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Adolescents in foster care experience complex health care needs and face multiple barriers in receiving the
necessary and appropriate health care services. When the adolescent ages-out of foster care at 18 or 21
years-old they are expected to make a transition to independence with no financial resources, poor access
to health care, few personal and family connections and little if any support from the foster care system.
This places them at risk for poor physical and mental health status, poverty, unemployment, homelessness,
and incarceration. No formalized system of transition planning has yet been established to meet the needs
of adolescents before discharge from the foster care system.

Health care providers in the primary care setting,
including pediatric nurse practitioners, are in a
position to address the health needs of adolescents
aging-out of foster care. This article will provide

recommendations for primary care providers in guiding the
adolescent through the transition process by: 1) assessing
health care needs; 2) providing care coordination; 3)
increasing the adolescent's knowledge of their health condi-
tions and ability to problem solve health care issues; 4)
assisting the adolescent in accessing health insurance; 5)
setting up community services - employment, housing,
education through social work, and 6) identifying an adult
primary and specialty provider for continued health care.
Through effective care coordination, the primary care
provider can facilitate transition of health care from pediatric
to adult care in order to achieve better health outcomes.

In 2005, over half a million children in the United States
were in foster care due to abuse and/or neglect (U.S.
Department of Health & Human Services [USDHHS], 2006).
Of those, an estimated 20,000 youth exit out of foster care
each year, many without family or economic support (USD-
HHS, 2006). The challenges faced by adolescents during
transition into adulthood can be daunting for any adolescent
but are magnified for those in foster care who "age out" of
the system, ln most states when an individual turns 18 or 21
years old, they are no longer considered eligible for services
such as health care access and public assistance. These
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adolescents are expected to suddenly make the transition to
independence with no financial resources, poor access to
health care, few personal and family connections and little if
any continuing support from the foster care system.

This is a troubling prospect considering the high degree
of health care needs that foster care youth require
(American Academy of Pediatrics [AAP], 2002; Diaz,
Edwards, & Neal, 2004; Freundlich & Avery, 2006; Kools &
Kennedy, 2003; Leslie, Hurlburt, Landsverk et al., 2003;
Simms, Dubowitz, & Szilagyi, 2000). Adolescents in foster
care have complex health care needs that call for more
intensive and comprehensive services compared to those
not in foster care (Diaz et al., 2004; Massinga & Percora,
2004). An estimated 1 in every 2 yoiiths in foster care has
chronic medical problems unrelated to behavioral concerns
(Rubin, Halfon, Raghavan, & Rosenbaum, 2005). In addi-
tion, the impact of their past traumatic experience of abuse
or neglect places them at risk for behavioral issues such as
attachment issues, regulatory disorders, anxiety, post-trau-
matic stress disorder (PTSD), depression, and aggression
(Kools & Kennedy, 2003; Vig, Chinitz, & Shulman, 2005).
Adolescents in foster care are also at higher risk for unin-
tended pregnancies, sexually-transmitted infections (STls),
and substance abuse (Massinga & Percora, 2004). Lack of
adequate preparation for transitioning out of foster care
increases the risk for continued poor health status, unem-
ployment, and homelessness (Massinga & Percora, 2004).

There is generally little training for health care providers
regarding issues specific to adolescents in foster care
(Simms et al., 2000). Health care providers in the primary
care setting, including pediatric nurse practitioners, are in a
position to address the complex health needs of adolescents
aging-out of foster care (AAP, 2002; Gitlitz & Kuehne, 1997;
Kools & Kennedy, 2003; Simms et al., 2000). The impor-
tance of transitioning adolescents with complex health
needs and chronic conditions has been well studied in the
health literature, however, current research on facilitating
the transition process among adolescents aging-out of fos-
ter care in the primary care setting is limited. This article will
examine the issue of transition among adolescents aging-
out of foster care, and suggest how the pediatric primary
care provider can facilitate transition of health care from
pediatric to adult care through effective care coordination.
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Background
"Foster care" is full-time substitute care for children

removed from their parents or guardians and for whom the
state has responsibility (Badeau & Gesiriech, 2004). Entry
into the foster care system usually begins with a referral to a
child welfare agency. A majority of youths (60%) enter the
system as a result of physical and/or sexual abuse or neglect
(Badeau & Gesiriech, 2004). Others are in foster care
because of absence of their parents from illness or death,
delinquent behavior or juvenile status offense, or disability
(Badeau & Gesiriech, 2004; USDHHS, 2006). Multiple sites
for placement exist for those in foster care, including special-
ized foster homes, group homes, and residential facilities.
Approximately one-quarter (24%) are in kinship care, where
they reside with a family relative, while almost half (46%) are
in non-kinship care (USDHHS, 2006). The remaining 30% are
either in a group home, institution, supervised independent
living, or in trial home visits (USDHHS, 2006). Older youths
comprise almost half of all children in foster care. In the latest
Adoption and Foster Care Analysis and Reporting System
(AFCARS) report released in 2006, 28% of children in foster
care were 11 to 15 years old, and another 21% were age 16
or older (USDHHS, 2006).

The federal legislation guidelines of the Adoption
Assistance and Child Welfare Act of 1980, the Family
Preservation and Family Support Act of 1993, the Social
Security Amendment of 1994, and the Adoption and Safe
Families Act of 1997 have made it the primary aim of fos-
ter care to ensure the safety and well-being of the child and
reduce the number of out-of-home placements with the ulti-
mate goal of reunification of the child with their biological
parents or primary caregivers (Dicker, Gordon, & Knitzer,
2002; Reifsteck, 2005; Rubin, O'Reilly, Luan, & Localio,
2007). In 2005, 54% of children placed in foster care were
reunited with their biological family, while only 18% were
adopted that year (USDHHS, 2006). As the child gets older,
the odds of being adopted decline. For adolescents who
remain in long-term foster care, the history of multiple
placements is commonplace. More than a third (37%)
remain in the system for 2 years or more (USDHHS, 2006).
About half of the children in foster care experience at least
1 placement change and about one-fifth move at least 3
times in 10 months (DiGiuseppe & Christakis, 2003).

A Vulnerable Population With
Special Health Care Needs

Children in foster care have more serious physical, men-
tal, behavioral, and developmental problems compared to
those not in foster care (Leslie et al., 2005). Young children
and adolescents in foster care are considered a population
with "special health care needs" (English, Stinnett, & Dunn-
Georgiou, 2006; Vig et al., 2005). According to the AAP and
Maternal and Child Health Bureau (MCHB), children with
special health care needs are "those who have or are at
increased risk for a chronic physical, developmental, behav-
ioral, or emotional conditions and who also require health
and related services of a type or amount beyond that
required by children generally" (McPherson et al., 1998, p.
138)

Youth in foster care rarely receive health services appro-
priate to their level of medical need (O'Sullivan & Lussier-
Duynstee, 2006). Much of this can be attributed to the sys-
tem barriers to care in foster care; lack of a centralized sys-
tem, lack of continuity of care, poor identification of prob-
lems by health care providers, and poor access to special-
ized services in a complex system make it difficult for chil-
dren and their families to receive necessary services (AAP,
2002; Kools & Kennedy, 2003).

Barriers to continuity of care. Multiple foster care place-
ments result in disruption in health care, which leads to
greater negative health outcomes and well-being
(DiGiuseppe & Christakis, 2003; Rubin et al., 2007).
Children in foster care are also found to be at increased risk
for discontinuity of care as compared to children who are
not in foster care and covered under Medicaid (DiGiuseppe
& Christakis, 2003). Although primary care providers in
community settings are most likely to perform initial physi-
cal, mental, and developmental assessments on children
and adolescents upon entry into the foster care system, chil-
dren in foster care rely heavily on the emergency depart-
ment (ED) for continuing health services (Leslie et al.,
2003; Rubin et al., 2004). ln a study conducted by Rubin et
al. (2004), they found that an increase in ED visit rates cor-
related with greater number of placements among adoles-
cents in foster care. This reliance on ED services suggests
an inability to access primary care services.

Multiple placements make it difficult for providers to
monitor the health of youth in foster care and provide con-
tinuity of care for chronic physical and mental conditions.
There is reluctance on the side of the health care profes-
sional to provide care for youths in foster care because of
low reimbursement for services, difficulty in obtaining health
histories, increased paperwork and reporting requirements,
and potential involvement .in court appearances (Simms et
al., 2000; Simms & Kelly, 1991). Lack of provider knowl-
edge about community resources and lack of communica-
tion with other specialties and services create barriers that
prevent youths from getting the services they need (AAP,
2002; Kelly, KraU, Bielski, & Rinehart, 2002). In an era of
managed care and health maintenance organizations, pri-
mary care clinics unfortunately do not lend themselves to
providing time nor reimbursement for the care coordination
process that is often necessary when caring for adolescents
in foster care.

Physical health conditions. There is an overrepresenta-
tion of adolescents in foster care with chronic physical con-
ditions. Half of those in foster care have chronic medical
problems (Rubin et al., 2005). Chronic health conditions
commonly found among children in foster care include asth-
ma, severe allergies, and atopic dermatitis (Jee et al.,
2006). The Children's Aid Society, a child welfare agency in
New York City, developed the Medical Foster Care (MFC)
program for children with medically complex conditions
(Diaz et al., 2004). Some of the most common chronic diag-
noses among those entering the MFC program include men-
tal retardation/developmental delay (83%), cerebral palsy
(43%), asthma (30%), and seizure disorder (27%) (Barnett,
Strakosch, Tolomeo, & Mayberry, 1999).

Mental and behavioral health conditions. The trauma of
being removed from the child's home, relationship losses,
family history of a mental health disorder, exposure to
poverty, substance abuse, and violence, is reflected in the
extremely high rates of mental health illness seen among
the foster care population (McMillen et al., 2004; Simms et
al., 2000). A study using a random sample of 113 foster
youth revealed that adolescents in foster care are more
depressed, more anxious, and more likely to lose behavioral
and/or emotional control than adolescents not in foster care
(Shin, 2005). Shin found one-third of adolescents sampled
suffered from depression, dysthymia, post-traumatic stress
disorder (PTSD), social phobia, alcohol and substance
abuse/dependency, and they were 5 times more likely to
have a diagnosis of drug dependency within the last year
than adolescents in a comparison group (Shin, 2005). With
the large percentage of adolescents on psychotropic med-
ication, the question arises concerning who will pay for
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these medications when the adolescents are no longer cov-
ered by public health insurance (McMillen et al., 2004).

A large majority (80%) of youth in foster care have
received services for mental health issues during placement
(CWLA, 2007). Children and youth in foster care are 15 to
20 times more likely to use inpatient and outpatient mental
health services compared to those not in foster care
(DosReis, Zito, Safer, & Soeken, 2001). Children ages birth
to 15 years who experienced frequent placements were at a
36% to 63% increased risk of behavioral problems com-
pared to children in foster care who were in more stable
placements (Rubin et al, 2007).

The lack of social support, acceptance, and attachment
issues are also likely to lead to other high-risk behaviors
such as unprotected sex, resulting in increased frequency of
sexually-transmitted infections (STls) and unintended preg-
nancies. In a nationally representative sample of female
adolescents in foster care, there was a high association
between younger age at first conception and more sexual
partners (Carpenter, Clyman, Davidson, & Steiner, 2001). In
the Midwest Study, a longitudinal study that looked at the
outcomes of individuals who aged-out of foster care (n =
732), Courtney and Dworsky (2005) found that almost half
of the females in the study had been pregnant by age 19,
compared to 20% of females in a comparative group not in
foster care and were over 2 times as likely to have at least
one child (Courtney & Dworsky, 2005).

Aging-out of foster care. The health and behavioral
issues found among adolescents in foster care make
aging-out of the system more difficult. In a 1998 survey of
caseworkers providing services to youth in foster care, it
was reported that about one-third of the adolescents suf-
fered from a mental health disorder, developmental dis-
ability, or other special health need that the caseworker
thought would interfere with the adolescent's ability to
function independently (Leathers & Testa, 2006). In the
Midwest Study of outcomes of former individuals in foster
care at age 19, 33% had not graduated from high school
or completed their General Educational Development
(GED) test compared to less than 10% of their peers not in
foster care and only 40% were employed compared to
58.4% of comparable peers not in foster care, placing
these adolescents at higher risk of poverty and dependen-
cy on public welfare (Courtney & Dworsky, 2005;
Massinga & Pecora, 2004). The study showed that those
who have been in foster care are more likely to become
homeless, be arrested (34%) and spend one night in jail,
prison, juvenile hall, or other correctional facility within 2
years of leaving foster care (24%) (Courtney & Dworsky,
2005; O'Sullivan & Lussier-Duynstee, 2006).

Unfortunately, many states provide only minimal and
varied assistance with transition services for education,
employment, and housing, while fewer states provide
needed health and mental health services or assistance in
developing support networks (Massinga & Percora, 2004).

Adolescence
Adolescence, classically defined as ages 11 to 18

years, is a crucial period of transition between puberty and
adulthood. Not only is this a time of rapid physical growth
and sexual maturation, but a time to develop a sense of
identity, integrate new ways of thinking and reasoning, and
renegotiate important relationships with friends and family
(McDonagh & Kelly, 2003). Developmental tasks com-
monly encountered during adolescence include identity
development, independence, risk-taking behavior, and
often the beginning of intimacy (Kools & Kennedy, 2003).
For the caregiver, there is a "delicate balance between

encouraging independence while providing a safety net"
(Davis, 2003, p. 497).

Foster care often complicates the adolescent develop-
mental period, resulting in "attachment issues, stigmatized
self-identity, depression, suicidal ideation and behavior,
PTSD, anxiety, disruptive behavioral disorders (i.e., opposi-
tional-defiant disorder (ODD), aggression, running away)
and placing them at higher risk for truancy, school failure,
substance abuse, sexual acting-out, pregnancy and early
parenting" (Kools & Kennedy, 2003, p. 41). In a qualitative
study interviewing adolescents ages 12 to 19, Kools (1999)
found that being in foster care for 2 years or more had a
negative impact on adolescent's identity development,
manifesting as devaluation of self by others and "protecting
oneself from further disappointment, rejection, loss, or trau-
ma" (p. 143). Furthermore, experiences of loss and insta-
bility in caregiving due to multiple placements also make it
difficult for the adolescent to deveiop trust in relationships
(Kools, 1991).

Transition
Developmentally, "transition" has been described as "a

process -: not an event" (Meleis, Sawyer, Im, Hilfinger, &
Schumacher, 2000). Bridges (1994) defines 'transition' as
"the psychological process people go through to come to
terms with the new situation" where "[c]hange is external"
and "transition is internal" (p. 5). Primary care providers can
foster 'internal transition' in the adolescent from a depen-
dent health care consumer to an independent health care
consumer and help promote 'external transition' from pedi-
atric primary and specialty providers to adult service
providers. Youth in foster care with special health care needs
are dependent on their primary care provider to provide and
plan for continuous health care services through the transi-
tion period.

Health care transition planning into adulthood includes
three principles. It should: 1) be a youth-centered approach;
2) identify needs, preferences, and strengths of the adoles-
cent beginning in the preadolescent period based on a lifes-
pan approach; and 3) be coordinated and comprehensive in
scope, addressing the youth's needs for health care and
post-secondary goals (Betz & Redcay 2005). Ultimately, the
goal of transition planning by the primary care provider is to
provide comprehensive health, education, and vocational
services that are "seamless, coordinated, developmentally
appropriate, and psychosocially sound" (Sawin, Cox, &
Metzger, 2004).

There has been debate regarding when to initiate the
transition process. While some have suggested that transi-
tion planning occur when the individual is physically, med-
ically, and socially prepared for transition (Davis, 2003;
McDonagh & Kelly, 2003; Reiss, Gibson, & Walker, 2005)
others have suggested that transition planning should be ini-
tiated between 12 and 16 years of age (Betz & Redcay,
2005; Lotstein, McPherson, Strickland, & Newacheck,
2005). The Individuals with Disabilities Education Act
(IDEA) recommends developing a transition plan at 14
years of age as part of the Individualized Education Program
(lEP) (National Information Center for Children and Youth
with Disabilities, 1997).

The nuclear family has been cited as an important
resource for successful transition, which makes it more dif-
ficult for youth in foster care (Davis, 2003; McDonagh &
Kelly, 2003). A history of abuse, neglect, chronic physical
or mental health conditions and the lack of consistent social
and family support complicates this transition process for
the adolescent in foster care and can lead to negative out-
comes (McDonagh & Kelly, 2003).
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Implications
Implementing transition services. Although it is recog-

nized that transition services need to be implemented to bet-
ter meet the health needs of adolescents before aging-out of
foster care, no formalized system of transition planning has
been established. Although adolescents transitioning out of
foster care are at risk for a number of issues such as unem-
ployment, poor or no housing, poor education, and lack of
vocational skills, the focus of this discussion will be on how
health care providers can assist with transitioning care for
the adolescent's health needs. It is important to recognize
that a team of devoted professionals in other areas such as
the educational system, child welfare department, and the
court legal system must be used effectively through care
coordination to meet the complex needs of these adoles-
cents.

The following sections serve as a guide for the pediatric
primary care provider in assisting the adolescent in foster
care transition from pediatric to adult health care services:
1) assessment; 2) care coordination; 3) adolescent knowl-
edge of health conditions and problem solving; 4) health
insurance; 5) setting up community services - employment,
housing, education through social work, and 6) identifying
an adult primary and specialty provider (see Table 1).

Assessment. Once a child or adolescent enters the fos-
ter care system, it is necessary to ensure that they are
screened and evaluated immediately by a health care pro-
fessional so they can be linked to the appropriate health
care services. Standards developed by the American
Academy of Pediatrics (AAP) Committee on Early
Childhood, Adoption, and Depehdent Care in collaboration
with the Child Welfare League of America (CWLA) (2002)
have identified components to the delivery of health care
services specifically for foster care children. They advise
that during their initial health screening, which is done with-
in 72 hours of placement, immediate medical, mental
health, and dental needs must be identified. A careful histo-
ry of prior physical or sexual abuse must be noted as well as
signs of abuse observed during the physical examination. A
history of chronic conditions should be determined to iden-
tify necessary medications and referrals for treatment.
Growth and development must be carefully measured for
baseline data in order to track their measurements through-
out their stay in foster care. The ideal place for assessment
to happen is in a setting that is accessible, adolescent-
friendiy and houses multiple services, such as primary
health care, dental, psychiatric, and social work.
Community-based clinics, school-based health centers, or
specialized foster care clinics are places that could serve the
multiple needs of the youth in foster care.

Within 1 month of placement in foster care, a compre-
hensive assessment should be performed. If time permits,
this may be done with the initial health screening. Due to the
high prevalence of developmental and mental health issues
within the foster care population, it is recommended that
formal assessments be completed in these domains to
determine the youth's developmental, educational, and
emotional status. AAP (2002) recommends that ongoing
assessments should occur every 6 months for ages 2
through adolescence, and additionally during times of sig-
nificant changes in placement.

Aggressive care of current and anticipated conditions
while insurance is available should be done. This includes
updating immunizations, tracking growth and development
including body mass index (BMI), assessing risk for obesity,
obtaining baseline laboratory data (including complete blood
count [CBC], hemoglobin electrophoresis, triglyceride levels,
cholesterol, fasting blood glucose), performing vision and

Table 1. Transition Timeline

1. Assessment by primary care provider (as rec-
ommended by American Academy of Pediatrics
(AAP) & Child Welfare League Agency (CWLA))
a. Initial health screening within 72 hours of place-

ment (medical, mental health, dental)
b. Comprehensive assessment within 1 month
c. On-going assessments every 6 months
d. Perform laboratory, diagnostic tests as needed;

vision and hearing screening, assess risk for
Human Immunodeficiency Virus (HIV), choles-
terol, tuberculosis

e. Make referrals to specialists as needed

2. Coordinate care with aii parties invoived
(including caseworker, biological, and foster family);
a. Utilize Health Education Passport (HEP) &

encourage adolescent to bring with them to all
health visits to be updated by health care
provider

b. Send copies of health records, with adolescent
approval, to all parties involved

c. Care coordination for high risk groups
i. Pregnant/parenting
ii. Adolescent with mental health problems

3. Assess adolescent's knowledge of health con-
dition and problem solving skills
a. Determine adolescent's knowledge of diagnosis,

associated problems, treatment, medications,
health professionals involved, contact informa-
tion

b. Assess goals
c. Instill sense of independence and responsibility

4. Determine health insurance coverage

5. Community Services - employment, housing,
education
a. Link adolescent to support services and

Independent Living Programs in area

6. Identify adult providers
a. Identify and communicate health needs to adult

primary care provider and specialists
b. Send records with adolescent's approval
c. Initiate transition of care

Note: Adapted from American Academy of Pediatrics,
Committee on Early Childhood, Adoption, and Dependent
Care. (2002). Health care of young children in foster care.
Pediatrics, 109, 536-541 and Simms, M.D., Dubowitz, H,,
and Szilagyi, M.A. (2000). Health care needs of children in
the foster care system. Pediatrics, 106, 909-918.

hearing screens, and assessing risk and screening for human
immunodeficiency virus (HIV) and tuberculosis (TB) (Simms
et al., 2000). Due to the high incidence of sexual activity and
the high risk for unintended pregnancies in females, perform-
ing gynecological examinations, screening for STls, and per-
forming PAP smears on female adolescents are important
screening tools. It is important to discuss reproductive health
and establish birth control measures as needed.

Care coordination. A major component of the nurse
practitioner role is care coordination. Care coordination "is
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the process of arranging and integrating the delivery of
health and related services across providers and service
systems, over time, for families and their children with spe-
cial health care needs" (Kruger, 2004). Goals of care coor-
dination are to facilitate timely access to services, promote
continuity of care, and enhance child and family well-being
(Lindeke, Leonard, Preslar, & Garwick, 2002).

The role of transition service coordinator has been sug-
gested to address the complex issues of transition planning
for children with special health care needs (Betz & Redcay,
2005). This role has been described as an emerging field of
practice for advanced practice nurses in the pediatric set-
ting. The primary role of the transition service coordinator is
"to coordinate the care of a caseload of transition-age ado-
lescents" (Betz & Redcay, 2005). This involves locating ser-
vices for employment, education, independent living, and
developing a social and support network. Ideally, a profes-
sional member on the adolescent's care team should be
designated as the transition service coordinator.

The foster care system involves multiple disciplines in
the health, social, and legal fields. Child welfare agencies,
public agencies, legal professionals, social workers, case
managers, child advocates, nurses, and primary and spe-
cialty care providers play essential roles in the comprehen-
sive care of youth in foster care. Knowledge of different sys-
tems enables the primary care provider to assist in coordi-
nating care across systems. Comprehensive coordinated
care requires documenting in the adolescent's health record
other professionals involved in their care and the current
plan of care for education, housing, and employment.

Since every child or adolescent in foster care is matched
with a caseworker, the primary care provider should estab-
lish and maintain frequent communication with the adoles-
cent's caseworker. The caseworker's role is to supervise
care of the individual and essentially coordinate education-
al, developmental, physical, and mental health needs
(Szilagyi, 1998). However, lack of specialized training and
education regarding health care issues as well as large case-
loads, often impair the caseworker from coordinating this
care effectively. The primary care provider should utilize
caseworkers as a resource and work collaboratively to iden-
tify community resources appropriate for health care.

Developed by the AAP in 1992, "the medical home" is an
approach to providing ongoing comprehensive primary
care by helping the family and adolescent access and coor-
dinate specialty care, educational services, out-of-home
care, family support, and other public and private services
(AAP, 1992), The concept of the medical home has been
suggested to fit well for the foster care population and the
adult population with multiple needs (AAP, 2002; Kelly et
al., 2002; Sobel & Healy, 2001; Vig et al., 2005). Providing
a central location for all health services facilitates commu-
nication between providers and ease of access for the client.
This coordination for adolescents without continued family
support and assistance would be very beneficial. Although
the AAP and MCHB identify the "medical home" as a prior-
ity for children with special health care needs (Cooley &
McAllister, 2004), access to a medical home may be limit-
ed by a number of factors, including lack of insurance, liv-
ing at or near the federal poverty level, low education attain-
ment, poor health, living in a nontraditional family structure,
and being an adolescent (Mulvihill et al,, 2007). Further
research is needed to examine the feasibility and effective-
ness of implementing a medical home in a primary care set-
ting (Cooley, 2004).

Models of care coordination. The Special Kids/Special
Care program in Massachusetts incorporates the nurse
practitioner role in coordinating the care of children and

adolescents in foster care (Spader, 2006), In addition to
assessing and managing children in the clinic, the pediatric
nurse practitioner makes home visits and collaborates with
foster families, social workers, and physicians in managing
the youth's care. At the Children's Aid Society in New York
City, the pediatric nurse practitioner and pediatrician model
not only meets the medical but psychosocial needs for this
population (Barnett et al., 1999). Mental health profession-
als and resources are easily accessible within the agency.
The pediatric nurse practitioner is primarily responsible for
the comprehensive health care of the individual, including
serving as case manager and educating both biological and
foster parents and social workers regarding the child's
health, provides telephone consults, and testifies in court
cases of abuse and neglect (Barnett et al., 1999).

Health passport. The primary care provider should
anticipate the need for transition care and facilitate care
coordination by obtaining medical records from prior pri-
mary care providers, treatment management plans from
specialists, prior immunization records, and school records.
A complete health history for the adolescent, including birth
history, chronic illnesses, past hospitalizations and surg-
eries, immunization status, allergies, and current medica-
tions, should be gathered and documented. Difficulty
obtaining prior health records is often seen as a barrier to
providing comprehensive care. A far too common scenario
is the child or adolescent who presents to the clinic with the
foster parent at the time of intake and neither the child nor
the foster parent has information about the individual's past
medical history. This can prove to be a source of frustration
for the provider and delay necessary medical care and refer-
rals.

In order to overcome this problem, the Health and
Education Passport (HEP) has been developed. The HEP
was developed by the California Department of Health
Services in collaboration with the Department of Social
Services for the purpose of collecting medical information
electronically so that when a foster youth does transfer to
another provider, all of the most recent and pertinent infor-
mation is easily accessible (Kools & Kennedy, 2003; Simms
et al., 2000). The passport is recommended to include the
following: 1) the name and address of each of the child's
providers; 2) a record of each visit to the provider; 3) immu-
nization record; 4) a list of child's past and current health
problems; 5) list of medications; and 6) other relevant
health information (Voices for America's Children, 2006). In
2006, Texas received $4 million from the federal govern-
ment towards their Medicaid program to be used for estab-
lishing electronic medical records for children in foster care
(USDHHS, 2007). There has been limited research on the
frequency of use and efficacy of the HEP in continuity of
care for children in foster care, and additional research is
needed in investigating the utilization of HEPs in the transi-
tion process.

Whether the HEP record is used or not, the primary care
provider can facilitate the coordination of the youth's care
and need for services through diligent documentation of
medical records and providing the adolescent, foster care
parent, social worker, and other health care specialist copies
of this record, with appropriate legal approval, to foster
communication and coordination (See "Health" in Table 2 to
access sample of HEP).

Care coordination for high-risk groups.
Pregnancy/Parenting. Adolescents in foster care who are

pregnant or parenting are known to be at high risk for STls,
poverty, unemployment, low educational attainment,
domestic abuse, and the potential involvement of child wel-
fare services (Carpenter et al., 2001; Leathers & Testa,
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Tabie 2. Websites - Accessing Services for Adolescents Aging-out of Foster Care

Organization

General
Child Welfare League of
America (CWLA)

American Academy of
Pediatrics (AAP)

Annie E. Casey
Foundation

Children's Bureau

National Child Welfare
Resource Center for
Youth Development

Casey Family Foundation

Georgetown University
Center for Child and
Human Development

Health
CWLA - Medicaid

Health Education
Passport

Partnership for
Prescription Assistance

Independent Living

Independent Living
Program (ILP)

Casey Life Skills

Federal Youth Programs

Housing
Transitional Living
Program

Housing programs

Education
Individual Education
Program (lEP)

Federal Student Aid

Education & Training
Voucher Program

Orphan Foundation of
American

Guardian Scholars
Program

Tuition Waiver

Description of Services (website address)

General
Provides information/publication resources. Also includes health tips. v\/ww,c\N\a.org

AAP lists programs and resources regarding foster care, aap.org/healthtopics/fostercare.cfm

Provides publications regarding youth transitions. Search "Foster Care/Youth Transition/Youth
Development" under Browse Publications, www.aecforg

USDHHS Administration for Children and Families - Provides information about federal
programs, grants, and statistics, http://www.acf.hhs.gov/programs/cb/

Lists and summarizes federal programs offered to youth transitioning out of foster care.
"Resources" page also includes links to other importaht publications.
nrcys. ou. edu/yd/programs.htmi

caseyfamiiyservices. org

"Meeting the Health Care Needs of Children in Out-of-Home and Foster Care System". Evaluated
25 foster care clinics in the nation. Lists critical components of an effective and comprehensive
clinic serving children In foster children.
http://gucchd.georgetown.edu/programs/meeting_health_needs/index.html

Heaith
Includes information about Medicaid for children in foster care.
http://www.cwla.org/programs/heaith/medicaid.htm

View a sample of the HEP. Courtesy of the State of California Health & Welfare Agency.
http://www.hwcws.cahwnet.gov/rraining/HEP/DHEPtemplate/Health%20and%20Education%20Passport.doc

Information on receiving medications free or nearly free of cost. Through the Pharmaceutical
Research & Manufacturers of America, iwnv.pparx.org

Independent Living
ILP listings by state http://www.nrcys.ou.edu/yd/resources/iicoords.php

Includes printable assessment checklists for transition - housing, employment, self-care,
education, caseyiifesldiis.org

National Child Welfare Resource Center for Youth Development, nrcys.ou.edu/yd/

Housing
Listings by state, http://www.nrcys.ou.edu/yd/programsAip/tip_grantees.php

Provided by CWLA, list of housing programs/services offered by state.
http://www.cwia.org/programs/fostercare/agingoutresources.htm

Education
Information regarding lEP for children with special health care needs.
http://www.ed.gov/parents/needs/speced/iepguide/iepguide.pdf

Information on applying for federal student aid. http://studentaid.ed.gov

Information on applying for application either online or contacting state representative.
Search by state, www.statevoucher.org

Application available online for tuition assistance, http://www.orphan.org/

Full tuition assistance is awarded to several students exiting foster care admitted to California
State University, Fullerton. www.fuiierton.edu/guardianschoiars

Information on tuition waivers for children in foster care. Search by state.
http://www. nrcys. ou. edu/yd/programs/tuitionwaiver. htmi
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2006; McGuinness, Mason, Tolbert, & DeFontaine, 2002). It
is crucial that the adolescent's specific needs are identified,
and appropriate services are matched in a timely manner to
reduce the potential for negative outcomes. However, with
the lack of child welfare agencies with programs that dis-
cuss reproductive health, it is suggested that the primary
care provider is in the "best position" to assess high-risk
adolescents and refer them to appropriate services
(Carpenter et al., 2001, p. 5). It is recommended that the
primary care provider link them to programs in their com-
munity that address sexual health, family planning, and
positive parenting skills. One program that has been suc-
cessful in reducing sexual risk-taking behaviors among ado-
lescents in foster care is Becoming a Responsible Teen
(BART). Endorsed by the Centers for Disease Control,
BART is an 8-week long curriculum that covers reproduc-
tive health topics such as STl transmission, birth control
methods, and assertive communication skills through lec-
ture and group sessions. The study revealed that after the
BART intervention, adolescents displayed significant
improvement in practical knowledge of sexual health
(McGuinness et al., 2002).

Mental health & behauioral issues. This group of adoles-
cents must be referred immediately to mental health and
behavioral specialists as well as drug rehabilitation pro-
grams that can assist in managing their substance abuse
and dependency.

Adolescents in foster care with substance abuse and
dependence have been noted as having the highest level of
educational and job skill deficits (Leathers & Testa, 2006).
The Young Adult Services program is a model program in
Connecticut developed by the Department of Mental Health
and Addiction Services that provides services for young
adults (18 or older) with moderate to severe symptoms of
mental illness in need of developmentally appropriate clini-
cal, residential, vocational, social rehabilitation, and/or case
management services (Styron et al., 2006). Almost all
(95%) of those involved in the program have been in foster
care and residential care systems for at least 7 years. An
evaluation of these services revealed that by identifying and
building on the strengths of these young adults, while pro-
viding community supports, was associated with fewer
mental health symptoms, less reported loneliness, fewer
arrests, higher functioning, and greater satisfaction with ser-
vices (Styron et al., 2006). Locating services particularly
targeting adolescents who are in foster care or aging-out
would be most beneficial for those experiencing mental and
behavioral health issues.

Adotescent Knowledge of Health Conditions &
Problem Solving

Once the initial assessment and identification of past
medical history have been completed, the primary care
provider should evaluate what the adolescent knows about
his/her health, chronic conditions, current or past medica-
tions, biological risk profile, and future health needs. For
those with chronic health conditions, teaching the young
adult to take responsibility for their health needs should start
as early as possible to ensure a smooth transition to adult
care (see Table 3 for a checklist for primary care providers
to evaluate the adolescent's knowledge of their health care).

A recent study revealed that successful transition among
adolescents requires recognition and explanation of signs
and symptoms of health conditions that may require imme-
diate attention (McDonagh & Kelly, 2003). For example, if
the adolescent has had their asthma managed by their pri-
mary care provider, it would be the provider's duty to ensure
that the adolescent has an asthma action plan in place.

Table 3. Transition Ctiecklist for Healtli Care

Knowledge of Health Condition:
• Is able to describe chronic illness/disability
• Identifies changes/symptoms caused by his/her

health condition
• Understands implications of chronic illness/disability

on daily life

IVIanage Your Own Health Care Needs:
• Makes own medical appointments
• Can tell when changes/symptoms require medical

attention
• Refills medications and supplies
• Responsible for managing daily treatments
• Can name medications, what they are for, or carries

information in a wallet/purse
• Can arrange transportation to clinic
• Knows/carries a list of health emergency phone

numbers in wallet/purse
• Able to seek help and knows what to do in a medical

emergency
• Has identified a provider for adult care
• Has plan for transition process in place from pedi-

atric primary and specialty providers to adult health
care providers

Q Has identified a place for regular dental care
• Discusses role of general health maintenance

Communication Skills:
• Prepares and asks questions of providers
• Responds to their questions
• Accesses information and answers to health related

concerns

Knowledge of Health Insurance:
• Is aware of health coverage numbers or carries infor-

mation in a wallet/purse
• Can name health care insurance coverage and aware

of eligibility requirements
• Carries an insurance card or copy of it

Accessing resources:
• Is aware of income assistance (SSI), other public ser-

vices and how to access them
• Able to use community transportation when needed
Q Is aware of the services he/she should receive

through the school to help with transition to adult life
• Is aware of the employment incentives offered by

Social Security and how to apply

Note: Adapted from Kentucky Cabinet for Health and
Family Services, Commission for Children with Special
Health Care Needs (2006). Transition resources. Retrieved
on Nov. 11, 2006 from, http://chfs.ky.gov/ccshcn/ccshcn-
transition.htm. and Blomquist, K.B., Brown, G., Peersen,
A., & Presler, B. (1998). Transitioning to independence:
Challenges for young people with disabilities and their
caregivers. Orthopaedic Nursing, 77(3), 27-35.
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understands the rationale for management, and wtiat to do
in case of emergency. Education regarding medication
management shoutd include rationale, side effects, monitor-
ing, and the importance of adherence (McDonagh & Kelly,
2003). Instilling a sense of independence early is a crucial
step to transitioning care. This may involve having the ado-
lescent set up their own appointments, fill prescriptions, and
encouraging them to ask appropriate questions about their
own health. Promoting self-advocacy is important, especial-
ly since adult health care programs typically require more
responsibility and self-monitoring. As with all other aspects
of care, efforts should be made to involve any of the family
or social support system willing and able to participate in
the youth's transition.

Health Insurance
While in foster care, children and youth have all their

health care needs covered through state and federally-fund-
ed insurance programs like Medicaid and State Children's
Health Insurance Program (SCHIP). Title IV-E of the Social
Security Act is the primary funding source for most states
for children and adolescents in foster care (McDonald,
Salyers, & Shaver, 2004). The federal government, howev-
er, only partially reimburses states for the cost of caring for
a youth or adolescent in foster care, which has led states to
petition for waivers and seek alternative funding sources to
cover the complex health care needs of this population
(AAP, 2002; McDonald et al., 2004).

Adolescents who age-out of foster care struggle with
securing health care coverage (English, Morreale, & Larsen,
2003; Freundlich & Avery, 2006; Massinga & Percora,
2004). In response to this issue, in 1999 the Foster Care
Independence Act (FCIA) instituted the Medicaid Expansion
option, giving states the option to extend Medicaid to older
youths transitioning out of foster care until they reach their
21st birthday (see Table 4 for a summary of key points of
the FCIA). To be eligible, the individual must be under 21
years of age and must have entered foster care at or before
18 years of age (English et al., 2003). The simplicity of the
eligibility requirements for the Medicaid Expansion option
compared to other state-funded programs ensures a seam-
less transition in Medicaid coverage and the continuing ben-
efits from its comprehensive service package. However, less
than one-third of states have expanded Medicaid coverage
to youths ages 18 to 21 (English et al., 2003). As of July
2005, Arizona, California, Kansas, Mississippi, New Jersey,
Oklahoma, South Carolina, South Dakota, Texas, and
Wyoming are the only states that have implemented the
Medicaid Expansion option (English et al., 2006).

Enrollment in the FCIA Medicaid Expansion option where
available should occur a month before the adolescent leaves
foster care. In states that have not implemented the
Medicaid Expansion option, a referral to the foster care
caseworker can be made to determine Medicaid eligibility
under other categories such as low-income, disability, or
pregnancy (English et al., 2006). The caseworker can also
assist the adolescent in applying for public or private insur-
ance for which they may be eligible. When the adolescent is
close to aging-out of the foster care system, partnering with
private health plans to provide low-cost coverage, or using
scholarship funds for college health coverage have also
been suggested (English et al., 2003).

It is imperative that all necessary and anticipated health
care needs, laboratory tests, procedures and referrals be
completed before insurance is lost. While under Medicaid, if
the individual is younger than 21 years of age, they are still
eligible for Early and Periodic Screening, Diagnosis, and
Treatment (EPSDT) services. If the adolescent is on regular

Table 4. The Foster Care Independence Act (FCIA) of 1999

Increases funds to states to assist youths to make
the transition from foster care to independent
living.
• Doubled federal funding from $70 million to $140

million a yean
• Offers youths transitioning from foster care educa-

tion, vocational and employment training necessary
to obtain employment and/or prepare for post sec-
ondary education, training in daily living skills, sub-
stance abuse prevention, pregnancy prevention and
preventive health activities, and connections to dedi-
cated adults.

Recognizes the need for special help for youths
ages 18 to 21 who have left foster care.
• States must use some portion of their funds for

assistance and services for older youths who have
left foster care but have not reached age 21.

• States may extend Medicaid to 18, 19 and 20-year-
olds who have been emancipated from foster care.

Offers states greater flexibility in designing their
independent living programs.
• States can serve children of various ages who need

help preparing for self-sufficiency (not just those
ages 16 and over as in previous law), children at var-
ious stages of achieving independence, and children
in different parts of the state differently; they also
can use a variety of providers to deliver independent
living services.

• The asset limit for the federal foster care program is
changed to allow youths to have $10,000 in savings
(rather than the current $1,000 limit) and still be eli-
gible for foster care payments.

Establishes accountability for states in implement-
ing the independent living programs.
• The Secretary of Health and Human Services (HHS)

must, in consultation with federal, state, and local
officials, advocates, youth service providers, and
researchers, develop outcome measures to assess
state performance. Outcomes include educational
attainment, employment, avoidance of dependency,
homelessness, non-marital childbirth, high-risk
behaviors, and incarceration.

• HHS must also collect data necessary to track how
many children are receiving services, and imple-
ment a plan for collecting needed information. HHS
must also report to Congress and propose state
accountability procedures and penalties for non-
compliance.

Note: Courtesy of Child Welfare League of America (1999).
Foster Care Independence Act of 1999. Retrieved on Nov.
11, 2006 from, http://www.cwla.org/advocacy/indlivhr
3443.htm.
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medications, the primary care provider can contact phar-
maceutical companies in an attempt to receive medications
free or nearly free of cost (see "Partnership for Prescription
Assistance" in Table 2 for more information). The primary
care provider should also inform individuals about free clin-
ics in the community and other non-profit health organiza-
tions. While this may only provide episodic care, continuous
and coordinated primary and specialty adult care is still the
goal.

Community Services
Independent living. The Foster Care Independence Act

also provides federally funded services to support indepen-
dent living. The renewal of this initiative in 1999 allowed
funding to be doubled for independent-living services to
$140 million and established a $500,000 minimum allot-
ment for states to use for housing, education and employ-
ment assistance (see Table 4 for a summary of the FCIA).

Although the federal government developed the FCIA to
help facilitate transition services for adolescents aging-out
of foster care, the quality and availability differ from state to
state. Few states have provided adequate assistance with
education, employment, and housing, while even fewer
states have provided needed health and mental health ser-
vices or assistance in developing support networks
(Massinga & Percora, 2004).

Recognizing the need for higher quality services, the fed-
eral government recently has taken further strides to pro-
vide assistance to youth transitioning out of foster care
(National Conference of State Legislators, 2006). Certain
states have extended the age for housing and provided
grants and tuition waivers for college. Extending the length
of time in foster care in order to utilize public services has
been suggested. In Florida, for example, an individual antic-
ipating discharge from foster care can petition the court
before their 18th birthday to extend the court's jurisdiction
for 1 year in order to identify appropriate support services
(National Conference of State Legislators, 2006). During
this time, the adolescent remains eligible to receive housing
and transitional support through mental health and devel-
opmental disability services until they are able to find suit-
able aftercare support (National Conference of State
Legislators, 2006).

The primary care provider should be aware of indepen-
dent living programs in the community for the adolescent.
Funded by the Chafee FCIA Independent Living Program,
the Independent Living Services Program provides life skills
such as money management, locating housing, transporta-
tion, career development, job searching, daily living skills,
communication skills, as well as substance abuse and pre-
ventive health education classes (National Child Welfare
Resource Center for Youth Development, 2000). The pro-
gram also matches adolescents with adult mentors who pro-
vide emotional and personal support.

Lastly, accessing safe and affordable housing for adoles-
cents transitioning out of foster care is a priority. Historically
there has been an overrepresentation of people with a foster
care history in the homeless population (O'Sullivan &
Lussier-Duynstee, 2006). In 2005, California raised the age
limit for eligibility into the transitional housing program for
youth transitioning out of foster care from 21 to 24 years
old. Several programs have been implemented to help with
this process (see Table 2 for housing program options).

Educational opportunities. Future goals with regard to
college or employment should be discussed early. The
provider should evaluate what steps the individual is taking
to reach those goals and, if appropriate with consent of the
adolescent, contact the school counselor to determine what

assistance the educational system is offering to attain the
goals. Every effort should be made to involve the young
adult in decision making and establishing goals early to
ensure that they are on the right track.

Scholarships and financial aid are available for those in
foster care. Education and Training Vouchers will pay up to
$5,000 per year towards college expenses. Similar pro-
grams such as the Guardian Scholars Program (www.fuUer-
ton.edu/guardianscholars) and the Orphan Foundation of
American (www.orphan.org) will provide funding for higher
education (CWLA, 2005). Primary care providers can
encourage the adolescent to contact their case worker to
obtain an application or apply online (see Table 2 for edu-
cational opportunities and scholarships).

For adoiescents in foster care with special health care
needs, the Individualized Education Program (lEP) can also
play an important role in facilitating the transition process.
Beginning at age 14, goals and interventions for completing
required course work are reviewed and an academic plan
established to reach post-high school goals. By 16 years of
age, transition planning is focused on setting-up programs
and services into adulthood, such as higher education or
training, employment, adult services, or independent living.
Working with school professionals is necessary in forming a
comprehensive, individualized plan of care for the adoles-
cent.

Identifying Adult Providers
One of the key components to ensuring successful health

care transition is identifying an appropriate adult health care
provider who understands growth and development and is
sensitive to the young adult's health issues. Healthy People
2010 has recommended that transition services be estab-
lished for adolescents with, or at risk for chronic and dis-
abling conditions (MCHBN, 2001). They should be offered
appropriate adult health care options within their communi-
ty. The pediatric primary care provider can facilitate the
transition process by identifying and personally contacting
appropriate adult primary and specialty providers in the
community. After permission is granted in accordance with
Health Insurance Portability & Accountability Act (HIPAA)
laws, the pediatric provider can send medical records or
other pertinent health information that might assist the adult
provider in establishing and continuing the adolescent's
care. The adolescent may also consider a family practition-
er at a clinic or facilities in the community receiving federal
funding for provision of care for the indigent. Often these
clinics will sustain care during episodic loss of health care
coverage.

Conclusion
Addressing the special needs of adolescents transitioning

out of foster care is a multi-faceted process that requires a
multidisciplinary approach. Foster care is not a flawless sys-
tem, and the complex personal and social issue that result-
ed in the child being placed in foster care often results in
long-term mental health and behavioral issues in young
adulthood. The primary care provider can play a central
health care coordinator role during this time of transition.

Implementing a thoughtful, individualized transition plan
early and making appropriate referrals to specialists, adult
providers, and community support programs are within the
scope of the primary care provider's role. It is important to
be aware of what services and community resources are
available to help direct these youths and to assist in the
coordination of services with other professionals, such as
social workers and educators, to attain the maximum sup-
port possible for adolescents transitioning out of foster care.
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It should be acknowledged that assisting adolescents in
transitioning into adulthood is a challenging task. Teaching
an individual about responsibility and independence is a dif-
ficult and on-going process that will require the develop-
mental expertise and patience of multiple well-trained pro-
fessionals working within the systems involved in the
youth's life (i.e. educational vocational, housing, and
health).
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