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Children in foster care face a challenging jour-
ney through childhood. In addition to the
troubling family circumstances that bring them
into state care, they face additional difficulties
within the child welfare system that may further
compromise their healthy development. This
article discusses the importance of safety and
stability to healthy child development and reviews
the research on the risks associated with mal-
treatment and the foster care experience. It finds:

◗ Family stability is best viewed as a process of
caregiving practices that, when present, can
greatly facilitate healthy child development.

◗ Children in foster care, as a result of exposure
to risk factors such as poverty, maltreatment,
and the foster care experience, face multiple
threats to their healthy development, includ-
ing poor physical health, attachment disor-

ders, compromised brain functioning, inade-
quate social skills, and mental health difficul-
ties.

◗ Providing stable and nurturing families can
bolster the resilience of children in care and
ameliorate negative impacts on their develop-
mental outcomes.

The author concludes that developmentally-
sensitive child welfare policies and practices
designed to promote the well-being of the
whole child, such as ongoing screening and
assessment and coordinated systems of care, are
needed to facilitate the healthy development of
children in foster care.

Brenda Jones Harden, Ph.D., is an associate professor
at the Institute for Child Study in the Department of
Human Development at the University of Maryland,
College Park.
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Protecting and nurturing the young is a uni-
versal goal across human cultures. An abun-
dance of research from multiple fields
confirms the importance of the family unit as

the provider of safe, stable, and nurturing environ-
ments for children. Unquestionably, children who are
reared in safe and stable environments have better
short- and long-term adjustment than children who
are exposed to harmful experiences. Moreover,
research demonstrates that children exposed to violent,
dangerous, and/or highly unstable environments are
more likely to experience developmental difficulties.1

Children exposed to violence within their homes expe-
rience the most deleterious outcomes. For example,
children exposed to physical maltreatment often expe-
rience impairments in their physical health, cognitive
development, academic achievement, interpersonal
relationships, and mental health.2 Erratic, insecure
home environments and a lack of continuity and con-
stancy in caregiving are also associated with poor devel-
opmental outcomes.

Children in foster care are particularly vulnerable to
detrimental outcomes, as they often come into state

care due to their exposure to maltreatment, family
instability, and a number of other risk factors that com-
promise their healthy development. Foster children
may be witnesses to and victims of family violence, or
may not have been supervised or provided for in an
appropriate manner. They may have been subjected to
the inadequate and impaired caregiving that results
from a variety of parental difficulties, such as substance
abuse, mental illness, and developmental disabilities.
Moreover, these children are predominantly from
impoverished backgrounds, a situation that exacerbates
the risk factors they experience.

This article examines the research on the importance of
safety and stability in the lives of children and in the
lives of foster children in particular. Importantly, family
stability is defined not as a specific family structure or con-
dition, but rather as a family environment in which
caregiving practices provide children with the consistent,
nurturing care they need to thrive. The article also dis-
cusses the factors in the family and child welfare systems
that influence foster children’s development. It concludes
with recommendations for developing more develop-
mentally-sensitive child welfare policies and practices.
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Family Stability and Healthy 
Child Development
Child development can be understood as the physical,
cognitive, social, and emotional maturation of human
beings from conception to adulthood, a process that is
influenced by interacting biological and environmental
processes. Of the environmental influences, the family
arguably has the most profound impact on child devel-
opment.

Family stability has been defined in many ways in the
empirical literature. Traditionally, many researchers
defined family stability in terms of factors related to
family structure (for example, single parenthood).3

Specifically addressing the experiences of foster chil-
dren, other scholars have defined stability as limited
movement from home to home.4 However, exploring
the various family processes that pertain to stability may
be a more useful means of understanding the specific
characteristics of family stability that support healthy
child development. For example, parental mental
health, stable relationships among caregivers, and pos-
itive parenting are cited as markers of family stability.5

Characteristics of the home environment, such as
warmth, emotional availability, stimulation, family
cohesion, and day-to-day activities, have also been
implicated in the notion of family stability.6 Children
who experience family stability have caregivers who
remain constant, consistent, and connected to them
over time; caregivers who are mentally healthy and
engage in appropriate parenting practices; a cohesive,
supportive, and flexible family system; and a nurturing
and stimulating home environment. This definition of
family stability is not offered as a standard by which to
evaluate families in the child welfare system, but rather
as an essential goal of child welfare intervention with
biological, foster, and adoptive families.

Children are more likely to have trusting relationships
with caregivers who are consistent and nurturing,
which leads to a number of positive developmental
outcomes.7 (See Box 1.) Moreover, the research sug-
gests that positive and consistent caregiving has the
potential to compensate for factors that have a delete-
rious impact on children, such as poverty and its asso-
ciated risk factors.8 In other words, children have
much better outcomes if their family lives are stable,

Box 1

Family Stability Enhances 
Developmental Outcomes

Research has found that family stability can have positive
effects on a child’s health behaviors and outcomes, academic
performance and achievement, social skills development, and
emotional functioning.

◗ Health:
Children who have consistent and positive relationships with
their parents are more likely to have positive health behav-
iors and lower levels of illness.a With regard to accessing
health services, stable families are also more likely to obtain
well-child care and the appropriate immunizations for their
children.b

◗ Academic:
Children with stable relationships with consistent caregivers
perform better academically and on achievement tasks and
are less likely to repeat a grade or drop out of school.c

◗ Social/Emotional: 
Children reared in stable environments are more likely to
have positive relationships with peers and more prosocial
skills. They are also less likely to have behavioral problems
and to be diagnosed with mental illness.d

a Tinsley, B., and Lees, N. Health promotion for parents. In Handbook of parent-
ing. Vol. 4, Applied and practical parenting. M. Bornstein, ed. Mahwah, NJ:
Lawrence Erlbaum Associates, 1995, pp. 187–204; and Gottman, J., and Katz,
L. Effects of marital discord on young children’s peer interaction and health.
Developmental Psychology (1989) 25:373–81.

b Hickson, G., and Clayton, E. Parents and their children’s doctors. In Handbook
of Parenting. Vol. 4. Applied and practical parenting. M. Bornstein, ed. Mah-
wah, NJ: Lawrence Erlbaum Associates, 1995, pp. 163–85.

c Epstein, J. Effects on student achievement of teachers’ practices of parent
involvement. In Advances in reading/language research: Vol. 5. Literacy
through family, community and school interaction. S. Silvern, ed. Greenwich,
CT: JAI, 1991, pp. 261–76; and Fehrmann, P., Keith, T., and Reimers, T. Home
influences on school learning: Direct and indirect effects of parent involve-
ment on high school grades. Journal of Educational Research (1987)
80:330–37.

d Ladd, G., and Pettit, G. Parenting and the development of children’s peer rela-
tionships. In Handbook of parenting. Vol. 5, Practical issues in parenting. 2nd
ed. M. Bornstein, ed. Mahwah, NJ: Lawrence Erlbaum Associates, 2002, pp.
377–409; and Campbell, S. Behavior problems in preschool children: A
review of recent research. Journal of Child Psychology and Psychiatry and
Allied Disciplines (1995) 36(1):113–49.
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despite the overwhelming influence of poverty and
associated risk factors. Research has also documented
that stability in the family unit promotes positive out-
comes for children within particular developmental
periods (see Box 2).

Conversely, child maltreatment reflects an extreme
form of family instability. Data from the National Sur-
vey of Child and Adolescent Well-Being (NSCAW),
the only large-scale, nationally representative study of
foster children, as well as data from other studies, indi-
cate that the majority of children enter the foster care
system due to neglect.9 The next largest group enters
the system due to physical abuse, and a smaller number
enter due to sexual abuse.10 Moreover, almost half of
children who are maltreated experience more than one
type of maltreatment. Thus, many scholars recom-
mend examining the consequences of maltreatment in
general, rather than specific types of maltreatment.
Nevertheless, a large body of research documents that
these forms of maltreatment are associated with
adverse outcomes in physical health, brain develop-
ment, cognitive and language skills, and social-emo-
tional functioning.11 For example, neglect is associated
with a variety of developmental difficulties in child-
hood, including cognitive, language, and academic
delays, poor peer relations, and internalizing (anxiety,
depression) and externalizing (aggression, impulsivity)
behavioral problems.12 Physical abuse, in addition to its
physical health consequences, has been linked to cog-
nitive delays, aggressive behavior, peer difficulties,
posttraumatic stress disorder, and other externalizing
and internalizing behavioral problems.13 Documented
consequences of sexual abuse include low academic
performance, depression, dissociation, inappropriate
sexual behavior, and other high-risk behaviors in later
childhood.14 Emotional maltreatment, which is impli-
cated in all other forms of maltreatment, leads to
declines in cognitive and academic functioning, as well
as a variety of behavioral problems.15 The diagnosis of
“failure to thrive” is a particularly illuminating health
outcome of a problematic family environment. The
experience of severe parental emotional unavailability
leads to serious growth delays as well as psychological
difficulties in young children.16

Specific areas of child development research are partic-
ularly relevant to a consideration of the impact of fam-

ily instability on foster children, and on child welfare
policy and practice in general. Although the following
paragraphs are by no means exhaustive, the research on
attachment, brain development, and resilience seems
particularly germane to an understanding of the devel-
opment of foster children.

Attachment
The capacity of maltreated children to attach to care-
givers has been a key concern and has been widely
studied among child welfare experts. Attachment can
be defined as the enduring emotional bond that exists
between a child and a primary caregiver, who could be
a biological parent or an unrelated caregiver. Most chil-
dren are securely attached to their caregivers: They
look to their caregivers for comfort when distressed
and are able to explore their environment because of
the security they feel in their relationships with their
caregivers. Alternatively, due to the uncertainty they
feel in their relationships with their caregivers, inse-
curely attached children may not be adequately con-
soled by their caregivers or able to explore their
environments. Children reared by caregivers who are
inconsistent or demonstrate inadequate parenting
practices are much more likely to be insecurely
attached, or to have a disordered attachment.17

Attachment disorders, which lead to the most prob-
lematic outcomes for children, include those in which
children have disrupted attachments to their caregivers,
display overly vigilant or overly compliant behaviors,
show indiscriminate connection to every adult, or do
not demonstrate attachment behaviors to any adult.
Children with insecure, “disordered” or “disorgan-
ized” attachments may also have many other adverse
outcomes that persist throughout childhood, such as
poor peer relationships, behavioral problems, or other
mental health difficulties.18

Maltreated children are often exposed to inconsistent
and inadequate parenting and, as a result, may experi-
ence difficulty in forming healthy attachments. Some
studies suggest that upwards of three-quarters of mal-
treated children have disordered attachments, but that
the proportion may diminish with age.19 The limited
empirical work on attachment in foster children sug-
gests that they are more likely than nonfoster children
to have insecure and disorganized attachments. How-
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Box 2

Family Stability and Developmental Milestones

Infants and Toddlers
Infancy is a time of extraordinary growth across developmental
domains. Children reared in stable environments are more likely
to successfully accomplish the two social-emotional milestones
of this period: attachment to a primary caregiver and the emer-
gence of an autonomous self (that is, the child explores his or her
own goals independently from a caregiver). The development of
language and emotional expression are also supported through
positive relationships with stable caregivers. These early mile-
stones set the foundation for positive development throughout
childhood.

Preschool
During the preschool period, major developmental milestones
include self-regulation and the emergence of morality, both of
which are strongly linked to the internalization of adult standards
and behaviors.a Preschool-age children whose parents provide
them with consistent modeling and guidance about how to
express and modulate their emotions demonstrate enhanced self-
regulation, which is generally defined as the capacity to adapt
emotions to a level that allows the individual to achieve a desired
goal.b Additionally, children who learn about fairness, justice,
acceptable behavior, and interpersonal problem solving from car-
ing adults demonstrate more advanced social and moral develop-
ment.c

Middle Childhood
Functioning well in the formal school environment, interacting
appropriately with peers, and regulating one’s own behavior are
the major developmental goals of the middle childhood years.
Research has documented that consistent and positive caregiving
is related to academic achievement, relationships with teachers,
and engagement in the school.d Similarly, positive peer relation-
ships during middle childhood, including friendships and prosocial
behavior (for example, positive social behavior without expecta-
tion of reward), are related to school-age children’s experiences
of positive parenting.e Consistent, nurturing parenting is also
implicated in children’s capacity to comply with rules and behave
appropriately in the absence of an adult.f

Adolescence
Adolescents are occupied with forging an identity, separating from
their family systems, and planning for the future. Research sug-
gests that these developmental tasks are best accomplished
when children have had solid relationships with caregivers who
have balanced the adolescents’ need for separation with their
need to rely on their caregivers for concrete and emotional sup-
port.g Another strand of research indicates that risky behaviors
prevalent during adolescence are less likely among adolescents
who have long-term, nurturing, minimally conflictual relationships
with their caregivers.h

a Turiel, E. The development of morality. In Handbook of child psychology. Vol. 3, Social, emotional and personality development. W. Damon, ed. New York: Wiley & Son,
1997, pp. 863–932.

b Cassidy, J. Emotion regulation: Influences of attachment relationships. Monographs of the Society for Child Development (1994) 59(2–3):228–83; Denham, S. Emotional
development in young children. New York: Guilford, 1998.

c Kochanska, G. Children’s temperament, mothers’ discipline and security of attachment: Multiple pathways to emerging internalization. Child Development (1995)
66:597–615.

d Conners, L., and Epstein, J. Parent and school partnerships. In Handbook of parenting. Vol. 4, Applied and practical parenting. M. Bornstein, ed. Mahwah, NJ: Lawrence
Erlbaum Associates, 1995, pp. 437–58.

e Cassidy, J., Kirsh, S., and Scolton, K. Attachment and representations of peer relationships. Developmental Psychology (1996) 32(5):892–904; and Ladd, G., and Pettit, G.
Parenting and the development of children’s peer relationships. In Handbook of parenting. Vol. 5, Practical issues in parenting. 2nd ed. M. Bornstein, ed. Mahwah, NJ:
Lawrence Erlbaum, 2002, pp. 377–409.

f See note c, Kochanska.
g Eccles, J., Early, D., Frasier, K., et al. The relation of connection, regulation and support for autonomy to adolescents’ functioning. Journal of Adolescent Research (1997)

12(2):263–86.
h Forehand, R., Miller, K., Dutra, R., and Chance, M. Role of parenting in adolescent deviant behavior: Replications across and within two ethnic groups. Journal of Consult-

ing and Clinical Psychology (1997) 65(6):1036–41.
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ever, the psychological and environmental characteris-
tics of their foster families can influence the type of
attachments they have to their caregivers. In addition,
research on the impact of institutionalization (that is,
placement in orphanages or large-group foster care set-
tings) on children suggests that children with multiple
caregivers are more likely to display insecure attach-
ments and indiscriminate friendliness.20

Brain Development
With the advent of less-invasive and less-expensive
techniques for examining brain structure and function,
contemporary developmental researchers have begun
to investigate developmental processes at the level of
the brain. A major conclusion derived from this
research is that although children’s experiences during
the first three years of life are critical to brain develop-
ment, the brain remains plastic even after infancy.

Although the existing research suggests diverse out-
comes, scholars have documented that young children
exposed to trauma (for example, maltreatment and
other forms of violence) are more likely than children
who have not been exposed to trauma to experience
physiologic changes at the neurotransmitter and hor-
monal levels (and perhaps even at the level of brain
structure) that render them susceptible to heightened
arousal and an incapacity to adapt emotions to an
appropriate level.21 This emotional state increases their
sensitivity to subsequent experiences of trauma and
impairs their capacity to focus, remember, learn, and
engage in self-control.22

In addition, the research on institutionalized children
indicates that institutionalization and other adverse
early experiences (for example, having multiple care-
givers and being held and stimulated less) may affect
brain structure and activity.23 Findings from these stud-
ies suggest that the timing and duration of institution-
alization are important. Better outcomes were noted in
children who were adopted from institutions prior to
their second birthdays.24

One study directly assessed the brain functioning of
children in foster care using the popular method of
examining levels of cortisol, the hormone produced in
response to stress in humans.25, 26 Children who are
exposed to high levels of stress show unusual patterns

of cortisol production.27 Foster children exhibited
unusually decreased or elevated levels of cortisol com-
pared to children reared by their biological parents.28

Such findings are consistent with the literature, which
points to the importance of the parent-child relation-
ship in buffering the stress responses of children.

Resilience
The work on resilience is particularly relevant for foster
children because it examines the factors that allow
some children faced with severe adversities to “over-
come the odds” and become successful at a variety of
developmental and life-adjustment tasks.29 Several
characteristics of children and their environments may
compensate for the high-risk situations with which
they must contend, leading to more positive outcomes.
These protective factors include child IQ, tempera-
ment, and health, as well as a warm parental relation-
ship, engagement with school, and support outside the
family (such as a mentor). Although the research on
resilience in foster children specifically is sorely lacking,
studies of maltreated children suggest that maltreated
children who exhibit resilience have high cognitive
competence, self-esteem, and ego control (including
flexibility, planfulness, persistence, and reflection).30

Thus, foster children, who have an increased likelihood
of experiencing multiple risk factors such as poverty,
maltreatment, and separation from family of origin,
may have more positive outcomes if they are fortunate
enough to also experience protective factors.

In summary, children in stable family environments are
likely to experience positive, engaged parenting and to
have positive developmental outcomes. By contrast,
children in foster care have often experienced family
instability and other types of maltreatment that
compromise their healthy development. However,
providing safe, stable, and nurturing homes for these
children may lessen the harmful effects of their experi-
ences by exposing them to protective factors that can
promote resilience.

Developmental Outcomes of 
Children in Foster Care
Overall, the existing research suggests that children in
foster care have more compromised developmental
outcomes than children who do not experience place-



A Developmental Perspective

37The Future of Children

ment in foster care.31 However, there is considerable
variability in the functioning of foster children, and it is
difficult to disentangle the multiple preplacement
influences on foster children from those that result
from the foster care experience itself. Children in foster
care are biologically vulnerable to many poor develop-
mental outcomes, due to genetic factors, prenatal sub-
stance exposure, and other physical health issues. Many
of these children experienced trauma prior to foster
care entry, which has been documented to have a
major impact on children’s outcomes across develop-
mental domains.

Additionally, many scholars argue that the risk factor
leading to negative outcomes is not foster care per se
but the maltreatment that children experience before-
hand. For example, in the NSCAW study, foster chil-
dren with experiences of severe maltreatment exhibited
more compromised outcomes.32 Other scholars sug-
gest that foster care may even be a protective factor
against the negative consequences of maltreatment.33

Similarly, it has been suggested that foster care results
in more positive outcomes for children than does
reunification with biological families.34 Further, some
studies suggest that the psychosocial vulnerability of
the child and family is more predictive of outcome than
any other factor.35 Despite these caveats, the evidence
suggests that foster care placement and the foster care
experience more generally are associated with poorer
developmental outcomes for children.

The Foster Care Experience and 
Developmental Outcomes
Many studies have pointed to the deleterious impact of
foster care on children’s physical health, cognitive and
academic functioning, and social-emotional well-
being. In the area of physical health, pediatric and pub-
lic health scholars have documented that foster
children have a higher level of morbidity throughout
childhood than do children not involved in the foster
care system. First, foster children are more likely to
have perinatal experiences that compromise their phys-
ical health and overall development. For example,
there has been a dramatic increase in the number of
children entering foster care due to prenatal substance

exposure.36 The negative effects of substance exposure
on the fetus and developing child have been extensive-
ly documented, although scholars emphasize the vari-
ability in outcomes as well as the contribution of
multiple ecological factors to outcome.37

Foster children are also more likely to have growth
abnormalities and untreated health problems.38

Despite the trend in these data, some scholars have
suggested that the negative health outcomes attributed
to foster children are not distinct from those found
among children living with their impoverished biolog-
ical families. Although scholars have highlighted the
fragmented system of health care for foster children,
they also acknowledge an increased sensitivity to foster
children’s medical issues on the part of health care
providers.39

In the area of cognitive and academic functioning,
NSCAW documented that the majority of foster chil-
dren scored in the normal range on cognitive and aca-
demic measures, although a higher proportion than
would be expected in the general population were
found to have delayed cognitive development and
compromised academic functioning. For example,
findings from NSCAW indicate that more than one-
third of infants and toddlers in the One-Year Foster
Care Sample and one-half in the Child Protection Sam-
ple scored in the delayed range on a developmental
screener. In both samples, 7% of school-age children
scored in the clinical range on a cognitive test, and 13%
scored in the delayed range on a language test.40 These
data corroborate findings from smaller studies that
point to developmental and cognitive delays in this
population of children.41 However, foster children
scored in the same ranges as similarly high-risk children
who were not in out-of-home placement (for example,
children in poverty).

Regarding academic achievement, some studies have
found that foster children perform more poorly on aca-
demic achievement tests, have poorer grades, and have
higher rates of grade retention and special education
placement.42 The poorer academic functioning of fos-
ter children may not be attributable to their foster care

Foster care placement and the foster care experience more generally
are associated with poorer developmental outcomes for children.
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experiences per se but to their pre–foster care experi-
ences such as poverty and maltreatment. Additionally,
lower school attendance of foster children due to
placement instability may be a contributor to their
poor school functioning.

On social-emotional measures, foster children in the
NSCAW study tended to have more compromised
functioning than would be expected from a high-risk
sample.43 Moreover, as indicated in the previous sec-
tion, research suggests that foster children are more
likely than nonfoster care children to have insecure or
disordered attachments, and the adverse long-term
outcomes associated with such attachments.44 Many
studies of foster children postulate that a majority have
mental health difficulties.45 They have higher rates of
depression, poorer social skills, lower adaptive func-
tioning, and more externalizing behavioral problems,
such as aggression and impulsivity.46 Additionally,
research has documented high levels of mental health
service utilization among foster children47 due to both
greater mental health needs and greater access to serv-
ices. Some scholars suggest that the poor mental health
outcomes found in foster children are due to a variety
of factors beyond their foster care experiences. These
children may be biologically predisposed to mental ill-
ness and may have experienced traumas that have set
them on a path of mental health difficulty.48

Placement Characteristics and 
Developmental Outcomes
The type of placement and the stability of that place-
ment influence child outcomes. Research has shown
that the majority of foster children are placed in foster
families. A rapidly growing trend is the kinship place-
ment of children. For example, in the NSCAW study,
58% of children who had been in foster care for one
year were placed in nonrelative foster care, and 32%
were placed in kinship care. The existing research on
the effects of kinship care on child developmental out-
comes are mixed. Some studies have documented that
children in kinship care tend to have higher function-
ing than those in unrelated foster homes, but this may
be a function of their being better off prior to place-
ment with kinship care providers.49 Another study,
however, found that adults who had longer durations
of kinship care as children had poorer outcomes than
those who were in unrelated foster care.50

A much smaller proportion of children in the NSCAW
study (9%) were placed in group homes or residential
care. Such placements are more often used for adoles-
cents and children with serious mental or physical
health difficulties.51 Overall, the evidence suggests that
group home placement is deleterious to children.52

Children in group care in the NSCAW study had poor-
er developmental outcomes than their counterparts in
family environments, but they also had more intense
needs at placement entry.53 In a study comparing
young children reared in foster family homes to those
in group homes, children in group care exhibited more
compromised mental development and adaptive skills
but similar levels of behavioral problems.54

The research also suggests that placement instability is
associated with negative developmental outcomes for
foster children. Changes in placement or disruption
rates are related to the length of the child’s foster care
stay,55 the age of the foster child, and the functioning
of the foster child (for example, mental health).56 The
quality of the parent-child relationship and the case-
worker-foster parent relationship also influences place-
ment stability. Most foster children experience only
one to two placements. However, report data indicate
that one-third to two-thirds of foster care placements
are disrupted within the first two years.57

The type of placement also contributes to placement
stability.58 Children in kinship care tend to experience
more stability (that is, fewer placement disruptions),59

although high disruption rates are found in kinship sit-
uations with vulnerable children and/or families.60

Placement stability for children in group care varies
depending on child age and needs. For example, ado-
lescents in group care typically have more stable place-
ments than younger children. In contrast, very young
children in group care experience a higher number of
moves due to attempts to secure less-restrictive place-
ments for them.61

It is difficult to disentangle whether placement stabili-
ty predicts developmental outcomes or if children with
developmental difficulties are more likely to experience
multiple placements. For example, one study suggests
that children’s developmental delays may lead to mul-
tiple placements and also may be a consequence of
multiple placements.62 Further, most studies examin-
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ing the effects of placement instability are not method-
ologically rigorous. Nevertheless, many studies suggest
that placement instability leads to negative outcomes
for children. Children in the NSCAW study with mul-
tiple placements had more compromised outcomes
across domains than children who experienced greater
placement stability.63 In another study of a large group
of foster children, the number of placements children
experienced predicted behavioral problems 17 months
after placement entry.64 Other studies have reported
that placement instability is linked to child behavioral
and emotional problems, such as aggression, coping
difficulties, poor home adjustment, and low self-con-
cept.65 Relatedly, children’s perceptions of the imper-
manency of their placements have also been linked to
behavioral difficulties.66

A Developmental-Ecological Approach
This brief review of the developmental literature sug-
gests that the development of children in foster care
can be enhanced with more stable environments in
which to grow. “Ecological theory,” as advanced by
renowned developmental psychologist Urie Bronfen-
brenner, emphasizes the multiple, interdependent
“ecologies,” or environmental systems, in which chil-
dren develop.67 In this theory, which has been tested

and confirmed by numerous studies, the most impor-
tant ecologies for children are the “microsystems”—
those ecologies that contain the direct relationships
children have with caring adults. To ensure that chil-
dren in foster care experience greater stability and opti-
mal developmental outcomes, it is incumbent upon the
child welfare system to provide them with supportive
microsystems. In other words, it is essential that the
child welfare system provide foster children with pro-
tective and nurturing caregiving from substitute fami-
lies when their biological parents cannot provide the
safety and stability they need.

Creating Healthy Family Environments for 
Children in Care
The research presented above argues compellingly for
continuity, constancy, and nurturance in the caregiving
environments of children in foster care. Children
reared in a high-quality caregiving ecology are set on a
positive developmental path that has the potential to
produce long-term positive outcomes.68 Already vul-
nerable from the experiences of maltreatment and
other environmental risk factors (for example, poverty
and its associated stressors), the development of foster
children is further compromised if they experience
more trauma and instability while in care. Thus, sub-
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stitute families best meet their needs if they are able to
nurture and commit to these children over the long
term. Unfortunately, research on foster care suggests
that a significant proportion of foster families have par-
enting difficulties,69 which may hinder their capacity to
provide stable experiences for foster children.
Although the experience is not commonplace, foster
children are also maltreated by their foster parents.70

The association between problematic parenting behav-
iors and the social-emotional maladjustment of foster
children has been documented in several studies.71

An understanding of general child development and
the child’s individual developmental needs is crucial to
understanding the type of caregiving foster children
need. For example, the recognition that children in
foster care often have achievement difficulties could
promote the provision of more stimulating home envi-
ronments. Some studies have examined the quality of
the home environments of foster families, particularly
their provision of stimulation and emotional respon-
siveness. One study found considerable variability in
the quality of the home environments; higher-quality
environments were found with families who had
increased economic resources.72 Another study also
found variability in the home environments foster chil-
dren experience and reported that unrelated foster par-
ents had higher-quality home environments than
kinship foster parents.73 In this same vein, foster chil-
dren need caregivers who can work with child welfare
agencies to ensure that children’s individual needs are
met by the child welfare system and other social insti-
tutions charged with meeting these needs. Research
has shown that foster parents who view themselves as
part of an agency team with a goal of meeting the
needs of children have more successful placements.74

Foster families also need to empathize with children’s
needs and experiences, such as early exposure to trau-
ma and other risk factors. Empathy with maltreated
children can play a major role in their social-emotional
outcomes.75 Foster parents must acknowledge and
respect the multiple family ties foster children have.
Children often feel connected to former foster parents
and biological parents, which may bear on their ability
to connect to current caregivers. Kinship foster parents
have been documented to be more accepting of these
other attachment relationships and, as a result, report

better relationships than nonrelated foster parents with
the children in their care.76 Finally, an awareness and
acceptance of one’s racial or ethnic heritage is essential
for developing a healthy sense of identity. Foster fami-
lies must be sensitive to the need for children of differ-
ent racial and ethnic backgrounds in their care to
explore and celebrate their cultural heritage and tradi-
tions (see Box 3).

Creating Developmentally-Sensitive 
Child Welfare Agencies
Although ecological theory places primacy on the
child’s relationship with the caregiver, the larger ecolo-
gies that children indirectly experience contribute
significantly to their outcomes. For foster children, the
child welfare system is probably the ecology beyond
the family with the greatest impact on their outcomes.
The literature presented in this article presents a com-
pelling argument for a twofold strategy to promote
positive developmental outcomes in foster children:
policy and practice to promote family stability; and pol-
icy and practice to specifically meet the developmental
needs of children.

Despite the intuitive sensibility of such a twofold strat-
egy, incorporating it into the child welfare service sec-
tor has many inherent challenges. First, the child
welfare system has historically been concerned with
shaping the experiences of children, not their function-
ing. Thus, the system focuses on outcomes relevant to
safety and permanency, not to developmental out-
comes. Services are established accordingly and are
generally not designed to specifically promote the well-
being of children. For example, the notion of preven-
tion in child welfare refers to averting child placement
within the foster care system, whereas prevention from
a developmental perspective may have a goal of opti-
mizing child functioning. These conceptual and service
tensions reflect the vastly different perspectives of the
child development and child welfare fields. An integra-
tion of the tenets of both fields is necessary to ensure
that the needs of foster children are adequately
addressed.

Child Welfare Policies
Shortening the time children spend in foster care by
encouraging permanent placement has been the pri-
mary thrust of policies designed to ensure family sta-
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Box 3

Racial/Ethnic Identity Development 

Due to the disproportionate representation of minority children in
foster carea and the practices that occur because of that overrep-
resentation (for example, transracial placement), the development
of racial and ethnic identity for children in care is an important
consideration for the field of child welfare. Racial/ethnic identity
has been defined as a complex set of thoughts, feelings, and
behaviors that emanate from one’s membership in a particular
racial or ethnic group.b Scholars suggest that racial and ethnic
identity formation is an important developmental task for children
from preschool through adolescence. 

The developmental literature documents that the preschool peri-
od marks the beginning of children’s understanding of racial and
ethnic differences. A particularly controversial set of studies
conducted over the last half century has examined racial identi-
ty and self-esteem among preschool children.c These studies
suggest that minority preschool children have internalized soci-
etal perceptions of the lower status of their own and other racial
minority groups, yet the children maintain feelings of high self-
esteem. Other research underscores the importance of parental
racial socialization in promoting positive racial identity in pre-
school childrend and its relationship to favorable child out-
comes.e

In middle childhood, children tend to grapple with racial and eth-
nic distinctions through questions about ethnic/racial groups, par-

ticularly their own reference group. During this period, they also
begin to show a preference for their own ethnic/racial group,f

which is primarily attributed to their cognitive advancement.
Other evidence indicates that racial discrimination and a lack of
community ethnic identification negatively impact developmental
outcomes for minority school-age children.g

The preponderance of research on racial/ethnic identity develop-
ment has been conducted with adolescents because identity for-
mation is seen as a significant developmental task for this group
of children. Adolescents demonstrate their burgeoning racial/eth-
nic identity through same-race friendships and overt references
to racial and ethnic pride.h Those with a strong sense of ethnic
identity display positive perceptions of and connections to their
ethnic groups. Some research suggests that ethnic identity is a
“protective” factor for these adolescents, which may positively
influence their psychological well-being.i

At each stage of development, racial and ethnic identity formation
plays a critical role in helping a child develop a healthy sense of
self and collective belonging. Children of color in foster care are
often placed in homes with families of different racial and/or eth-
nic backgrounds, thus they face unique challenges in the process
of identity formation. (See the article by Stukes Chipungu and
Bent-Goodley in this journal issue for further discussion of the
developmental challenges of children of color in foster care.)

a Courtney, M., Barth, R., Berrick, J., et al. Race and child welfare services: Past research and future directions. Child Welfare (1996) 75:99–137; and Barth, R. The effects
of age and race on the odds of adoption versus remaining in long-term out-of-home care. Child Welfare (1997) 76:285–308.

b Helms, J. The conceptualization of racial identity and other “racial” constructs. In Human diversity: Perspectives on people in context. E. Trickett, ed. San Francisco, CA:
Jossey-Bass, 1994, pp. 285–311; and Rotheram, M., and Phinney, J. Introduction: Definitions and perspectives in the study of children’s ethnic socialization. In Children’s
ethnic socialization: Pluralism and development. Vol. 81, Sage focus editions series. J. Phinney and M. Rotheram, eds. Newbury Park, CA: Sage Publications, 1987, pp.
10–31.

c Clark, K., and Clark, M. Skin color as a factor in racial identification of Negro preschool children. Journal of Social Psychology (1940) 11:156–69; and Spencer, M., and
Markstrom-Adams, C. Identity processes among racial and ethnic minority children in America. Child Development (1990) 61(2):290–310.

d Caughy, M., O’Campo, P., Randolph, S., and Nickerson, K. The influence of racial socialization practices on the cognitive and behavioral competence of African-American
preschoolers. Child Development (2002) 73(5):1611–25.

e Branch, C., and Newcombe, N. Racial attitude development among young Black children as a function of parental attitudes: A longitudinal and cross-sectional study.
Child Development (1986) 57:712–21.

f Murray, C., and Mandara, J. Racial identity development in African American children: Cognitive and experiential antecedents. In Black children: Social, educational, and
parental environments. 2nd ed. H. McAdoo, ed. Thousand Oaks, CA: Sage Publications, 2002, pp. 73–96.

g Johnson, D. Parental characteristics, racial stress, and racial socialization processes as predictors of racial coping in middle childhood. In Forging links: African Ameri-
can children—clinical developmental perspectives. A. Neal-Barnett, J. Contreras, and K. Kerns, eds. Westport, CT: Praeger, 2001, pp. 57–74.

h Phinney, J., and Tarver, S. Ethnic identity search and commitment in Black and White eight graders. Journal of Early Adolescence (1988) 8(3):265–77.
i Phinney, J. Ethnic identity in adolescents and adults: Review and integration. Psychological Bulletin (1990) 108:499–514; and Phinny, J., and Rosenthal, D. Ethnic identity

in adolescence: Process, context, and outcome. In Adolescent identity formation. Vol. 4, Advances in adolescent development series. G. Adams, T. Gullotta, and R. Mon-
temayor, eds. Newberry Park, CA: Sage Publications, 1992, pp. 145–72.



Volume 14, Number 142

Jones Harden

bility for children in foster care. The Adoption and Safe
Families Act (ASFA) and the Adoptions Assistance and
Child Welfare Act (AACWA) have resulted in lower
rates of foster care entry and shorter stays in foster care
(see the article by Allen and Bissell in this journal issue
for a more detailed discussion of these policies). Prac-
tices such as expedited permanency hearings and con-
current planning (that is, simultaneously working
toward a child’s return home and placement in anoth-
er permanent home) have also increased the numbers
of foster children who experience permanency. Perma-
nency has also been achieved by increasing the num-
bers of children who are placed in adoptive homes, a
trend that began in the years following AACWA and
continued with the passage of ASFA. Specialized
recruitment efforts, more frequent termination of
parental rights, and incentives for adoptive parents
have served to increase the number of adoptive homes
for children. (See the article by Testa in this journal
issue.)

Although the aforementioned legislation and policy
emphasize the goal of family reunification as much as
that of adoption, the number of children who are
returned to their biological parents has not risen appre-

ciably.77 Policy advocates assert that the lack of funding
for intensive reunification efforts has been a major hin-
drance to this work. Others suggest that the perma-
nency time limits imposed by ASFA are unrealistic
when applied to families whose children are in the fos-
ter care system, given their chronic and complex needs.
(See the articles by Stukes Chipungu and Bent-Good-
ley, and by Wulczyn in this journal issue.)

An increasing number of children are being returned
to their extended family systems, either in guardianship
or foster care status. Some jurisdictions are even mak-
ing headway convincing relatives to adopt these chil-
dren. (See the article by Testa in this journal issue.)
The literature on these placements suggests that
although kinship families are much more vulnerable
than unrelated foster families, children living with rela-
tives are more likely to remain in the same placement
and to have longer durations in foster care.78 Given the
large numbers of kinship placements occurring across
the United States, it would behoove the child welfare
system to provide supportive services to these vulnera-
ble kinship families to enable them to provide quality
care to the children in their care (see the article by
Geen in this journal issue). All these policies should be
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implemented in the context of their impact on foster
children’s short- and long-term development.

Child Welfare Practices
As a result of ASFA, child well-being is now a per-
formance measure by which state and local child wel-
fare systems will be assessed. However, there is a lack of
consensus and clarity on what outcomes demonstrate
achievement of the goal of promoting child well-being,
to what extent the child welfare system should be
responsible for this goal, and what strategies should be
utilized to measure child well-being.79 Given the mul-
tiple needs of foster children, it is imperative that the
child welfare system move beyond a singular focus on
safety and permanency and that it promote the well-
being of children in custodial care.

Scholars who have documented the increased rates of
health problems, developmental delays, and mental
health difficulties in foster children call for universal,
ongoing screening and assessment for the “whole”
child.80 In other words, foster children should be
assessed for physical, developmental, and mental health
problems at foster care entry and then periodically
while they are in care. Obviously, a follow-up goal of
these assessments should be appropriate intervention
for whatever health or developmental needs the chil-
dren are found to have.81 Some scholars assert that
early intervention and school support for foster chil-
dren should be routinely offered as a preventive meas-
ure.82

Given the high rates of mental health difficulties in fos-
ter children, appropriate mental health intervention is
essential. Preventive approaches designed to promote
social skills, self-regulation, and coping in high-risk
children have been found to result in positive out-
comes.83 Similarly, interventions to help foster parents
support the emotional needs of their foster children
have met with success.84 More targeted intervention
services, such as group therapy for foster children with
behavioral problems,85 also have been found to be
effective.

Research has documented that foster children are also
major consumers of traditional mental health services
(for example, individual play therapy and family thera-
py), much of which is paid for by child welfare dollars
as opposed to mental health dollars.86 However, more
evidence is needed regarding the quality of these serv-
ices. For example, the mental health provider’s experi-
ence with foster children may increase effectiveness.
Additionally, the therapist’s willingness and ability to
address issues unique to foster children (for example,
managing the loss and relationship complexity associ-
ated with multiple caregivers) are important factors.

Foster children also need support in negotiating the
multiple transitions and family ties that they will expe-
rience in foster care. Systemic supports can be estab-
lished to help children manage these issues. These
supports include therapeutic visitation experiences with
biological parents, siblings, and other family members;
building connections between former and current
caregivers; and providing children with “Lifebooks”
and other concrete transitional items.87,88

Finally, the child welfare system has an obligation to
ensure continuity between the various supports that
foster children receive. This can be done through a
coordinated system of care that is sufficiently flexible to
address the individual needs of the child; is compre-
hensive so that the needs of the “whole” child can be
met; places a priority on responding immediately to the
vulnerable families of foster children; and ultimately
avoids duplication of effort and funds. With the child
welfare system at the helm, this type of service network
will not only enhance the well-being of foster children
and families but will enhance public service delivery in
this arena as well.

Conclusion
Children in foster care traverse a challenging journey
through childhood, with many obstacles to their opti-
mal development. Many have experienced compro-
mised prenatal environments, maltreatment prior to
foster care, or multiple moves while in foster care.

It is imperative that the child welfare system move beyond a
singular focus on safety and permanancy and that it promote the

well-being of children in custodial care.
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The impact of these experiences on their develop-
ment can be devastating over the short and long
term. However, as with other children at environ-
mental risk, a stable, nurturing family environment
can protect foster children against the negative effects
of these experiences.

The child welfare system, and its policymakers and
practitioners, must ensure safe and stable family envi-
ronments for children in foster care. Ensuring that
each foster child receives a permanent home is a
major step toward this goal, but it is not sufficient.
The implementation of high-quality programs that
document effectiveness in promoting positive family
experiences for foster children is essential. In order to
create “harm-free, effective environments” for foster
children, child welfare systems must provide support
and training to foster parents, establish a well-
specified model of care to promote child well-being,
focus on the positive behaviors of caregivers and chil-
dren, and create consumer-oriented services that
respond specifically to child and family needs.89

Although the field continues to debate the relative
merits of foster care for children, the fact remains that
upwards of half a million American children experi-
ence this social service at any given time. As adults
who are responsible for the protection and nurture of
the young of our species, we have an obligation to
ensure that this very vulnerable group of children has
the needed opportunities for developmental progress.
This should be achieved through appropriate child-
centered interventions, as well as through support for
the families who care for foster children, whether they
are biological parents or relatives, or foster or adop-
tive caregivers. To paraphrase the eloquent words of
Bronfenbrenner, children’s development is depend-
ent upon reciprocal activity with others with whom
they have a strong and enduring bond, and who are
engaged in their developmental progress.90 The sys-
tem of child welfare can be engaged in no better
developmental enterprise than enhancing its support
of these strong, enduring relationships with the ulti-
mate goal of optimizing the development of both
children and families in the foster care system.
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