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ABSTRACT

Objectives: The aim of this study was to estimate the point prevalence of psychotropic med-
ication use, and to describe relationships between child-level characteristics, provider type,
and medication use among children in the child welfare system.

Methods: The National Survey of Child and Adolescent Well-Being is the first nationally
representative study of children coming into contact with the child welfare system. We ugsed
data from its baseline and 12-month follow-up waves, and conducted weighted bivariate
analyses on a smmple of 3114 children and adolescents, 87% of whom were residing in-home.

Results: Overall, 13.5% of children in child welfare were taking psychotropic medications
in 2001-2002. Older age, male gender, Caucasian race/ethnicity, history of physical abuse,
public insurance, and borderline scores on the internalizing and externalizing subscales of
the Child Behavior Checldist were associated with higher proportions of medication use.
African~American and Latino ethnicities, and a history of neglect, were aszocialed with lower
proportions of medication use.

Conclusions: These national estimates suggest that children in child welfare settings are re-
ceiving psychotropic medications at a vate between 2 and 3 times that of children treated in
the community. This suggests a need to further understand the prescribing of psychotropic
medications for child welfare children.
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INTRODUCTION

"3 HILDREN AND YOUTH in the child welfare sys-
- tem have disproportionately high rates of
emationa) and behavioral prablems (Clausen
gt al. 1998; Pllowsky 1995; Halfon et al. 1995;
Landsverk et al. 2002; Glisson 1996; Zima et al.
2000a) and mmental health service use (Halfon
et al.1992a; Halfon et al. 1992b; Takayama et al.
1984; Harman et al. 2000; Garland et al. 1996),
Consequently, they may be more likely to be
preseribed psychotropic medications. Estimates
af childzen in child welfare settings with be-
haviaral, emotional, or developmental symp-
toms warranting services range widely between
27% and 80% (Halfon et al. 1995; Clausen et
al. 1998; Zima et al. 2000a), and 40%-60% of
children in foster care meet criteria for at least
ane Diagnostic and Statistical Manual of Men-
fal Disorders, 4th ediion (DSM-IV) diagnosis
(Landsverk et al. 2002). In a Los Angeles county
study of school-aged children in foster care, al-
most 20% had a clinical presentation for which
medication trealment is either of demonstrated
efficacy or recommended by clinical consensus
anel, of these children, slightly less than one
laalf had ever received medication treatment
(Zima et al. 1999a).

During the past decade, psychotropic med-
ication prescriptions among children in gen-
eral have increased two- to three-fold (Rushton
and Whitmire 2001; Olfson et al. 2002; Zito et
al. 2002; Zito et al. 2008), with a particularly
rapid rise among youth enrolled in Medicaid
(Goodwin et al. 2001; Martin et al. 2002; Martin
et al. 2003; Qlfson et al. 2003). Prescription
of combinations of psychotropic medications
has alsp appreciably incressed during this
time, outpacing the scientific evidence to sup-
port their effectiveness and safety (Jensen etal.
1999; Olfson et al. 2002; Zito st al. 2003). In ad-
dition, findings from earlier studies of pre-
scription medication trends suggest that girls
and children from African=American and
Latino ethnicities are less likely to receive psy-
chotropic medication treatment (Jensen et al.
1999; Rushten and Whitmire 2001; Martin et
al. 2002; Olfson et al. 2002; Safer et al. 2003;
Zito et al. 2003), but national data suggest such
disparities in medicalion use may be narrow-
ing (Olfson et al. 2002).
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Furthermore, psychotrapic medication pre-
seribing may vary by provider type. Of all
physician office visits that included a psycho-
tropic medication prescription nationally, 61%
were [o a primary-care provider, 25% were to a
psychiatrist, and the rest were to other physi-
cians (Zito et al. 1999). This higher ratio of pri-
mary-care physician visits is also seen in adult
samples of individuals with a psychotzopic
medication prescription (Pincus et al, 1998). In
a national managed-care organization sample,
pediatricians were more likely to be the fivst
prescribers of stimulant medication and psy-
chiatrists were more likely to prescribe SSRI
medication (Shatin and Drinkard 2002).

Few studies, however, have examined psy-
chotropic medication use among children in
the child welfare system, or explored how
such use varies by child-level factors or pro-
vider type. A study of school-aged children in
out-of-home placement found that 16% had
ever taken psycholropic medication, and Cau-
caslan and biracial children had very high
odds of receiving such treatment, compared to
their Lalino and African-American counter-
parts after adjusting for clinical need (Zima et
al. 1999b). Another study of Medicaid-anrolled
foster-care youths found that 30% had re-
ceived psychotropic medications (dosReis et
al. 2001). Nevertheless, few definitive conclu-
sions can be drawn, as these studies were lim-
ited to single counties. Also, these studies
focused on children in foster eare. The major-
ity of children who enter the child welfare sys-
tem and receive health and child welfare
services are, however, maintained within their
own homes (are placed “in-home”). Less than
one fifth of all children investigateel for child
mallreatment are placed “put-of-home”—a
placement category that includes children
placed in foster care (U.S. Department of Health
and Human Services 2004), Hence, while these
studies increase our understanding of children
in foster care, they are not representative of the
overall population of maltreated children in
the child welfare system.

To begin to address this gap, we estimate the
prevalence rate of psychotropic medication
use amang the first nationally representative
sample of children in the child welfare syatem.
We deseribe how medieatipn use varies by pre-
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dispesing (i.e., sociodemographic characteris-
tics, maltreatment histery), enabling (i.e., in-
suraneg, placeament), and need (behavior
prablems) variables, uging a well-established
help-seeking model (Andersen and Davidson
2001). We then explore differences in medica-
tion use between children with a past-year
history of three types of pravider visits—spe-
cialty mental health provider only, primary-
care provider only, ar both types of providers.

METHODS

Data soyrces

The National Survey of Child and Adoles-
cent Well-Being (NSCAW) is the first national
probability study of children investigated for
child abuse and neglect. NSCAW is a Jongitu-
dinal panel study whose baseline wave sam-
plad 92 primary sampling units (P5Us) spread
acrose 97 counties nationwide. NSCAW de-
fined PSUs as geographic areas served by a
single child welfare agency. These PSUs were
generally contiguous with counties (although
some small counties were aggregated into a
single PSU), and were sampied proportionate
to the size of the child welfare population resi-
dant within them. The original design called
for sampling 100 P8Ug, but child welfae regu-
latiens within 8 of these PSUs prectuded sur-
vey administration, resulling in the final sample
of 92 PSUs.

Within each P8U, children who were sub-
jeets of child abuse ane neglect investigations
by the child welfare system within a 15-month
time period, beginning in Qectober 1999, were
samypled. These children were aged from birth
to 14 years (at the time of sampling). The ma-
jority of these children (87%) resided within
their own homes, and the rest were placed
out-of-home (a category that included childran
in famlly foster care). Data within NSCAW is
abtained from interviews of children, their
caregivers, their child welfare workers, and
teachers. Unweighted response rates were 84%
for child welfare workers, and 72% for pri-
mary caregivers. NSCAW uses weighting pro-
cadures to ensure that responge biasss ave
minimal and do not affect findings from the

study. These and other dstalls regarding the
design and information cantained within the
NSCAW data are available elsewhare (Dowel
etal. 2002; NSCAW Research Group 2002).

We used data from the baseline wave to gen-
erate our independent variables, and data from
the 12-month follow-up wave (fielded betwesn
October 2000 and March 2002) to abiain informa-
tion abgut our depeneent variable of psychotro-
pic medication use. We used data on all children
for whom an investigation had been opened by
child welfare agencies within NSCAW’s 15-
month sampling time fraxne. NSCAW also con-
tains an additipnal sample of children in foster
care for approximately 1 year at the time of sam-
pling. We excluded these children because their
addition would have skewed the prevalence of
psychatropics upward, and would have limited
the generalizability of our findings. We alao ex-
cluded children below 2 years of age because
our indicator of clinical need is not normed for
this age range. Our final sample consisted of
3114 children,

Study variables

Dependent varinble. From NSCAW's 12-month
follow-up data, we extracted the variable of eur-
rent use of psychotropic medication. NSCAW
defines this variable as “a prescription or mag-
ication for emolional, behavioral, learning, at-
tentional, or substance-abuse problems.” We
choge current use in order io be certain that the
provider visit preceded in time the consumption
of the psychotropic medication.

Independent variables, Predisposing characteristics
included child age, gender, and race ar athnie-
ity (extracted from NECAW's caregiver inter-
views), and maltreatment history (extracled
from NSCAW’s child welfare worker inter-
views), Categarjes of physical abuse, sexual
abuse, negleet, and abandonment were di-
chatomized such that a chilel copuld have more
than ene type of abuse coded.

Enabling resources included child placement
stalus (in-home versus out-of-home), as iden-
tified by the child’s welfare worker, and the
insurance categories of public insurance (Med-
icaid), private inaurance, fedaral (CHAMPUS),
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ard uninsured obtained from caregiver inter-
views. Because only 39 children had a federal
health insurance policy, and because federal in-
surance programs resemble privale insurance
mare than Medicaid, we grouped them along
with privately insured children into a single
catagery of “Private+Federal.”

Our need variable was the identification of a
prabalkle hehavioral disorder if the child had
scorgd in the horderline clinical rangg for an in-
ternglizing or externalizing behavicr problem,
as dafined as a standardized scote above 0, on
the respective subscale of the Child Behavior
Checldist (CBCL) (Achenbach amd Hdelbrock
1988). The CBCL is a well-established screening
measure of childhood behavior problems that
has been successfully used in (oster-care child
samples (Zima et al. 2000a; Garland et al. 1996),
and has moderately high reliability and validity
(Achenbach and Edelbrock 1983). The CBCL
is norm-referenced for large populations, and,
therefore, sociceconomic status and race have
little effect on the measured scoring indices
(Achenbach and Edelbrock 1983).

Prowider wvigit varinble. From NSCAW’s care-
giver interviews, we abtained data on whether
the child had seen a specialty mental health
provider (paychiatrist, psychologist, a psychi-
atric nurse, or a psychiatric soclal warker), a
nonspecialty provider (“family doctor or any
othsr medical dactor”), or both types of pro-
viders for an “emoiional, behavioral, learning,
attentional, or substance abuse problem” in
the 12-month period following the basgline in-
terview, Children who had beentoa ”...men-
tal health or community health center for any
of thoge problems” were also classified as hav-
ing sought specially care.

Analyses

Data were weighted to account for the sam-
pling design that involved stratification and
sampling within PSUs (stratum and PSU
weights), as well as probability of selection.

Bivariate analyses were conducted using
chi-aquare teste for categorieal variables. All p
values ware caleulated on design-based F tests
that accounted for the weighting.
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All analyses were performed in versicn 8 of
Stata (StataCorp 2003). This secondary data
analysis was conducted under a certifigate of
exemption from review obtained from our In-
stitutional Review Board.

RESULTS

Sample characteristics

Children in the sarnple had a mean age of
8 years (95% CI, 7.7, 8.2), 46% (n = 1479) were
boys, 47% were Caucasian, 28% were African-
American, and 18% were Latinp/Latina (all
percentages are weighted), Physical abuse was
the most frequent type of abuse experienced
(33%), followed Dby negleci (17%) and sexual
abuse (12%). The most frequent insurance cov-
erage was Medicaid (62%), and most children
were living at home (87%). On the CBCL, 39%
of children had a score above 60 on the exter-
nalizing scale, and 28% of children had a score
above 60 on the internalizing scale. Fourtazn
percent of the children saw a specially mental
health provider only, 3% saw a nonspesialty
mental health provider only, and 5% saw both
a specialty and nonspaecialty provider for a
mental health problem,

Charactaristics of children taking
psyehotropic medications

A total of 13.5% of children (n = 473) were
taking psychotropic medication at NSCAW's
12-month follow-up (Table 1). The mean age
of children on medication was 10 years (95%
CI, 9.5, 10.5) while that of children who were
not on medication was 8 years (95% CI, 7.3,
7.9; p < 0.001). The proportion of medication
use among children aged between 12 and 16
years was seven Umes greater than that
among children aged between 2 to 5 years,
Male gender, Caucasian race/ethnicity (F =
19.7; p < 0.001), history of physical abuse, pub-
lie ingurance status, and having a score abeve
60 on either subseale of the CBCL were signif-
icantly associated with medication use. African-
American (F = 6.7; p = 0.01) and Latine
race/ethnicity (F = 9.0; p = 0.003), history of
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TADLE 1: CHARACTERISTICE OF CRiLD WELFARE CHILDREN DY MBOICATION STATUS
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Tiking psychotropic medication

Weighted % of children

Variable name {umaeishted n) taking aedicalfon PRI
Yes Mo
Tatal 473 2p41 135
Predipposing Chiraclerislics
Child pge
2-5 yearp 43 a01 3.6 <0.001
6-11 years a 1153 15.4 003
12-16 yoars 160 571 21.6 (002
Child gender
Boy 308 1171 19.6 <0001
Girl 165 1470 7.7
Child race/athnicity =00
Alrjcan-American 1156 786 9.2
White 373 1191 182
Lating/Latina 49 463 74
Othor race 35 197 14.9
Ennbling Resmircss
Type of abuse
Bhysical 181 760 196 <0,001
Sexua) 84 445 132 09
Meglect 47 411 83 0.04
Abandonment 2b 11 156 o7
Type of insurance
Pubilic 385 1763 16,0 0.007
Private + Federal 73 630 11.2 02
Uninsured i5 234 54 Q.02
Flacgment
Qul-afrhome 178 603 181 (108
In-hame 285 2038 i2.8
e
CBCL scove
%60 on the axlemalizing 350 8a3 272 <001
yeale
>60 on the internalizing 285 Ge0 30.8 <0.001
scale
Pryviiler Type
Past year visit to
S?HQinl_ry provider 190 386 41.8 <001
Nongpecialty provider 42 43 41.7 <0,001
Both types of providers 139 62 69.6 <0.001

dbsew-aligns with ihcumplelu data were not excluded in bivariate analyses, and so Ns may vary :-'Iighti}; :\r:rm:sn
two-way analyses. CBCL, Child Bohavier Checklist.
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naglect, and heing uninsured were negatively
assaciated with medieation use. Histories of
provider visils were equaily significant in
being agsogiated with psychotropic medica-
tion use, slthough a grealer proportion of co-
managed ghildren (i.e,, those who saw both
gpecialty and nonspecialty providers) were
tuking psychotropic medicalions.

Characteristics of children toking
yiedicatipns by provider type

Table 2 shows the characteristics of ehildren
taking psychotropic medication by type of
provider visit, A greater proportion of sexually
abused children taking psychotropic medi-
cations had seen specially providers or had
comanaged visits (68%) than nongpecialty pro-
viders (3.2%). Nearly twice the proportion of
children taking psychotropic medications who
had a borderline clinjcal score for an external-
izing disorder were comanaged (26%) when
compared to children who had normal scores
on that subscale of the CBCL (only 13.9% of
these children were comanaged; p = 0.049) (not
shown in Table 2). Children with a bordarline
clinical score for an internalizing disorder who
wase taking psychoiropic medicalions had a
greater proportion of specialty proviger visits
(48.6%) compared to children who had normal
seoves on that subseale of the CBCL (29.8%; p =
0.04) (not shown in Table 2).

DiECUSSION

Thig is the first stucdy to describe the preva-
lerice af psycholropic magication uge in a na-
tonal sample of children in the child welfare
sysiem. Studies that have analyzed statewide
Medicaid samples have generally reported
prevalence rates of 5%~6% of psychotropic
medieation use amang children (Martin el al.
2008; Zite et al. 2003). The rates of medication
uge among commercially insured children are
even lower—appreximately 4% (Hong and
Shepherd 1996, Stein st al 2001). Our rate of
18.5%, thus, represenis a two- to three-fold
greater prevalenee of paychetropie medication
use among children being treated in the child
waelfave systan. Also, bacanse of our desire to
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ensure that the provider visit precaded med-
ication use, we foeused on current use of
psychoirapic medication at the time of the
fallpw-up interview. Qur estimate is, therefore,
an estimate of point prevalence, It is likely thal
many more children in the child welfare sys-
tem will consume psychetrapic medications if
measured over a period of time.

Because our data set lacks a measure of nead
for psychotropic medicaiion use (such as diag-
npstic information), we are unable to camment
on the appropriateness af such use. It i well
known that children in child welfare are a
population with high needs for mental health
care (Clausen et al, 1928; Halfon et al. 1995;
Landsverk et al. 2002; Ziina et al. 2000a), and
may have greater access to services through
the efforts of their assigned child welfare
workers (caseworkers). Our findings, then,
may be a reflection of the ability of ehild wel-
fare systems to obtain mental health sprvices
for children under their care.

On the other hand, there may still be high
unmet needs eccuiring among this popula-
tion; 28% and 39% of our sample had berder-
line clinical scores on the internalizing and
externalizing subscales of the CBCL, respac-
tively. Some of these children might have dis-
orders requiring medication. And given that
Zima et al. (1999a) found that mave than half
of school-aged foster cave children jn a county-
wide sample who had a paychiatric disorder
that merited a medication evaluation had not
received medication, it seems clear that child
welfare children have significant barriers to
medication use. Further research that incarpo-
rates diagnosis and othar clinical measuves of
need is required to batter understand medica-
tion use among these ehildven.

That a greater proportion of elder children,
boys, and those of Caueasian race/ethnicity
receive psychotropic medieatians s consistent
with studies examining this jasue among foster
children (Zima et al. 1999a), and among chil-
dren recejving services through publie-sector
agencies (Leslie et al. 2003). Our finding of
medication use among a greater proportion of
physically abused children and a lower pro-
portjon of neglected children is alsg consistent
with studies that report greater service use for
children who are “actively” maltreated (physi-
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TARLE 2. CHARACTERIETCS 0F CHILD WELFARE CrrprEd TARING PeYCHOTROPIC MEBICATION

193

Type of pronider visitad in past year

Ouly speeial by Clm'g-,f' non-specially Baih | ypas of prociders
Varfablg nane 1 {wpeighted 95) 1 (weighled %) n (weighted %)
TOTAL 190 (42) 42 (10.6) 139 ¢23.1)
Pradisppsing Characteristics
Ehild age
2-5 yaurg 11 (30.7) 6(13.9) 17 (334
G-yanrs 111 (42.3) 27¢13,3) £9 (20.0}
12-16 years A4 (dg.g) 9 (5-6) 53, (26‘1}
Child gender
Boy 120 (42.7) 26 (9.5) 95 (24.0)
Givl 70 (i0.8) 16 (13.3) 46 (30,8)
Child rage/ethnigity
African-American 46 (39.1) 10 (8.7) 32(31.8)
White 104 (40.5) 28 (12,3) 83 (19.1)
Latinn/Latinn 22 (83.5) 2 (4.3) 14 (18.6)
Other race 17 (47.3) 2 (9.5) 10 (26.0)
Ennlling Besgurees
Type of abuse
Flysical 80 (48.8) 10 (6.5) 54 (28.6)
Sexual 35 (AL.0) 8 (3.2p 26 (12.0)
Meglect 18 (56.7) 3(6.3) 14 (131.4)
Abandonment 13 (37.0) 1 (4.3) 8 (37.0)
Typao of ingurance
Publie 157 (41.5) 30 (11.6) 114 (20.8)
Brivate + Eederal 27 (43.9) 10 (8.4) 22 (28.5)
Uninsured 6 (44.8) 2 (4,6) 3 (35.7)
Flagemnpgnt
Ouiraf-home 71 (10.3) 12 {12.6) £z (36.1)
Inzhome 119 (42.4) 30(10.2) 77 (22.B)
Megd
CBEL spore
360 on fhe externalizing 150 (43.3) 26 (10.2) 11387
reale
=60 op the internalizing 124 (48.6)* 20(0.1) 42 (22.3)
seale
* <0.05, "1,

1Flipse purcentnges do nat add up to 100 either beeanse some children were taking psyehotropic medications pror
to entry into NECAW, or because they received their medications during the course of a hospitalizatlon rather than

an pmbulntory visit.

cally or sexually abused) rather than “pas-
stvely” maltreated (neglected or abandoned)
{(Garland ef al. 1996), While previous research
has shown little or no impact of insurance on
ugse of ambulatory mental health services
among children (Glied et al. 1997; Glied et al.
1997; Burns gt al. 1995; Burns ef al. 1998), we

found—like Olfson at al. (2002)—that a smaller
proportion of uninsured children (5.4%) were
taking psychotropic medications when com-
pared to those insured (14.4%; p = 0.02). Most
of the research cited above relies on data epl-
lected prior to 1995, and it is likely that our
data reflect changes in the health-care market-
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place beginning in the late 1990s, such as the
penetration of Medicaid managed care into
child-gerving systems.

Interpretation of these findings should take
inte account several limitations. Partly owing
to small sample sizes, our study does not per-
mit ug to identify many associations between
type of provider visit and uge of psychotropic
medication. Our preliminary finding that a
greatsr proportion of children with a history
of sexual gbuse receive specialty or coman-
aged care is congistent with literature that
suggests the exisfence of defined referral path-
ways toward specialty care for such ghildren
(Garland et al. 1996). Similar pathways nay
aperate for childeen with higher behavioral
symptom seores.

Algo, because our provider history is based
upon parent and earegiver report, we do not
have a way to determine with certainty which
category of provider prescribed the psycho-
trapic to the child. The lack of diagnostic infoy-
mation limits discussion on the appropriateness
of care received by the children in our sample.
Finally, our data set does not contain informa-
tien on the type, dosage, and duration of psy-
chotropic medications consumed by the child,
further limiting conclusions regarding appro-
priateness.

COMCLUSIONS

In conelysion, this study presents the first
nationally ropresgrtative astimates for paycho-
tropic medication use among child welfare
populations. Further research examining the
types of psychotrapic medications praseribed
to children, the diagnostic indieators for such
preseription, and the characteristics of the pro-
vider deing the prescribing is needed to de-
velop programs ta improve the guality of care
for this highly vulnerable population.
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