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EXECUTIVE SUMMARY
The Maine Pediatric Rapid Evaluation (PREP) Program is designed to assist in providing quick and complete information about the psychological and medical needs of children shortly after their first placement in foster care.  This study is based on data collected on children residing in six central Maine counties who entered foster care between 1999 and 2005.

· Over the six-year study period, 996 children age 0-17 entered foster care; a population annualized rate of 2.2 per 1,000 children.  

· One in five of these children had three or more medical problems identified on their first medical exam at their first PREP visit. 
· Asthma (18%), delayed dental care (13%), sleep cycle disturbance (12%), vision abnormalities (13%), otitis (11%), atopic dermatitis (9%), and enuresis (7%) were common in these children.  One in four children had immunization delay.  

· A special focus of this study was to evaluate body mass index percentiles.  We found that one in five of these foster care children were overweight.  Among teens, 22 percent were overweight; a rate double the 10.9 percent rate reported for Maine high school students.    

· Foster care children with both post-traumatic stress disorder and depression were 3 times as likely to be overweight compared to foster care children with no mention of post-traumatic stress disorder or depression. 
· Among the 996 children age 0-17, 577 (58%) had either a behavioral disorder, developmental delay, or learning disorder.  Forty-two percent had at least one behavioral disorder and the rate increased to 73 percent for teens.  
· Among teen children age 12-17, depression was twice as likely in females (24%) compared to males (12%) while ADHD was more likely in males (26%) compared to females (6%).

· The 996 children entering foster care had high rates of reported abuse and domestic violence in the family; over one-third of these children had four or more adverse events reported. 
· One in four children had instability in placement (3 or more placements) during the first year. 

· The proportion of children with multiple placements during the first year increased with age.  Younger children age 2-5 (16%) and age 6-11 (24%) were less likely to have multiple placements during the first year compared to teen children age 12-17 (42%).    
· Compared to children with first placement in a foster parent home, children with first placement in an agency-group setting were more than twice as likely to have placement instability.

· The rate of substance abuse and tobacco abuse among teens was 16 percent.  
This report describes significant behavioral, developmental, placement and health status problems for children entering foster care in a largely rural area of Maine.  These results underscore the need for comprehensive policies to assess the needs of these children as they enter foster care.

BACKGROUND
Although numerous studies have indicated that children in foster care have more serious and chronic medical, mental health, and developmental problems than other children receiving Medicaid services, research has shown that these problems are not always identified or treated.1-4   A high proportion of children in foster care have experienced significant abuse and other adverse events.  The Adverse Childhood Experiences (ACE) Study is a decade-long collaboration between Kaiser Permanente’s Department of Preventive Medicine in San Diego, California, and the Centers for Disease Control and Prevention.  Results of the ACE study have demonstrated that health risk behavior and poor health status of adults are associated with abuse and other adverse experiences during childhood.5,6
The Pediatric Rapid Evaluation Program (PREP) is a program designed to assist in providing quick and complete information about the psychological and medical needs of children shortly after their first placement in foster care.  For each child, the intervention included collection of information from a medical examination and record review, a psychological evaluation consisting of a psychosocial assessment with review of prior testing, evaluations and mental health treatment notes, and information about adverse events and abuse from court affidavits.  This information was provided in a report for each child to the courts to facilitate a better response to the needs of children in foster care.  The project is a collaborative effort between the Maine Department of Health and Human Services and MaineGeneral Medical Center.
For this study we use data collected from the PREP project to describe adverse events, behavioral problems,   developmental problems, placement turnover, use of medications, and medical problems in children entering foster care.  A special focus of this project was to evaluate body weight problems in this group of children and determine what factors in the data collected might be associated with a child’s body mass index (BMI) percentile.  
DATA SOURCES AND MEASURES
Selection Criteria
The study population consisted of children age 0 to 17, residing in the Maine counties of Kennebec, Knox, Lincoln, Sagadahoc, Somerset, and Waldo who entered foster care between 1999 and 2005.  Every child entering foster care in the six county region was referred to PREP for an evaluation on entry into temporary state care and again 7 to 12 months later. (The data presented is from the first visit only.)
Adverse Childhood Events

Adverse childhood events and abuse results obtained from the DHHS Caseworker and the court affidavits at the time of the child’s entry into state care were recorded.  These data included death of a parent, domestic violence in the family, neglect, emotional abuse, physical abuse, and sexual abuse.  Previous studies indicate that parent incarceration, mental illness, or substance abuse by a child’s household member is also associated with health risk behavior and disease.5,6  Information about the parents of these foster care children (incarceration, mental illness, substance abuse) was requested but was not available at the time of this analysis.  
Medical and Psychological Problems

Each child received a medical exam and an evaluation for psychological or social issues within a few months of their first placement in foster care (mean=71 days (95% CI 21-161 days), median=53 days).    Data collected included body weight, height, medical problems (e.g. asthma, enuresis, delayed immunization), medications (e.g. antidepressants, stimulants), behavioral (e.g. ADHD, depression), developmental delay, and learning problems.  From these data we selected a set of medical problems and psychological and social problems to evaluate.  Behavioral disorder for a child was defined as the occurrence of ADHD, adjustment disorder, bipolar disorder, conduct disorder, depression, oppositional defiant disorder, parent child relational problem, or post-traumatic disorder.
Body Mass Index (BMI) Percentile

Height and weight were collected for each child on the first medical exam date after foster care placement.  The body mass index (BMI) and BMI percentile for age and gender were computed electronically using the Center for Disease Control, SAS (Statistical Analysis System) program for the 2000 CDC growth charts.7  

BMI percentile is not computed for children under age 2.  The 750 children age 2 to 17 used in the BMI percentile study were grouped according to the following classification of BMI percentile: >95% overweight, 85% to 95% risk of overweight, 5% to 85% normal, and <5% underweight.   

BMI percentiles computed electronically from the CDC SAS program were validated against BMI percentiles reported by manual review of growth charts.  A Pearson correlation coefficient of 0.96, p<.0001 indicated a high degree of correlation between the two methods; the CDC computed BMI percentiles were used for this study. 

Age and Gender

The age for each child was determined on the date of their first medical exam following entry into foster care.  For analysis, age was grouped into four categories; birth to 24 months, 2 to 5 years, 6 to 11 years, and 12 to 17 years. 

Placements in Foster Care

For each child, each foster care placement up to 365 days from the first placement date was tracked.  From this data we determined the number of placements each child experienced within the first year of entry into the foster care system.  For analysis we grouped the children into two cohorts; those children with less than three placements and those children with 3 or more placements.  Children with one or two placements were combined because of the possible use of “bridge” homes.  Some of the children in this study may have been returned to their parent’s home during the year but the date of that return was not available.  Therefore, no data were available to adjust the number of placements (numerator) for each child by the exposure days (denominator) between first placement date and termination of foster care for children that may have terminated foster care.
For each child we determined the type of foster care on the first placement and compared children placed with foster parents to children placed in agency-group setting.  In an agency-group setting, care is delivered by a group of providers who rotate.  Infants age 0-1 were excluded from the placement analysis because the first placement record for some infants included infants assigned as agency in the hospital or placed with their birth mothers living in a group home setting.
Analysis Methods and Limitations
All analyses were conducted using SAS Version 9.1.3 (SAS Institute Inc, Cary, NC).  Analyses were stratified by age group and gender.  Bivariate analyses were performed to evaluate the associations between two or more variables.  For bivariate analyses we report crude odds ratios and Mantel-Haenszel odds ratios adjusted for age group and gender.  Infants age 0-1 were excluded from all bivariate analyses because no BMI percentile was calculated.  Analyses of depression and ADHD were restricted to foster care children age 6-17 because there were insufficient cases of depression or ADHD in children under age 6. 

The primary focus of this study was to describe the adverse events, behavioral problems, medical problems, placement type and number of placements by gender and age group for this population of children entering foster care.  
Second, we sought to evaluate in the bivariate analysis the following associations:
· Were adverse childhood events associated with behavioral disorders?
· Was first placement in an agency-group setting associated with multiple placements, any behavioral  disorder, multiple medical problems, overweight or at risk overweight, depression, ADHD, or post-traumatic stress disorder?
· Were behavioral disorders, post-traumatic stress disorder, depression, or ADHD associated with multiple placements, multiple medical problems, overweight, or at risk overweight?
· Was the use of antidepressants associated with overweight children and use of stimulants associated with underweight children?
This descriptive study of foster care children in Maine was limited to the data collected for the project.  The following specific limitations are noted:

(1) Information about the parents of these foster care children (incarceration, mental illness, substance abuse) other studies was requested but was not available at the time of this analysis.     
(2) The causal mechanisms for being overweight are complex.  Genetics, diet, physical activity, poverty, race, use of sedentary forms of entertainment, and family characteristics have all been identified as potential factors contributing to weight problems in children.  Data on these factors were not available for this study.  

(3) A valid control group was not available to compare these foster care children to.
(4) This was a descriptive study of the status of these children at time of first entry into foster care, and associations between the variables collected were analyzed.  Lacking a temporal component in the data analyzed, we are limited in our ability to infer causality from the associations identified in these results.  
(5) This study is limited to a largely rural population in Maine and caution should be used in generalizing to all children entering foster care.  

RESULTS

Demographics

Over the six-year study period, 996 children age 0-17 entered foster care and PREP; a population annualized rate of 2.2 per 1,000 children.  Table 1 provides demographic information on the study population which included 246 infants age 0-1, 222 children age 2-5, 285 children age 6-11, and 243 teens age 12-17. Infants had the highest rate of entry into foster care and PREP (6.17 per 1,000) compared to teens (1.44 per 1,000).  There were more male children (521) compared to female children (475).  
Adverse Events

Adverse event and abuse results obtained from the DHHS Caseworker and the court affidavits at the time of the child’s entry into state care are presented in Table 2.  Domestic violence was identified for 635 (64%), parent death for 52 (5%), physical abuse for 445 (45%), and sexual abuse for 262 (26%) of these children.  Neglect was identified for 882 (89%) of these children.  Female children were more likely to have sexual abuse reported (32%) compared to male children (21%).  Among the 996 children, 349 (35%) had four or more adverse events.  The proportion of children with four or more adverse events was higher in children age 2-5 (40%) and children age 6-11 (41%) compared to infants (24%) and teens (34%).
Behavioral Disorders and Developmental Problems
Information from the psychological evaluation during the first visit after placement is provided in Table 3.  Among the 996 children 423 (42%) had some form of behavioral disorder.  Adjustment disorders (18%), post-traumatic stress disorder (16%), and ADHD (7%) were the most common disorders.  The proportion of children with a behavioral disorder increased from 33% among children age 2-5, 60% among children age 6-11, to 73% among teens age 12-17.  Among teen children age 12-17, depression was twice as likely in females (24%) compared to males (12%) while ADHD was more likely in males (26%) compared to females (6%).  
Developmental delays were found in 168 (17%) and learning disorder or mental retardation was found in 85 (9%) of the children.  Among teens, a learning disorder and or mental retardation was identified in 40 (16%) of the children.
Among the 996 children age 0-17, 577 (58%) had either a behavioral disorder, developmental delay, or learning disorder.  Among teens 78 percent had any behavioral disorder, developmental delay, or learning disorder.
Medical Problems

Information from the medical records during the first medical visit after placement is provided in Table 4.  Asthma (18%), delayed dental care (13%), immunization delay (27%), sleep cycle disturbance (12%), vision abnormalities (13%), otitis (11%), atopic dermatitis (9%), and enuresis (7%) were common in these children.  Seizures were identified for 19 (2%) and circulatory or cardiovascular problems were noted for 28 (3%) of the children.  The rate of substance abuse and tobacco abuse among teens was 16 percent.  

Among children age 2-17, 146 (20%) were overweight (BMI percentile >95%), 128 (17%) were at risk to be overweight (BMI percentile 85-95%), and 21 (3%) were underweight (BMI percentile < 5%).  Figure 1 identifies rates of overweight by age group and gender.  Children age 2-5 were less likely to be overweight compared to children age 6-11 or teens age 7-12.  Teen females were more likely to be overweight compared to teen males while younger males were more likely to be overweight than younger females although these relationships were not statistically significant.  
Among seventeen medical problems selected for this analysis, 219 (22%) of the children had 3 or more problems identified from their first medical visit.  The proportion of children with multiple medical problems 
increased with age; 91(37%) of teen children age 12-17 had 3 or more medical problems identified during their first medical exam.  
Psychotropic Medication Use

Table 5 provides information about psychotropic medication use by age and gender.  Overall, 130 (13%) of children used some type of psychotropic medication.  Medication use increased with age and 84 (35%) of teen children were using some type of psychotropic medication.  Among teen children, the most common medications used were antidepressants (19%), stimulants (14%), and anti-psychotics (10%).  Use of antidepressants was higher in female teens (23%) compared with male teens (13%).  Stimulant use was higher in male teens (21%) compared to female teens (8%). 

Placement Type and Number of Placements.

Placement information is provided in Table 6.  Among the 748 children, age 2-17 with placement data, 278 (37%) were first placed in an agency-group setting and 470 (63%) were placed in a foster parent setting.  Older teens (74%) were more likely to have an agency-group setting placement compared to children 2-5 (8%) and children 6-11 (29%). Among these children 286 (38%) had a single placement during the year; the highest number of placements was 13 for one child.  
The proportion of children with multiple placements during the first year increased with age.  Younger children age 2-5 (16%) and age 6-11 (24%) were less likely to have multiple placements during the first year compared to teen children age 12-17 (42%).    Among teens 101 (42%) had three or more placements during the year and the rate for males and females was similar (41% and 42%).  Among younger children ages 2-5 and 6-11, males were more likely to have 3 or more placements during a year compared to females.
Bivariate Analysis of Associations
The bivariate analyses describe how two different variables (i.e. PTSD and overweight) are associated.  The degree of association is measured using the odds ratio.  An odds ratio equal to 1.00 would indicate no association between the two variables, an odds ratio greater than 1.00 would indicate the first variable (PTSD) increases the likelihood of the second variable (overweight) and an odds ratio less than 1.00 would indicate the first variable (PTSD) reduces the likelihood of the second variable (overweight).  A crude odds ratio of 1.56 for PTSD and overweight indicates that children with PTSD were 56 percent more likely to be overweight compared with children without PTSD.  A Mantel-Haenszel adjusted odds ratio of 1.38 indicates that children with PTSD were 38 percent more likely to be overweight than children without PTSD after adjusting for differences in age and gender.   
Results of the bivariate analysis of associations between key variables are presented in Table 7.  Infants age 0-1 were excluded from bivariate analyses.  Analyses of depression and ADHD were restricted to children age 6-17.
Were adverse childhood events associated with behavioral disorders?  
Based on the adjusted odds ratios (OR), there were no statistically significant associations between the occurrence of adverse events (parent death, domestic violence, emotional abuse, physical abuse, sexual abuse, neglect) and the measure any behavioral disorder.   A statistically significant association was found between the occurrence of four or more adverse events and post-traumatic stress disorder (OR, 1.66; 95% CI 1.15-2.39).  The occurrence of four or more adverse events was not associated with other health, behavioral, or placement problems measured.  

Table 7 also provides information on the frequency of both factors occurring. Among the 750 children age 2-17, 262 (35%) had both domestic violence and a behavioral disorder identified, 129 (17%) had both sex abuse and a behavioral disorder identified, and 194 (26%) had both physical abuse and a behavioral disorder identified.  
Was first placement in an agency group setting associated with multiple placements, any behavioral disorder, multiple medical problems, overweight or at risk overweight, depression, ADHD, or post-traumatic stress disorder?  
Among 750 children age 2-17, there were significant associations between first placement in an agency setting and multiple placements (OR, 2.49; 95% CI, 1.68-3.69) and agency setting and post-traumatic stress disorder (OR, 1.99; 95% CI, 1.30-3.07).  Among children age 2-17, 195 (26%) were placed in an agency setting first and had a behavioral problems, 127 (17%) were placed in an agency setting and had more than 3 placements, and 139 (19%) were placed in an agency setting and had more than 3 medical problems at their first exam.  

Among the 528 children age 6-17, there was an association between ADHD and first placement in agency (OR, 3.00; 95% CI 1.57-5.70) and some evidence of association between depression and first placement in agency setting (OR, 1.75; 95% CI, 0.90-3.39, p<.10).
Was any behavioral disorder, post-traumatic stress disorder, depression, or ADHD associated with multiple placements, multiple medical problem, overweight, or at risk overweight?  
Among 750 children age 2-17, any behavioral disorder was associated with having 3 or more medical problems (OR, 1.44; 95% CI, 1.02-2.04).  Post-traumatic stress disorder was associated with having 3 or more placements (OR, 1.91; 95% CI, 1.30-2.82) and with having 3 or more medical problems (OR, 1.70; 95% CI, 1.16-2.48); association with overweight was elevated but did not reach statistical significance.  Among children 2-17, 93(12%) had both a behavioral disorder and were overweight.  
Among 528 children age 6-17, there was an association between depression and overweight (OR, 1.99; 95% CI, 1.08-3.67); the association increased when children at risk for overweight were added in the analysis (OR, 2.15; 95% CI, 1.21-3.82).  Figure 2 displays rates for overweight by gender and depression status.  There was some evidence that ADHD was negatively associated with overweight (OR, 0.54; 95% CI, 0.26-1.12, p<.10).  
Was the use of antidepressants associated with overweight children and use of stimulants associated with underweight children?  
No statistically significant association was found between use of antidepressants and being overweight.  Although study numbers were small and the confidence interval was wide, use of stimulants was associated with a child being underweight (OR, 7.10; 95% CI, 1.7-29.8). 
Evaluation of Effect Modification: PTSD, Depression, and Overweight
Effect modification, also called interaction, occurs when one factor modifies the effect of another factor on disease.  When one factor augments the effect of another factor on disease the interaction is synergistic and when one factor reduces the effect of another factor on disease the interaction is antagonistic.   Synergy occurs when two factors act together to create an effect greater than the separate effects of the individual factors. The existence of interaction can be determined statistically using the Synergy Index.8  

We evaluated interaction as part of our bivariate analysis.  For foster care children age 6-17, we found that both depression and post-traumatic stress disorder were associated with each other and with overweight.  Testing for the interaction between depression, post-traumatic stress disorder, and overweight we found evidence of interaction (Synergy Index=5.2) for post-traumatic stress disorder, depression, and overweight.  Figure 3 displays odds ratio results of this analysis using children with no depression or post-traumatic stress disorder as the reference group.  The odds ratio 3.12 (95% CI, 1.35-7.24) for the combined effect of PTSD, depression, and overweight was greater than the individual effects of PTSD and depression would have predicted. †  
† Multivariate analyses controlling for other covariates (age, gender, first placement type, number of placements, and the number of adverse events) yielded similar results.

This analysis demonstrates effect modification between depression, PTSD, and overweight.  We cannot infer causality from this analysis since the data represents each child’s status at first exam. Lacking a temporal component in the data, we cannot determine if overweight may be the cause for depression or may be the result of depression.
Evaluation of Trends by Year of Placement in Foster Care
We evaluated 1995-2005 trends by year of child’s placement into foster care in key measures.  There was no evidence of trend in age, gender, placement, number of medical problems, or overweight.  The proportion of children entering foster care with a behavioral disorder and the proportion of children entering foster care using a psychotropic medication increased during the 1999-2005 period.
DISCUSSION
From the Maine Pediatric Rapid Evaluation Program (PREP) data base we have identified 996 children who entered foster care between 1999 and 2005.  The population-based incidence rate of 2.2 per 1,000 was similar to rates previously reported for children living in non-urban areas.9
Our results indicated that these children entering foster care had significant behavioral, developmental, placement, and health status problems.  One in five of these children had three or more medical problems identified on their first medical exam at PREP after placement.  One in four children had immunization delay suggesting a significant problem when compared to immunization rates reported for Maine by the CDC.10 Asthma, dental caries, and vision problems were prevalent in these children. 
Among the 996 children age 0-17, 577 (58%) had a behavioral disorder, developmental delay, or learning disorder.  Forty-two percent had at least one behavioral disorder and the rate increased to 73 percent for teens.  Developmental delay was found in 17 percent of the children overall and 41 percent of children age 2-5.  These findings are consistent with previous studies.1-4  One study reported that children in foster care were 8 times more likely to use mental health services than other AFDC children and average financial cost were 5.7 times higher than non-foster care AFDC children.11    
The 996 children entering foster care had high rates of reported abuse and domestic violence in the family; over one-third of these children had four or more adverse events reported.   High rates of sexual abuse were reported for both males and females.  We found that children with four or more adverse events were at significantly higher risk for post-traumatic stress disorder and had elevated risk for multiple (3 or more) medical problems at first exam.  A prior study reported that children with four adverse exposures had almost triple the risk of illness.12
Lack of placement stability for children in foster care has been associated with increased prevalence of behavioral problems, use of mental health services, and cost.13,14   In our study, one in four children had instability in placement (3 or more placements) during the first year with a significantly higher rate (42%) for teens.  We found associations between multiple placements and post-traumatic stress disorder.  Compared to children with first placement in a foster parent home, children with first placement in an agency-group setting were more than twice as likely to have placement instability.  Agency-group care is delivered by a group of providers who rotate, so a younger child may not attach as well to a group home caregiver. Older children and teens have been identified as having increased mental health needs. Some of these children are placed in temporary programs aimed at addressing their mental health or substance abuse treatment needs and after completing the program they move to a less restricted environment. Further study will be needed to better understand the reason for placement turnover in these children.
A special focus of this study was to evaluate body mass index percentiles.  We found that one in five of these foster care children were overweight.  Among teens, 22 percent were overweight; a rate double the 10.9 percent rate reported for Maine high school students.15   
The causal mechanisms for being overweight are complex.  Genetics, diet, physical activity, poverty, race, use of sedentary forms of entertainment, and family characteristics have all been identified as potential factors contributing to weight problems in children.  Data on these factors were not available for this study.  Childhood abuse or deprivation have been associated with increased risk of obesity.16,17  In one study of adults undergoing gastric bypass surgery, it was determined that 32 percent of the patients reported childhood sexual abuse and 37 percent reported some form child abuse or neglect.18   Obesity has been associated with depression.  Weight-related teasing and shame have been associated with depression with some evidence of increased difficulty for female children.19,20  In another study, youth above the 90th percentile in the depressive symptom score had two times the risk of being overweight.21
In this study, we found statistically significant associations between depression and overweight (BMI percentile >95%).  Adjusted for age and gender, depressed children were twice as likely to be overweight.  We also found 
an effect modification for post-traumatic stress disorder, depression, and overweight.  Foster care children with both post-traumatic stress disorder and depression were 3 times as likely to be overweight compared to foster care children with no mention of post-traumatic stress disorder or depression.
This report describes significant behavioral, developmental, placement and health status problems for children entering foster care in a largely rural area of Maine.  These results underscore the need for comprehensive policies to assess the needs of these children as they enter foster care.

RECOMMENDATIONS FOR FUTURE RESEARCH
This report described behavioral, developmental, placement and health status problems for children entering foster care in Maine.  Data from the first medical and psychological exam after entry into foster care formed the basis for most of the analyses.  Additional analyses could be developed to augment and expand on this work.
(1) For most of the 996 children included in this study, data was recorded from a second exam.  Evaluation of the second visit data was beyond the scope of this initial study.  We propose to evaluate changes in health status, behavioral, and other problems for these children by comparing trends between the first and second visit.

(2) Previous studies indicate that incarceration, mental illness, or substance abuse by a child’s household member is associated with health risk behavior and disease.5, 6 Information about the parents of the foster care children (incarceration, mental illness, substance abuse) was requested but was not available at the time of this analysis.  We propose to continue to pursue acquisition of this parent data to describe these foster care children by parent status and to evaluate the association between parent status, adverse events, child health status, behavioral and developmental delay problems.

(3) Previous studies have shown that foster care children use more mental health services and have higher financial cost than non-foster care AFDC children.11 We propose to acquire and evaluate MaineCare claims and eligibility data for children residing in the six county study area.  From this data comparative health status, behavioral problems, service utilization, and cost between MaineCare foster care and MaineCare non-foster care children would be compared.  Trends and variation in behavioral problems, utilization of mental health services and psychotropic medications would be evaluated.   
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Figure 1.  Proportion of children overweight (BMI% > 95%) by age and gender and 95% confidence intervals.  Maine PREP study.
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Figure 2.  Depression, gender, and overweight (BMI% > 95%) for children age 6-17.  Proportion over weight and  95% confidence intervals.  Maine PREP study.
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Figure 3.  Interaction between post-traumatic stress disorder (PTSD), depression, and overweight (BMI% > 95%) for children age 6-17.  Odds ratios and 95% confidence intervals.  Referent group (OR=1.00) are children with no depression and no PTSD.  Maine PREP study.

Table 1:  Annualized Incidence Rates of Entry Into Foster Care by Age and Gender. Maine PREP Study.
	
	Age Group

	
	0-1
	2-5
	6-11
	12-17
	0-17 Combined

	
	Males and Females Combined

	US Population Census for the Six Counties Included in the PREP Project* 
	6,644
	14,232
	25,778
	28,172
	74,826

	New Incident Foster Care Cases During 1999-2005
	246
	222
	285
	243
	996

	Annualized Rate per 1,000
	6.17
	2.60
	1.84
	1.44
	2.22

	
	Males

	US Population Census for the Six Counties Included in the PREP Project*  
	3,432
	7,239
	13,249
	14,434
	38,354

	New Incident Foster Care Cases During 1999-2005
	128
	128
	153
	112
	521

	Annualized Rate per 1,000
	6.22
	2.95
	1.92
	1.29
	2.26

	
	Females

	US Population Census for the Six Counties Included in the PREP Project*   
	3,212
	6,993
	12,529
	13,738
	36,472

	New Incident Foster Care Cases During 1999-2005
	118
	94
	132
	131
	475

	Annualized Rate per 1,000
	6.12
	2.24
	1.76
	1.59
	2.17


*Includes Kennebec, Knox, Lincoln, Sagadahoc, Somerset, Waldo counties
Table 2.  Adverse Events Recorded from Affidavit for Children Entering Foster Care.  Number and Percent of Children by Age and Gender.  Maine PREP Study.
	
	Age Group

	
	0-1
	2-5
	6-11
	12-17
	0-17 Combined

	
	Males and Females Combined

	Total Children
	246
	222
	285
	243
	996

	Parent death
	2 (1%)
	10 (5%)
	17 (6%)
	23 (9%)
	52 (5%)

	Domestic violence
	154 (63%)
	159 (72%)
	185 (65%)
	137 (56%)
	635 (64%)

	Emotional abuse
	109 (44%)
	122 (55%)
	161 (56%)
	116 (48%)
	508 (51%)

	Physical abuse
	107 (43%)
	98 (44%)
	137 (48%)
	103 (42%)
	445 (45%)

	Sex abuse
	36 (15%)
	57 (26%)
	99 (35%)
	70 (29%)
	262 (26%)

	Neglect
	229 (93%)
	200 (90%)
	246 (86%)
	207 (85%)
	882 (89%)

	4 or more adverse events
	60 (24%)
	89 (40%)
	118 (41%)
	82 (34%)
	349 (35%)

	
	Males

	Total Children
	128
	128
	153
	112
	521

	Parent death
	1 (1%)
	3 (2%)
	14 (9%)
	10 (9%)
	28 (5%)

	Domestic violence
	85 (66%)
	87 (68%)
	101 (66%)
	62 (55%)
	335 (64%)

	Emotional abuse
	60 (47%)
	69 (54%)
	92 (60%)
	48 (43%)
	269 (52%)

	Physical abuse
	55 (43%)
	61 (48%)
	75 (49%)
	48 (43%)
	239 (46%)

	Sex abuse 
	13 (10%)
	30 (23%)
	45 (29%)
	23 (21%)
	111 (21%)

	Neglect
	117 (91%)
	116 (91%)
	134 (88%)
	97 (87%)
	464 (89%)

	4 or more adverse events
	34 (27%)
	47 (37%)
	60 (39%)
	32 (29%)
	173 (33%)

	
	Females

	Total Children
	118
	94
	132
	131
	475

	Parent death
	1 (1%)
	7 (7%)
	3 (2%)
	13 (10%)
	24 (5%)

	Domestic violence
	69 (58%)
	72 (77%)
	84 (64%)
	75 (57%)
	300 (63%)

	Emotional abuse
	49 (42%)
	53 (56%)
	69 (52%)
	68 (52%)
	239 (50%)

	Physical abuse
	52 (44%)
	37 (39%)
	62 (47%)
	55 (42%)
	206 (43%)

	Sex abuse
	23 (19%)
	27 (29%)
	54 (41%)
	47 (36%)
	151 (32%)

	Neglect
	112 (95%)
	84 (89%)
	112 (85%)
	110 (84%)
	418 (88%)

	4 or more adverse events
	26 (22%)
	42 (45%)
	58 (44%)
	50 (38%)
	176 (37%)


Table 3.  Behavioral Disorders, Learning and Developmental Delay Problems for Children Entering Foster Care.  Number and Percent of Children by Age and Gender.  Maine PREP Study.
	
	Age Group

	
	0-1
	2-5
	6-11
	12-17
	0-17 Combined

	
	Males and Females Combined

	Total Children
	246
	222
	285
	243
	996

	Adjustment disorders
	1 (0%)
	43 (19%)
	78 (27%)
	55 (23%)
	177 (18%)

	Post traumatic stress disorder
	0 (0%)
	26 (12%)
	63 (22%)
	67 (28%)
	156 (16%)

	ADHD
	0 (0%)
	3 (1%)
	28 (10%)
	37 (15%)
	68 (7%)

	Parent-child relational problems
	0 (0%)
	10 (5%)
	28 (10%)
	23 (9%)
	61 (6%)

	Depression
	0 (0%)
	0 (0%)
	14 (5%)
	45 (19%)
	59 (6%)

	Oppositional defiant disorder
	0 (0%)
	1 (0%)
	10 (4%)
	25 (10%)
	36 (4%)

	Conduct Disorder
	0 (0%)
	0 (0%)
	0 (0%)
	17 (7%)
	17 (2%)

	Bipolar 
	0 (0%)
	0 (0%)
	0 (0%)
	6 (2%)
	6 (1%)

	Any behavioral disorder
	1 (0%)
	74 (33%)
	171 (60%)
	177 (73%)
	423 (42%)

	Developmental delay
	47 (19%)
	90 (41%)
	29 (10%)
	2 (1%)
	168 (17%)

	Learning retardation
	1 (0%)
	2 (1%)
	42 (15%)
	40 (16%)
	85 (9%)

	Autism-PDD
	0 (0%)
	1 (0%)
	2 (1%)
	0 (0%)
	3 (0%)

	Any behavioral or developmental
	49 (20%)
	139(63%)
	199 (70%)
	190(78%)
	577(58%)

	
	Males

	Total Children
	128
	128
	153
	112
	521

	Adjustment disorders
	0 (0%)
	27 (21%)
	43 (28%)
	27 (24%)
	97 (19%)

	Post traumatic stress disorder
	0 (0%)
	19 (15%)
	32 (21%)
	26 (23%)
	77 (15%)

	ADHD
	0 (0%)
	3 (2%)
	16 (10%)
	29 (26%)
	48 (9%)

	Parent-child relational problems
	0 (0%)
	6 (5%)
	14 (9%)
	12 (11%)
	32 (6%)

	Depression
	0 (0%)
	0 (0%)
	3 (2%)
	13 (12%)
	16 (3%)

	Oppositional defiant disorder
	0 (0%)
	1 (1%)
	9 (6%)
	14 (13%)
	24 (5%)

	Conduct Disorder
	0 (0%)
	0 (0%)
	0 (0%)
	14 (13%)
	14 (3%)

	Bipolar 
	0 (0%)
	0 (0%)
	0 (0%)
	1 (1%)
	1 (0%)

	Any behavioral disorder 
	0 (0%)
	48 (38%)
	94 (61%)
	85 (76%)
	227 (44%)

	Developmental delay
	23 (18%)
	61 (48%)
	17 (11%)
	1 (1%)
	102 (20%)

	Learning retardation
	0 (0%)
	2 (2%)
	26 (17%)
	23 (21%)
	51 (10%)

	Autism-PDD
	0 (0%)
	1 (1%)
	2 (1%)
	0 (0%)
	3 (1%)

	Any behavioral or developmental
	23 (18%)
	91 (71%)
	112 (73%)
	90 (80%)
	316 (61%)

	
	Females

	Total Children
	118
	94
	132
	131
	475

	Adjustment disorders
	1 (1%)
	16 (17%)
	35 (27%)
	28 (21%)
	80 (17%)

	Post traumatic stress disorder
	0 (0%)
	7 (7%)
	31 (23%)
	41 (31%)
	79 (17%)

	ADHD
	0 (0%)
	0 (0%)
	12 (9%)
	8 (6%)
	20 (4%)

	Parent-child relational problems
	0 (0%)
	4 (4%)
	14 (11%)
	11 (8%)
	29 (6%)

	Depression
	0 (0%)
	0 (0%)
	11 (8%)
	32 (24%)
	43 (9%)

	Oppositional defiant disorder
	0 (0%)
	0 (0%)
	1 (1%)
	11 (8%)
	12 (3%)

	Conduct Disorder
	0 (0%)
	0 (0%)
	0 (0%)
	3 (2%)
	3 (1%)

	Bipolar 
	0 (0%)
	0 (0%)
	0 (0%)
	5 (4%)
	5 (1%)

	Any behavioral disorder 
	1 (1%)
	26 (28%)
	77 (58%)
	92 (70%)
	196 (41%)

	Developmental delay
	24 (20%)
	29 (31%)
	12 (9%)
	1 (1%)
	66 (14%)

	Learning retardation
	1 (1%)
	 (0%)
	16 (12%)
	17 (13%)
	34 (7%)

	Autism-PDD
	0 (0%)
	0 (0%)
	0 (0%)
	0 (0%)
	0 (0%)

	Any behavioral or developmental
	26 (22%)
	48 (51%)
	87 (66%)
	100 (76%)
	261 (55%)


Table 4: Selected Medical Problems for Children Entering Foster Care.  Number and Percent of Children by Age and Gender.  Maine PREP Study.

	
	Age Group

	
	0-1
	2-5
	6-11
	12-17
	0-17 Combined

	
	Males and Females Combined

	Number of Children
	246
	222
	285
	243
	996

	Asthma
	25 (10%)
	47 (21%)
	58 (20%)
	45 (19%)
	175 (18%)

	Atopic Dermatitis
	25 (10%)
	23 (10%)
	26 (9%)
	19 (8%)
	93 (9%)

	Delayed Dental Care
	0 (0%)
	32 (14%)
	45 (16%)
	53 (22%)
	130 (13%)

	Dental Caries
	0 (0%)
	39 (18%)
	74 (26%)
	27 (11%)
	140 (14%)

	Dental Malocclusions
	0 (0%)
	2 (1%)
	13 (5%)
	23 (9%)
	38 (4%)

	Dysmenorrhea
	0 (0%)
	0 (0%)
	0 (0%)
	16 (7%)
	16 (2%)

	Headaches
	0 (0%)
	1 (0%)
	14 (5%)
	33 (14%)
	48 (5%)

	Immunization Delay
	55 (22%)
	38 (17%)
	51 (18%)
	120 (49%)
	264 (27%)

	Sleep Disturbance
	6 (2%)
	18 (8%)
	41 (14%)
	58 (24%)
	123 (12%)

	Vision abnormality
	2 (1%)
	17 (8%)
	48 (17%)
	66 (27%)
	133 (13%)

	Encopresis
	0 (0%)
	8 (4%)
	21 (7%)
	2 (1%)
	31 (3%)

	Enuresis
	0 (0%)
	21 (9%)
	45 (16%)
	8 (3%)
	74 (7%)

	Otitis
	28 (11%)
	43 (19%)
	30 (11%)
	9 (4%)
	110 (11%)

	Seizures
	4 (2%)
	9 (4%)
	4 (1%)
	2 (1%)
	19 (2%)

	Cardiovascular Conditions
	13 (5%)
	13 (6%)
	2 (1%)
	0 (0%)
	28 (3%)

	Overweight > 95% BMI*
	*
	25 (11%)
	67 (24%)
	54 (22%)
	146 (20%)

	At Risk Overweight 85-95% BMI*
	*
	41 (19%)
	56 (20%)
	31 (13%)
	128 (17%)

	Underweight <5% BMI*
	*
	11 (5%)
	6 (2%)
	4 (2%)
	21 (3%)

	Children with 3+ medical problems
	7 (3%)
	43 (19%)
	78 (27%)
	91 (37%)
	219 (22%)

	Substance abuse
	0 (0%)
	0 (0%)
	1 (0%)
	39 (16%)
	40 (4%)

	Tobacco abuse
	0 (0%)
	0 (0%)
	1 (0%)
	38 (16%)
	39 (4%)

	
	Males

	Number of Children
	128
	128
	153
	112
	521

	Asthma
	17 (13%)
	30 (23%)
	35 (23%)
	26 (23%)
	108 (21%)

	Atopic Dermatitis
	14 (11%)
	9 (7%)
	9 (6%)
	6 (5%)
	38 (7%)

	Delayed Dental Care
	0 (0%)
	20 (16%)
	20 (13%)
	21 (19%)
	61 (12%)

	Dental Caries
	0 (0%)
	26 (20%)
	37 (24%)
	12 (11%)
	75 (14%)

	Dental Malocclusions
	0 (0%)
	1 (1%)
	5 (3%)
	13 (12%)
	19 (4%)

	Dysmenorrhea
	0 (0%)
	0 (0%)
	0 (0%)
	0 (0%)
	0 (0%)

	Headaches
	0 (0%)
	0 (0%)
	11 (7%)
	8 (7%)
	19 (4%)

	Immunization Delay
	27 (21%)
	27 (21%)
	25 (16%)
	59 (53%)
	138 (26%)

	Sleep Disturbance
	4 (3%)
	15 (12%)
	20 (13%)
	24 (21%)
	63 (12%)

	Vision abnormality
	1 (1%)
	11 (9%)
	22 (14%)
	24 (21%)
	58 (11%)

	Encopresis
	 (0%)
	3 (2%)
	13 (8%)
	1 (1%)
	17 (3%)

	Enuresis
	0 (0%)
	12 (9%)
	29 (19%)
	2 (2%)
	43 (8%)

	Otitis
	18 (14%)
	28 (22%)
	18 (12%)
	5 (4%)
	69 (13%)

	Seizures
	2 (2%)
	7 (5%)
	2 (1%)
	0 (0%)
	11 (2%)

	Cardiovascular Conditions
	6 (5%)
	10 (8%)
	1 (1%)
	0 (0%)
	17 (3%)

	Overweight > 95% BMI*
	*
	17 (14%)
	38 (25%)
	21 (19%)
	76 (20%)

	At Risk Overweight 85-95% BMI*
	*
	23 (19%)
	27 (18%)
	14 (13%)
	64(16%)

	Underweight <5% BMI*
	*
	6 (5%)
	3 (2%)
	3 (3%)
	12 (3%)

	Children with 3+ medical problems
	6 (5%)
	28 (22%)
	39 (25%)
	34 (30%)
	107 (21%)

	Substance abuse
	0 (0%)
	0 (0%)
	1 (1%)
	18 (16%)
	19 (4%)

	Tobacco abuse
	0 (0%)
	0 (0%)
	1 (1%)
	16 (14%)
	17 (3%)


* BMI percentiles are not computed for children under the age of two.  BMI percentiles could not computed for 7 study children; 4 males 2-5, 1 male 12-17, 1 female 6-11, and 1 female 12-17; BMI percentages exclude children with missing BMI from denominator.
Table 4 (continued):  Selected Medical Problems for Children Entering Foster Care.  Number and Percent of Children by Age and Gender.  Maine PREP Study.

	
	Age Group

	
	0-1
	2-5
	6-11
	12-17
	0-17 Combined

	
	Females

	Number of Children
	118
	94
	132
	131
	475

	Asthma
	8 (7%)
	17 (18%)
	23 (17%)
	19 (15%)
	67 (14%)

	Atopic Dermatitis
	11 (9%)
	14 (15%)
	17 (13%)
	13 (10%)
	55 (12%)

	Delayed Dental Care
	0 (0%)
	12 (13%)
	25 (19%)
	32 (24%)
	69 (15%)

	Dental Caries
	0 (0%)
	13 (14%)
	37 (28%)
	15 (11%)
	65 (14%)

	Dental Malocclusions
	0 (0%)
	1 (1%)
	8 (6%)
	10 (8%)
	19 (4%)

	Dysmenorrhea
	0 (0%)
	0 (0%)
	0 (0%)
	16 (12%)
	16 (3%)

	Headaches
	0 (0%)
	1 (1%)
	3 (2%)
	25 (19%)
	29 (6%)

	Immunization Delay
	28 (24%)
	11 (12%)
	26 (20%)
	61 (47%)
	126 (27%)

	Sleep Disturbance
	2 (2%)
	3 (3%)
	21 (16%)
	34 (26%)
	60 (13%)

	Vision abnormality
	1 (1%)
	6 (6%)
	26 (20%)
	42 (32%)
	75 (16%)

	Encopresis
	 (0%)
	5 (5%)
	8 (6%)
	1 (1%)
	14 (3%)

	Enuresis
	0 (0%)
	9 (10%)
	16 (12%)
	6 (5%)
	31 (7%)

	Otitis
	10 (8%)
	15 (16%)
	12 (9%)
	4 (3%)
	41 (9%)

	Seizures
	2 (2%)
	2 (2%)
	2 (2%)
	2 (2%)
	8 (2%)

	Cardiovascular Conditions
	7 (6%)
	3 (3%)
	1 (1%)
	0 (0%)
	11 (2%)

	Overweight > 95% BMI*
	*
	8 (9%)
	29 (22%)
	33 (25%)
	70 (20%)

	At Risk Overweight 85-95% BMI*
	*
	18 (19%)
	29(22%)
	17(13%)
	64(18%)

	Underweight <5% BMI*
	*
	5 (5%)
	3 (2%)
	1 (1%)
	9 (3%)

	Children with 3+ medical problems
	1 (1%)
	15 (16%)
	39 (30%)
	57 (44%)
	112 (24%)

	Substance abuse
	0 (0%)
	0 (0%)
	0 (0%)
	21 (16%)
	21 (4%)

	Tobacco abuse
	0 (0%)
	0 (0%)
	0 (0%)
	22 (17%)
	22 (5%)


* BMI percentiles are not computed for children under the age of two.  BMI percentiles could not computed for 7 study children; 4 males 2-5, 1 male 12-17, 1 female 6-11, and 1 female 12-17; BMI percentages exclude children with missing BMI from denominator.
Table 5:  Psychotropic Medication Use by Children Entering Foster Care.  Number and Percent of Children by Age and Gender.  Maine PREP Study.

	
	Age Group

	
	0-1
	2-5
	6-11
	12-17
	0-17 Combined

	
	Males and Females Combined

	Total Children
	246
	222
	285
	243
	996

	Lithium
	0 (0%)
	1 (0%)
	1 (0%)
	6 (2%)
	8 (1%)

	Antipsychotics
	0 (0%)
	4 (2%)
	8 (3%)
	24 (10%)
	36 (4%)

	Stimulants
	0 (0%)
	2 (1%)
	18 (6%)
	34 (14%)
	54 (5%)

	Alpha adrenergics
	2 (1%)
	5 (2%)
	14 (5%)
	14 (6%)
	35 (4%)

	Antidepressants
	0 (0%)
	4 (2%)
	14 (5%)
	45 (19%)
	63 (6%)

	Children with any psychotropic medication use
	2 (1%)
	8 (4%)
	36 (13%)
	84 (35%)
	130 (13%)

	
	Males

	Total Children
	128
	128
	153
	112
	521

	Lithium
	0 (0%)
	1 (1%)
	1 (1%)
	1 (1%)
	3 (1%)

	Antipsychotics
	0 (0%)
	3 (2%)
	8 (5%)
	9 (8%)
	20 (4%)

	Stimulants
	0 (0%)
	1 (1%)
	12 (8%)
	24 (21%)
	37 (7%)

	Alpha adrenergics
	2 (2%)
	3 (2%)
	8 (5%)
	10 (9%)
	23 (4%)

	Antidepressants
	0 (0%)
	3 (2%)
	9 (6%)
	15 (13%)
	27 (5%)

	Children with any psychotropic medication use
	2 (2%)
	5 (4%)
	24 (16%)
	39 (35%)
	70 (13%)

	
	Females

	Total Children
	118
	94
	132
	131
	475

	Lithium
	0 (0%)
	0 (0%)
	0 (0%)
	5 (4%)
	5 (1%)

	Antipsychotics
	0 (0%)
	1 (1%)
	0 (0%)
	15 (11%)
	16 (3%)

	Stimulants
	0 (0%)
	1 (1%)
	6 (5%)
	10 (8%)
	17 (4%)

	Alpha adrenergics
	0 (0%)
	2 (2%)
	6 (5%)
	4 (3%)
	12 (3%)

	Antidepressants
	0 (0%)
	1 (1%)
	5 (4%)
	30 (23%)
	36 (8%)

	Children with any psychotropic medication use
	0 (0%)
	3 (3%)
	12 (9%)
	45 (34%)
	60 (13%)


*27 (3%) of the 996 children were taking medications for seizures; not included in definition of any psychotropic medication use.

Table 6:  Number of Placements and First Placement Type during the First Year for Children Entering Foster Care.  Number and Percent of Children by Age and Gender.  Maine PREP Study.
	
	Age Group

	
	2-5
	6-11
	12-17
	2-17 Combined

	
	Males and Females Combined

	Total Children *
	221
	285
	242
	748

	1 placement
	103 (47%)
	127 (45%)
	56 (23%)
	286 (38%)

	2 placements
	83 (38%)
	91 (32%)
	85 (35%)
	259 (35%)

	3 placements
	25 (11%)
	44 (15%)
	50 (21%)
	119 (16%)

	4 placements
	9 (4%)
	18 (6%)
	24 (10%)
	51 (7%)

	5 placements
	0 (0%)
	3 (1%)
	14 (6%)
	17 (2%)

	6 or more
	1 (0%)
	2 (1%)
	13 (5%)
	16 (2%)

	Children with 3 or more placements
	35 (16%)
	67 (24%)
	101 (42%)
	203 (27%)

	Children with first placement in Agency-Group Home
	17 (8%)
	83 (29%)
	178 (74%)
	278 (37%)

	
	Males

	Total Children
	128
	153
	112
	393

	1 placement
	62 (48%)
	68 (44%)
	27 (24%)
	157 (40%)

	2 placements
	41 (32%)
	42 (27%)
	39 (35%)
	122 (31%)

	3 placements
	17 (13%)
	25 (16%)
	19 (17%)
	61 (16%)

	4 placements
	7 (5%)
	14 (9%)
	7 (6%)
	28 (7%)

	5 placements
	0 (0%)
	3 (2%)
	10 (9%)
	13 (3%)

	6 or more
	1 (1%)
	1 (1%)
	10 (9%)
	12 (3%)

	Children with 3 or more placements
	25 (20%)
	43 (28%)
	46 (41%)
	114 (29%)

	Children with first placement in Agency-Group Home
	12 (9%)
	47 (31%)
	84 (75%)
	143 (36%)

	
	Females

	Total Children
	93
	132
	130
	355

	1 placement
	41 (44%)
	59 (45%)
	29 (22%)
	129 (36%)

	2 placements
	42 (45%)
	49 (37%)
	46 (35%)
	137 (39%)

	3 placements
	8 (9%)
	19 (14%)
	31 (24%)
	58 (16%)

	4 placements
	2 (2%)
	4 (3%)
	17 (13%)
	23 (6%)

	5 placements
	0 (0%)
	0 (0%)
	4 (3%)
	4 (1%)

	6 or more
	0 (0%)
	1 (1%)
	3 (2%)
	4 (1%)

	Children with 3 or more placements
	10 (11%)
	24 (18%)
	55 (42%)
	89 (25%)

	Children with first placement in Agency-Group Home
	5 (5%)
	36 (27%)
	94 (72%)
	135 (38%)


*2 children did not have complete placement data and were excluded in the evaluation of placements; 1 female child 2-2, and 1 female teen 12-17.   All infants age 0-1 were excluded from this analysis due to reliability of some of their placement data.

Table 7:  Bivariate Analyses for Children Entering Foster Care.  Maine PREP Study.

	Variable 1
	Variable 2
	Number (%) children with  both Variable 1 and Variable 2
	
	Crude Odds Ratio (95% CI)
	
	Mantel-Haenszel Adjusted Odds Ratio (95% CI)

	Bivariate analyses based on children age 2-17 (n=750)

	Parent Death
	Any behavioral disorder 
	31 (4%)
	
	1.28 (0.71,2.33)
	
	1.09 (0.58,2.04)

	Domestic Violence
	Any behavioral disorder 
	262 (35%)
	
	0.81 (0.60,1.10)
	
	0.97 (0.70,1.33)

	Emotional
	Any behavioral disorder 
	214 (29%)
	
	0.80 (0.60,1.06)
	
	0.83 (0.61,1.13)

	Physical
	Any behavioral disorder  
	194 (26%)
	
	1.09 (0.81,1.45)
	
	1.09 (0.80,1.48)

	Sexabuse
	Any behavioral disorder 
	129 (17%)
	
	1.05 (0.77,1.44)
	
	1.02 (0.73,1.42)

	Neglect
	Any behavioral disorder  
	364 (49%)
	
	0.84 (0.55,1.31)
	
	0.93 (0.59,1.48)

	4 or more adverse events 
	Any behavioral disorder  
	158 (21%)
	
	0.90 (0.67,1.21)
	
	0.97 (0.71,1.32)

	4 or more adverse events
	Post traumatic stress disorder
	74 (10%)
	
	1.59 (1.11,2.27)**
	
	1.66 (1.15,2.39)***

	4 or more adverse events
	First placement in agency
	104 (14%)
	
	0.96 (0.68,1.25)
	
	1.11 (0.77,1.59)

	Any behavioral disorder   
	First placement in agency
	195 (26%)
	
	2.52 (1.84,3.44)***
	
	1.38 (0.95,2.01)*

	Post traumatic stress disorder
	First placement in agency
	84 (11%)
	
	2.39 (1.67,3.43)***
	
	1.99 (1.30,3.07)***

	Children with 3+ placements
	First placement in agency
	120 (16%)
	
	3.54 (2.53,4.95)***
	
	2.49 (1.68,3.69)***

	Children with 3+ medical problems
	First placement in agency
	96 (13%)
	
	1.63 (1.18,2.25)***
	
	1.14 (0.77,1.69)

	Overweight > 95% BMI
	First placement in agency
	68 (9%)
	
	1.62 (1.13,2.34)***
	
	1.40 (0.90,2.17)

	Overweight or at-risk > 85% BMI
	First placement in agency
	114 (15%)
	
	1.35 (1.00,1.84)**
	
	1.50 (1.03,2.18)**

	Any behavioral disorder  
	Children with 3+ placements
	127 (17%)
	
	1.42 (1.02,1.97)**
	
	1.02 (0.71,1.46)

	Any behavioral disorder 
	Children with 3+ medical problems
	139 (19%)
	
	1.72 (1.23,2.39)***
	
	1.44 (1.02,2.04)**

	Any behavioral disorder  
	Overweight > 95% BMI
	93 (12%)
	
	1.47 (1.01,2.13)**
	
	1.22 (0.83,1.81)

	Any behavioral disorder  
	Overweight or at-risk >  85% BMI
	161(21%)
	
	1.18 (0.87,1.59)
	
	1.10 (0.80,1.51)

	Post traumatic stress disorder
	Children with 3+ placements
	63 (8%)
	
	2.19 (1.51,3.17)***
	
	1.91 (1.30,2.82)***

	Post traumatic stress disorder
	Children with 3+ medical problems
	62 (8%)
	
	1.95 (1.35,2.83)***
	
	1.70 (1.16,2.48)***

	Post traumatic stress disorder
	Overweight > 95% BMI
	40 (5%)
	
	1.56 (1.03,2.37)**
	
	1.38 (0.90,2.11)

	Post traumatic stress disorder
	Overweight or at-risk > 85% BMI
	61 (8%)
	
	1.13 (0.78,1.62)
	
	1.06 (0.73,1.54)


Mantel-Haenszel odds ratio adjusted for gender and age group.  P-value *<.10, **<.05, ***<.001.  

Table 7 (continued):  Bivariate Analyses for Children Entering Foster Care.  Maine PREP Study.

	Variable 1
	Variable 2
	Number (%) children with  both Variable 1 and Variable 2
	
	Crude Odds Ratio (95% CI)
	
	Mantel-Haenszel Adjusted Odds Ratio (95% CI)

	Bivariate analyses based on children age 6-17 (n=528)

	4 or more adverse events
	Post traumatic stress disorder
	59 (11%)
	
	1.51 (1.01,2.26)**
	
	1.52 (1.02,2.28)**

	4 or more adverse events
	Depression
	15 (3%)
	
	0.52 (0.28,0.97)**
	
	0.52 (0.27,0.98)**

	Depression
	First placement in agency
	42 (8%)
	
	2.81 (1.55,5.08)***
	
	1.75 (0.90,3.39)*

	Depression
	Children with 3+ placements
	22 (4%)
	
	1.31 (0.75,2.30)
	
	1.03 (0.57,1.85)

	Depression
	Children with 3+ medical problems
	24 (5%)
	
	1.53 (0.88,2.67)
	
	1.21 (0.68,2.17)

	Depression
	Overweight > 95% BMI
	20 (4%)
	
	1.91 (1.06,3.42)**
	
	1.99 (1.08,3.67)**

	Depression
	Overweight or at-risk > 85% BMI
	31 (6%)
	
	1.88 (1.09, 3.26)**
	
	2.15 (1.21,3.82)***

	Use of antidepressants
	Overweight > 95% BMI
	15 (3%)
	
	1.16 (0.62,2.16)
	
	1.14 (0.60,2.18)

	Use of antidepressants
	Overweight or at-risk >= 85% BMI
	26 (5%)
	
	1.23 (0.71, 2.12)
	
	1.37 (0.76,2.52)

	ADHD
	First placement in agency
	47 (9%)
	
	3.03 (1.71,5.37)***
	
	3.00 (1.57,5.70)***

	ADHD
	Children with 3+ placements
	27 (5%)
	
	1.62 (0.95,2.75)*
	
	1.51 (0.87,2.63)

	ADHD
	Children with 3+ medical problems
	22 (4%)
	
	1.10 (0.63, 1.91)
	
	1.19 (0.68,2.10)

	ADHD
	Overweight > 95% BMI
	9 (2%)
	
	0.50 (0.24,1.04)*
	
	0.54 (0.26,1.12)*

	ADHD
	Overweight or at-risk >  85% BMI
	21 (4%)
	
	0.70 (0.40,1.21)
	
	0.76 (0.43,1.34)

	Use of stimulants
	Underweight <5% BMI
	4 (1%)
	
	6.53 (1.8,23.9)***
	
	7.10 (1.7,29.8)***


Mantel-Haenszel odds ratio adjusted for gender and age group.  P-value *<.10, **<.05, ***<.001.  Evaluation of depression and ADHD restricted to age 6-17 because insufficient cases of depression or ADHD in children age 2-5.

