions, and roles. For children in foster care, such
can also include a “non-event” where they expected a transi-
occur (e.g., to biological parent's home) but it did not and they
Sjust to it not happening as planned. Meleis et al. (2000) noted
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that people in transition tend to be more vulnerable and have greater
risks that may affect their health. This is particularly true for children
in foster care (Bruskas, 2008). An individual's ability to cope and move
through the transition depends upon assets and liabilities, which this
study attempts to examine. By using both transition theories to guide
the search for potential concept relationships, we examined placement
disruption or transitions in the context of disability and fostering.

Purpose and aims

The purpose of the study was to investigate and describe available
data on children with disabilities in the United States foster care system
and examine placement disruptions. Understanding the extent to which
disability status may play a role in increased vulnerability allows
healthcare workers and child advocates to better understand and design
interventions to improve lifelong outcomes. Within the data set, disabil-
ity was defined as being clinically diagnosed with a disability including
mental retardation (sic; i.e., more appropriately referred to as a person
having a cognitive, developmental, or learning disability), visual or
hearing impairment, physical disability, emotionally disability, and/or
another medical diagnosis requiring special care. The aims of the
study were to: 1) determine how many children in foster care during
2017 had at least one disability; 2) ascertain the number of disruptions
in placements to foster homes for children with a disability; 3) compare
the average duration that a child is in foster care between children with
a disability versus children in foster care without a disability; 4) investi-
gate type of placement settings for CDFC; and 5) identify risk and pro-
tective factors associated with disruptions.

Methods
Design

A cross-sectional descriptive secondary analysis of the Adoption and
Foster Care Analysis and Reporting System (AFCARS) 2017 dataset, ob-
tained through the National Data Archive on Child Abuse and Neglect,
was conducted. Institutional Review Board approval was received
through the University of Arizona's Human Subject's Protection Pro-
gram. The protocol, using de-identified data, was determined to not be
human subject research. The investigators retrieved the AFCARS data
set, which is publicly available, and downloaded it into STATA to address
variables in the aims. AFCARS was chosen because it includes all 50
states and contains the most accurate/large scale statistical data on fos-
ter care in the United States. However, data from the state of Colorado
was excluded from this study because they did not report on disability
status. We examined all children in the United States foster care system
for any part of 2017, providing a snapshot of children in care.

Sample

The sample included 680,508 children in the United States foster
care system during 2017, of which 51.58% were male. Race of foster chil-
dren was predominantly white (68.5%), followed by black (30.8%). Also,
22.2% reported an Hispanic origin. Among CDFC, there was a slightly
higher percentage of black children (33.8%). The average child's age at
the time of removal was 6.5 years, though this average is higher (8.0
years) among CDFC. This United States sample included children and
families from all U.S. states except Colorado, in addition to the District
of Columbia and Puerto Rico. The District of Columbia had the fewest ac-
tive foster care cases at n = 1131 (0.16%), followed by Delaware with
n = 1190 (0.17%). California had the highest number of foster care
cases with n = 80,408 (11.81%), followed by Texas at n = 50,333
(7.40%). See Table 1 for demographics of children and Supplemental
Table B for foster family structure based on disability status.
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Table 1 Table 2
Demographic characteristics of foster children. Predictors of removal reasons on disability status (n = 687,406).
Foster child disability b [95% CI) t
Without With Child Behavior 0415 [0.404, 0.426) 744"
N ) N % Parental Substance Abuse —0.297 [—0.304, —0.290] 78.82::'
Physical/Sexual Abuse 0.031 [0.021, 0.040] 6.36
Mean age at first removal (SD) 6.1 (5.6) 8.0 (5.6) Neglect —0.022 [—0.031, —0.013] —5.25"*
Sex * Parental Absence —0.009 [—0.019, 0.001] -1.79
Male 265,996 (50) 84,352 (56) Child Disability 1.074 [1.051, 1.096] 91.78"**
Female 262,846 (50) 67,314 (44) R? 0.038
Race w5 < 001
White 356,083 (69) 97,537 (67) Rl
Black 154,447 (30) 49,571 (34)
Hispanic Origin 108,002 (22) 34,162 (24) . T . .
N e 26,926 5) Pl 5) motivated by the child's own problematic behaviors, they were 42%

Variable selection and analysis

The data report the number of placement settings in which the child
lived during their current foster care episode. Temporary living condi-
tions, such as hospitalization or respite care from another foster family,
are not counted as additional placements, nor are placements back in
the original home, such as a home visit or a trial home placement. This
was particularly important, because children with disabilities may ex-
perience more temporary out-of-home care than the general foster
care population, and the study focus was on actual caregiver and long-
term setting changes. The number of placements is used to represent
disruptions; effectively, the first placement after initial removal from
the biological home is counted as a disruption,

A child with a disability was defined as a child with one or more of
the following diagnoses using the data set definitions: vision impair-
ments, hearing impairments, mental disabilities, emotional disabilities,
physical disabilities, or mental retardation [sic] (Children's Bureau,
2020). Other medical diagnoses factored into the definition of disability
included epilepsy, fetal alcohol syndrome, shaken infant syndrome, and
encephalopathy. Care was taken to only count a child once and to group
their multiple diagnoses as one “disability.” Many disabilities are found
in conjunction with other medical and developmental abnormalities,
particularly in children who had experienced abuse, neglect, or sub-
stance exposure. For example, a child with cerebral palsy who had vi-
sion impairments, hearing impairments, physical disabilities (bone
developmental abnormalities), and developmental delays was only
counted once. Inclusion of specific diagnoses was determined based
on the disability typically requiring substantially more care and level
of expertise by the foster family. Children in the process of receiving a
diagnosis were excluded from the analysis, but the separate medical,
mental, and physical diagnosis variables were aggregated into a single
dummy variable. This was done using STATA software. Descriptive sta-
tistics were calculated to characterize the population, and t-tests were
employed to compare mean foster care experiences across disability
status. A probability model of regression was used to examine relation-
ships between the child's disability status and various causes for initial
removal from their parents' home.

Results

Question 1: How many children in the United States foster care system
had at least one diagnosed disability during 2017?

There were 151,666 foster children with a medical diagnosis or dis-
ability in 2017, in contrast to 528,842 without a diagnosis in the U.S. fos-
ter care system. This equates to 22% of children in foster care with a
medical or disability diagnosis that requires additional or specialized
care.

A probability model of regression was used to examine relationships
between the child's disability status and various causes for initial re-
moval from their parents' home (see Table 2). If removal was partly
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more likely to have a diagnosed disability (p < .001). A child removed
due to parental substance abuse was 30% less likely to have a disability
(p < .001). Among children without a diagnosed disability, 4583 (or
0.9%) had disability listed as the initial removal reason.

Question 2: Do children in foster care with a disability have a greater
number of disruptions than those without a disability?

Children with a disability in foster care (CDFC) have a mean of 4.00
disruptions whereas children in foster care without a disability have a
mean of 2.37 disruptions (see Table 3). Children with a disability are
more likely to be moved from home to home. A 2-sample t-test was
conducted to determine significance. The analysis revealed significantly
more disrupted placements for children in the foster care system with
disabilities than for those without disability, with a moderate effect
size (p <.001, Cohen's d = 0.51).

Question 3: Does the average length of time that a child is in foster care
differ between children with disabilities vs. children without?

CDFC spent an average of 915 days in foster care compared to chil-
dren without a disability who spent an average of 514 days in foster
care. This is a significant difference with a somewhat stronger effect
size (p < .001, Cohen's d = 0.59). Results of this analysis are shown in
Table 3.

Question 4: Are children with disabilities more likely to be placed in
more restrictive settings?

Placement categories included: pre-adoptive home, kinship (rela-
tive) foster home, non-relative foster home, group home, institution, su-
pervised independence, trial home, runaway, and reported missing. The
category with the highest percentage caring for CDFC was non-relative
foster home (37.76%) followed by a foster home of a relative (19.55%).
CDFC are less likely to be placed with a relative compared to children
without a disability (31.96%); CDFC are more likely to be found in pre-
adoptive homes, group homes, or institutions (Supplemental Table C).

Question 5: What are the predictive risk or protective factors affecting
the number of disruptions for children with disabilities vs. children with-
out?

Predictive risk factors were defined as the characteristics of foster
children associated with more disruptions and included foster child
age (older) and race (American Indian or Black), as computed in a linear
regression reported in Table 4. The regression includes interaction ef-
fects of disability with age and race, and in each case, the interaction ef-
fect significantly amplified the direct effect. For example, a foster child
who is Black had 0.332 more disruptions than one who is white, and a
foster child with disabilities had 1.247 more disruptions than one who

Table 3
Placement disruptions and days in care by disability status.
Mean Std. Dev. [95% Conf.
Interval]
Placement disruptions
No disability 2.37 2.55 [2.36 2.37]
With disability 4.00 4.85 [3.98 4.03]
Days Spent in Foster Care
No disability 514 578 [513 516]
With disability 915 947 [910 919]
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= of child characteristics on number of placement disruptions (n = 670,097).

b [95% C1] t
- 1.850 [1.836, 1.864] 25247
Child with Disability 1.247 [1.212, 1.282] 69.97°"*
a Removal 0.069 [0.068, 0.071] 86.31"""
Removal x Disability 0.022 [0.018, 0.025] 12.54™"
0.332 [0.313, 0.352] 34.18™
» Disability 0.270 [0.230, 0.310] 13:31°"
Imdian 0.248 [0.209, 0.288] 12:37°2
Indian x Disability 0317 [0.229, 0.404) 7.06™"
—0.179 [—0.256, —0.101] —4.50™""
» Disability —0.666 [—0.835, —0.496) —7.69""
0.0628

< 001.

not. But a foster child who is Black and with a disability has an ad-
0.270 disruptions—1.849 more than a foster child who is white
disabilities. Similar analysis on foster parent characteristics is
red in Table 5, showing that foster parent age is also a risk factor,
foster parents who are married or live in a different state than
biological family are protective factors. Again, these direct effects
significantly amplified when interacting with foster child disability.
e, the R-squared value in both regressions is low, indicating con-

- This study adds to scientific knowledge by illustrating that CDFC do
mdeed have significantly higher placement disruptions. Placement sta-
appears to be one of the most important factors to improve out-
es for children in foster care, as it establishes a foothold in
ation and provides a consistent support figure (Gypen et al.,
7). As a CDFC is moved from home to home, or to a more restrictive
3 less ideal environments, such as group homes or institutions, they
further behind as medical and educational services are fragmented.
-ach year, over 400,000 children find themselves in the United States
wster care system (Children's Bureau, 2020). Expenses to care for
e children is estimated to be roughly $15 billion annually (Font &
=rshoff, 2020).
According to our findings, during 2017, 22% of children in foster care
ad diagnosed disabilities. In the broader United States population in
7, only 0.4% of those under 5 years old and 7.3% of those ages 5-17

een the number of children in foster care who have disabilities
! pared to the general pediatric population. Disabilities may be a
%=y driver in poor outcomes and the high costs to children and the sys-
#=m, particularly if these diagnoses are poorly understood and families
are ill prepared. For example, negative externalizing behaviors exhib-
wted by CDFC could be misinterpreted by caregivers as choices, when
they are more directly a product of the underlying disability experi-
enced by CDFC. This is problematic, because behavioral problems are a

Table 5
Predictors of foster parent characteristics on number of placement disruptions (n =
562,748).

b [95% CI) t
Constant 3.056 [2.944, 3.167] 53.94"""
Foster Child with Disability ~ 0.994 [0.777, 1.210] 9.00"""
Married Foster Parents —0.296 [—0.313, —0.278] —33.02""
Married x Disability —0.687 [—0.726, —0.648] —34.85"""
Foster Parent Age 0.037 [0.036, 0.038] 84.66"""
Age x Disability 0.030 [0.028, 0.032] 34.01"""
Out-of-State —0.931 [—0.985 ~ —0.878] —34.06™"
Out-of-State x Disability —0.208 [—-0.311, —0.104] —3.94""
R? 0.0761

*** p<.001
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strong predictor of poor placement stability (Konijn et al., 2019), and
behavioral problems negatively affect integration into a foster family
and adoption (permanency) (Leathers et al., 2012).

Predictive risk factors that increased the number of disruptions were
similar for children without disabilities. However, these risk factors
(such as child age, race, and foster parent age) had an even stronger ef-
fect on children with disabilities. Protective factors that might decrease
the number of disruptions for CDFC are consistent with Meleis' and
Schlossberg's theoretical concepts (such as resources and supports)
which support healthy transitions (Winter, 2014). For example, a foster
family with a married couple increases the potential for partner support.
If a child has increased medical and emotional needs, the dual parenting
and support they give to one another can act as a cushion protecting
against parental burden. Designation as an out-of-state placement was
a positive predictive factor for placement stability. The theoretical con-
cept of network logically connects to why this factor is protective. A
child is not typically moved out of state unless kinship (family) or an
adoptive home is located (Sankaran, 2006). Moving out of state indi-
cates the potential for permanency before the child is placed into the
home.

Untangling the multifaceted correlations versus causes of health dis-
parities in this population can be challenging. Health disparities are
avoidable differences in health outcomes (higher burden of disease) ex-
perienced by socially disadvantaged populations (Centers for Disease
Control and Prevention, 2013). CDFC have several factors which are as-
sociated an inequitable burden of disease that follows them into adult-
hood (Gypen et al., 2017). Children who require high levels of care, such
as those with disabilities, might be more likely to enter the foster care
system, but it is also possible that conditions such as drug abuse and ne-
glect impacted development and caused higher levels of disability. Fur-
ther investigation is warranted to determine these links and
associations. These subtle interactions may also contribute to the low
R-squared values and very modest explanation of the models for predic-
tors of placement disruption. Interestingly, among children without a
diagnosed disability that entered foster care in 2017, 4456 (or 0.7%)
had disability listed as the initial removal reason. It is possible that chil-
dren were removed due to a disability but did not have an official diag-
nosis, or this could be due to data error. A lack of official diagnosis can
lead to an absence of needed support such as early intervention or spe-
cial education programs through schools. These government funded
programs require documentation of specific disabilities in order to qual-
ify for support and interventions. It also may imply that the number of
children with disabilities in foster care may be underreported or that
parental/caseworker perceptions of disability status differ from the
medical or legal diagnosis of disability. Furthermore, terminology used
to report disability status within the foster care system is outdated
and offensive. For example, the term “mentally retarded” is a specific
term used within the data set. This term lacks a true medical diagnosis
and further labels vulnerable children. Even the term “foster child” is
still used within the literature. Reporting agencies should focus on revis-
ing data entry options to have medically accurate options for describing
a child's unique needs. Focusing on person-first language as opposed to
identity-first language reduces stigma and recognizes individuals first
instead of disabilities (Flink, 2021).

Another area of inequality for CDFC might also be availability of kin-
ship compared to those without a disability. This study found that CDFC
are less likely to be placed with known family or kinship compared to
children who enter the foster care system without a disability. This
could be due to the complexity of care required, but may also be due
to underreporting or lack of assessments for children in kinship care
compared to youth in group or clinical settings. Current research indi-
cates that foster children placed with kinship statistically have im-
proved adult outcomes, such as increases in employment and
education, with a reduction in homelessness, public assistance, and in-
carceration (Lovett & Xue, 2020). Yet, CDFC were more likely to be
placed in restrictive settings such as group homes. It is possible that
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given the disabled child's extra needs, caseworkers look for foster
homes that have medical backgrounds or training compared to non-
trained relatives. More research into the reason that CDFC are more
likely to be placed in particular settings is needed.

Children with disabilities have higher vulnerabilities within foster
care as demonstrated by their increased disruptions and length of stay
in the system. CDFC require a higher level of care, for which few foster
parents are trained or prepared (Vasileva & Petermann, 2018). Espe-
cially among children who have developmental disabilities, moving
from home to home and, as a result, school to school can cause
fragmented educational instruction (Mires et al., 2018). A stable family
environment with members prepared to meet the diverse needs of chil-
dren with disabilities may be key in promoting resiliency. Education of
foster parents through the child welfare system is not consistent and
may fall short when preparing families to care for children with special
needs. Healthcare providers should participate in educating foster par-
ents regarding typical responses to trauma and placement in foster
care (Taussig et al., 2016). Professions such as nursing have unique skills
and access to these families, and could be key in promoting stable fam-
ilies with skills and knowledge regarding care for children with devel-
opmental delays and/or disabilities.

Implications for nursing practice and future research

These results show that CDFC experience more disruptions than
other children and spend significantly more time in the foster care sys-
tem. The next steps will be to undertake studies that address the causes
for placement disruption, create interventions to decrease disruption,
and examine impacts on foster care length of stay. The potential impacts
on patient outcomes from this research are multifaceted and profound.
Being a child in foster care correlates with poor determinants of health.
The combination of high adverse childhood experience (ACE) scores,
the loss of family and continuity of care, and the lack of a consistent com-
munity or family place these children at great risk. With tailored inter-
ventions targeting known risk factors, the integrity of a placement may
be strengthened, providing resiliency and support to the child. Improved
health and wellbeing could impact health outcomes through adulthood.
The financial and social impact are far reaching and illustrate the need for
further research to investigate underlying causes, develop interventions,
and produce improved outcomes for such a vulnerable population.

Nursing is uniquely positioned to influence and affect health out-
comes for CDFC. Many state agencies employ nurses for intake assess-
ments and insurance enrollment for foster children. The professional
nursing scope and knowledge could greatly influence a family's ability
to properly care for children at risk for poor health outcomes. Child wel-
fare agencies should include nurses on placement committees and in
educator roles during prelicensure training for foster parents. Child wel-
fare nurses can monitor, influence, and promote training for families
that focuses on the unique needs of children with disabilities. Nurses
also are highly influential, through case management, in improving
care for patients that need lifelong care (Joo & Liu, 2019). School nurses,
if allowed greater coordination with the foster care team, can evaluate
needs and connect families to education and healthcare resources
within their community, particularly for families who are unfamiliar
with accessing early intervention programs or individualized education
plans that federal regulation provides for persons with disabilities
(McClanahan & Weismuller, 2015; Pufpaff et al., 2015).

Future endeavors and research involving foster families would be
strengthened and would benefit from incorporating a nursing perspec-
tive, particularly through strengthening theoretical concepts and as-
sumptions distinct to foster families. The use of Schlossberg's
Transition Theory and Meleis' Transition Theory was valuable because
their concepts were consistent with variables for protective factors
within this study (Meleis, 2010; Schlossberg, 1981). Research into
why certain placement settings are chosen over others would prove
valuable. Studies examining foster parents' perceptions, skills, and
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support needs may promote family hardiness and decrease disruptions.
Healthy foster families in turn could provide consistent, long-lasting
support, thereby decreasing poor health outcomes for CDFC. By inte-
grating strengths of the foster family into future studies, as opposed to
the current literature which focuses on foster child risk factors, re-
searchers and child advocates may find novel avenues to increase hardi-
ness within the foster family unit. The risk-focused approach excludes
potentially effective resiliency-based research designs.

Study strengths and limitations

This study involved secondary analysis of population-level data.
While many foster care studies focus on individual regions or states,
this study provides a more comprehensive view of CDFC across all re-
gions of the United States. The study illustrates a disproportionate num-
ber of children with disabilities in foster care. It provides solid
prevalence and incidence data, showing increased instability and dis-
ruptions for an already vulnerable population. The study also provides
information on removal reasons associated with a child's disability. It
also provides direction for potential interventions to strengthen both bi-
ological and foster families by shedding light on the reasons for removal.

While results provide valuable descriptive data on CDFC, several lim-
itations of this study are noted. Limiting the analysis to 2017 provided a
snapshot that could be compared to placement disruptions from other
years. Spanning several years and following specific cases would pro-
vide a better understanding of the phenomena. Looking at the data
from a longitudinal perspective or a several-year period is challenging
because definitions of disability have changed greatly over the last de-
cade, particularly relating to in-utero drug exposure which can lead to
learning disabilities and mental health disorders (Ross et al,, 2015).
How states report disability status has also changed over time. Compar-
ing case numbers and state reporting over time would be complex but, if
feasible, would likely provide additional insight or reinforce the knowl-
edge gained from this study.

Using administrative data to determine disability status is not with-
out shortcomings. It is very possible that disability status is highly
underreported due to lack of information given to state caseworkers
and whether or not the state requires specific details in their reporting.
Youth in institutional or congregate setting are more likely to be con-
nected to assessment screenings. Kinship and in-home foster care may
experience a longer lag in diagnosis or underdiagnosis. Yet, using large
data sets such as the AFCARS does provide valuable information, shed-
ding light on the issues even if the precise numerical extent of the prob-
lem is not currently available.

Additionally, transitions theory helped to guide the questions that
were asked. Children and families involved in foster care go through nu-
merous changes and choices lending to the appropriateness of the the-
ory. However, the current theoretical basis does not distinguish
between foster families and a typical family unit. The complex adaptive
systems (the child, the governmental systems, and the multiple family
systems) interact with and influence the foster placement substantially.
Research designs investigating interventions to decrease disruptions
may need a more specific and robust theoretically-informed design to
factor in unique characteristics of foster care. For example, in a foster
home, a child may gain and lose a sibling several times during a year,
causing an experience of loss and grief on a much more frequent scale
than a child in a typical home. Such a design might potentially include
a mix of concepts gleaned from family systems theory, complex systems
theory, and transition theory built together to better guide studies
unique to the fostering experience.

Conclusion
This study contributes to our knowledge regarding CDFC: the preva-

lence of CDFC was described, the number of disruptions analyzed, and
the length of time spent in foster care for children with disabilities was



= to their non-disabled peers. Demographics of children in foster
ans for removal, and foster family structure were statistically an-
= This study informs scholars, policymakers, concerned citizens, ad-
=. and professional practitioners by assessing the disparities in
ames for CDFC. By integrating this information into practice, school
weses, public health nurses, social workers, and other providers better po-
themselves to assist families, Researchers should consider the com-
involved in caring for a child with disabilities and test
=ntions to decrease disruptions, thereby helping families provide
environments for CDFC. Future explorations into reasons for re-
could inform design of interventions to strengthen the stability of
ents and foster family systems to optimize health for CDFC.
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