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THE FOSTER SYSTEM

Another factor leading to the development or exacerba-
tion of mental health issues in children is foster care 

itself. Foster care as a whole is fraught with uncertainty: Vari-
ability in family visits and in foster family placements due 
to an insufficient number of homes, as well as inconsistent 
caseworker presence, prevents stability in a child’s life. Almost 
one-third of foster children are in care for more than two 
years, though this length of stay is significantly longer than 
the recommended one year maximum, and at least half of 
all foster children are placed in more than one foster home 
during their time in the system.8,15 Furthermore, many fos-
ter families are poorly trained and fail to provide emotional 
support for children, which can exacerbate emotional issues.1 
More egregiously, there is a significant incidence of mistreat-
ment of foster children – higher than the national average – 
in Massachusetts foster homes.14 As a result, a federal lawsuit 
was opened against the Massachusetts DCF in 2014, repre-
senting 8,500 foster children, all of whom had suffered abuse 
or neglect within the system itself despite its supposed pro-
tective role.14 It should be noted that abuse from foster fami-
lies is somewhat rare, but these numbers are alarming and 
indicative of underlying systemic problems which lead to the 
proliferation of mental disorders and a lack of corresponding 
mental healthcare. 
 

FACTORS PREVENTING PROPER TREATMENT

THE FOSTER SYSTEM

Disturbingly, the foster system fails to sufficiently treat 
the mental disorders that it has unintentionally prolif-

erated, due to a variety of reasons. With the sharp increase in 
the number of children receiving foster care – a 65% increase 
in the last decade – the quality of care in the system has 
decreased substantially.5 Child welfare workers are individu-
ally responsible for a growing number of cases, thus they are 
unable to provide sufficient services to each child. The num-
ber of caseworkers with a “crisis-level caseload” of 20 or more 
cases is skyrocketing.” 5 In Boston specifically, the number of 
open cases has exploded, up by 122% in the last two years, and 
up by 291% in the rest of Massachusetts, without an increase 
in competent caseworkers to match.5 To further complicate 
matters, finding competent social workers to fill the vacancy 
is challenging given the risks associated with foster work: 
70% of foster care workers say they have been threatened 
with or have experienced violence during their employment.1                
To attract more employees, the foster system requires its 
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BY JUNE OF 2014, THE MASSACHUSETTS FOSTER 
system had attained new heights, providing services 
to over 90,000 consumers.15 More than 13% of cases 

were located in the Boston area alone.15 In an effort to cope 
with the substantial growth, the Massachusetts Department 
of Children and Families (DCF) hired 550 new employees 
in that same year.7 Yet in spite of such efforts to meet chil-
dren’s diverse needs, the DCF fails to provide adequate men-
tal healthcare for the majority of its foster children. In fact, 
the Massachusetts department’s Health and Medical Services 
Team, responsible for the majority of healthcare provided 
to foster children, does not address mental health.7 Caused 
by systemic issues within DCF, the lack of appropriate men-
tal healthcare has serious implications for children, as those 
who suffer from mental disorders experience decreased rates 
of adoption or reunification.2,14 Additionally, foster chil-
dren of an ethnic or racial minority with mental disorders 
fare even worse than their white counterparts.10 The previ-
ous circumstances of a foster child’s life pave the path to 
mental illness, while the foster and healthcare systems both 
exacerbate mental health issues and impede proper treat-
ment, most notably in the rampant overprescription of psy-
chotropic medications. As this multifaceted issue unfolds, 
it becomes only more complex, further emphasizing the 
need to provide better mental healthcare for the foster                                                                         
children of Massachusetts.
 

FACTORS BEHIND MENTAL ILLNESS

PRIOR LIFE CIRCUMSTANCES

F oster children’s previous life circumstances often set the 
stage for the development of mental illnesses. Notably, 

75% of children in foster care have grown up in poverty,  and 
they are thus prone to experiencing many of the associated 
miseries: family disruptions, cultural deprivations, and high 
levels of stress, all of which may result in mental disorders or 
poor mental health.13 More significantly, many children expe-
rience abuse or neglect before entering the system. In Bos-
ton, 79% of foster children were removed from their homes 
because of abuse or neglect in 2014; in all of Massachusetts, 
80% of cases were investigated for neglect, 19% for physical 
abuse, and 9% for sexual abuse.12 The resulting trauma has 
the potential to lead to behavioral and psychiatric problems.12 
Demonstratively, nearly half of children in foster care suffer 
from a psychological disorder, while only one in five children 
in the general population do.13 Some studies have yielded 
substantially higher rates, reaching up to 80%.4 Specifically, 
a shocking 25% of foster youth suffer from post-traumatic 
stress disorder, or PTSD – a higher rate of incidence than is 
found in the current veteran population.8
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social workers to hold no more than a bachelor’s degree, with 
only 15% having additional education despite evidence that 
a higher degree in social work leads to improved outcomes 
for the children.1 Inadequate involvement from caseworkers 
due to all the reasons listed above allows for children’s mental 
health issues to be virtually ignored. 
      Finally, foster homes are becoming overcrowded, thus 
similarly limiting the time and resources that foster parents 
can delegate to each foster child.2 At the same time, the num-
ber of foster homes has decreased by 4% in recent years, with 
60% of foster parents dropping out after just one year due 
to lack of support (financial or emotional) from the DCF.1 
Individual foster families are not adequately reimbursed to 
pay for food and clothes for their foster children, receiving 
only four hundred dollars monthly, on average.4 Because of 
high-turnover and generally low investment rates, most foster 
families are unable to truly advocate for children in a health-
care setting, allowing for inappropriate or nonexistent mental 
healthcare and treatment.

THE HEALTHCARE SYSTEM

It is not just the foster system that creates impediments to the 
treatment of children’s mental health issues – the health-

care system more broadly plays an important role. Within the 
first week of being placed with a foster family, it is required 
that a child sees a pediatrician for a health evaluation. Despite 
the fact that foster parents will have had only a brief time with 
the child, healthcare providers rely on parents to give detailed 
and accurate histories of the child’s health, including men-
tal health, which is rendered difficult if not impossible to do, 
for there is usually a lack of comprehensive medical history 
to clarify prior medical and behavioral events.12 The lack of 
a consistent primary caregiver and of complete medical his-
tories inhibits the development of a comprehensive mental 
health plan for foster children.12 Another blockage surrounds 
the lack of consensus over who can provide consent for treat-
ment, which limits the procedures that foster parents can 
allow health professionals to perform; and coupled with a 
lack of experienced mental health professionals specializing  
in children, mental healthcare for foster children is seriously 
limited. Even where mental health professionals are available, 
many are not equipped to adequately treat foster children. 
Only two states currently require mental health professionals 
to have a background in child welfare, opening the door for 
knowledge inconsistencies between fields.11 

OVERPRESCRIPTION

Some foster children do receive mental healthcare regard-
less of the bureaucratic and systematic roadblocks; how-

ever, the care that they do receive is often inappropriate, and 
even harmful. According to one Tufts Medical Center psychi-
atrist based in Boston who testified as part of the 2014 fed-
eral lawsuit against DCF, overprescription and concomitant 
prescription of psychotropic medication for foster children 
are  serious problems in the Massachusetts foster system, and 
often go unnoticed.14 Over 13% of foster children are pre-
scribed psychotropic medications.6 These medications pre-
dominantly include antidepressants, medications for ADD/

ADHD, antipsychotic medications, or some combination of 
these.6 In addition, the implementation of polypharmacy, or 
the  prescription of multiple drugs to one patient, has become 
common despite a lack of research to support such treatments 
in children and evidence of harmful side effects including 
obesity, metabolic syndrome, and type 2 diabetes.6,12 In 2004, 
of the children to whom medication was administered, two in 
five received at least three different classes of medications.16 
Polypharmacy runs counter to evidence that foster children’s 
trauma-based disorders are less responsive to interventions 
that use medication, and instead require trauma-specific, 
evidence-based therapies.12 
       To make matters worse, more than 15% of children who 
are prescribed medications in the foster system receive anti-
psychotic medications, though only 31% of the antipsychotics 
used are approved for use in children.6,16 Also alarming is the 
increase in the use of second-generation medications in chil-
dren in spite of evidence that first-generation drugs may be 
just as effective, with fewer side effects.12 Finally, when medi-
cation comes into question, there is often no consistent care-
giver who can help coordinate medications, leading to over-
prescription of drugs by doctors who have no synthesized 
medical record based on which they can make careful pre-
scriptions.6 Though regular follow-up is necessary to ensure 
effective medication use and successful treatment, this rarely

Figure 1: A greater proportion of foster children suffer from 
mental illness than in the normal population.
Image Source: George Hodan
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occurs due to the aforementioned instability within the 
system.12 Thus, if the children do ultimately receive care 
for their mental health issues or disorders, much of that                                 
care is inappropriate. 

RACIAL AND ETHNIC MINORITIES

It is clear that foster children as a population are 
generally underserved in the area of mental healthcare. 

Notably, however, children of a racial and/or ethnic minor-
ity are disproportionately underserved.3 First, the court – its 
responsibilities being mostly to determine what a family must 
do to achieve reunification, and to see that the reunification is 
attempted – plays a role in mak-
ing referrals to mental health 
services. Nearly 60% of chil-
dren are ordered to undergo 
psychotherapy, and 50% are at 
least recommended to undergo 
psychotherapy as a precur-
sor to reunification efforts.10 
Among these referrals by 
the court, notable disparities 
based on race have been iden-
tified: First, it is more likely 
that white children will be 
ordered to partake in psycho-
therapy than black or Hispanic 
children, with approximately 
70% of white children, 60% 
of Hispanic children, and less 
than 50% of black children ordered to undergo mental health 
treatment.10 In addition, white foster children display greater 
usage rates of mental health services and have more contacts 
with social workers in the system. When mental health ser-
vices are offered, almost 90% of Whites use services, versus 
70% of Hispanics and just slightly over 80% of Blacks.10

        It may be argued that, while usage rates of services are 
higher in white children, children of color are simply choos-
ing not to use services and are therefore not systematically 
underserved, or that perhaps they are simply not as repre-
sented in the system. These assertions, however, would be 
gross oversimplifications of this problem. First, black and 
Hispanic children are overrepresented in all parts of the DCF 
system.15 In the Boston area, the caseload in 2015 was 39% 
black, 31% Hispanic or Latino, and 15% white, which dem-
onstrates that this issue is not attributable to a lack of minor-
ity children in the system.15 Also, the fact that white children 
in foster care participate more in the mental health services 
to which they are referred can be explained through many 
means, from referral biases to a lack of culturally-sensitive 
services and differences in various groups’ perceptions of 
help-seeking habits.10 For example, some minority groups 
may traditionally view mental health services as being not 
beneficial or inaccessible, thus if mental health services are 
merely recommended and not mandated by the court, chil-
dren or families will not actively seek out such services.3 This 
reluctance is often justified, since there is a lack of culturally 
sensitive services, deterring many minorities, in addition to 

“The poor prospects for
children with mental illnesses in 
foster care, especially for those 

who are also of a racial or ethnic 
minority, shine light on the fact 

that the healthcare and foster 
systems in many ways fail the 

children within them.”

a lack of minority mental health professionals.3, 10 Hispanics 
use psychotherapy perceivably less, at only 70% compared 
with Caucasians, which may be explained by the near absence 
of Spanish translation services and other cultural barriers, 
although over 2,200 cases in the Northern Massachusetts 
region were reported to have Spanish as the primary language 
in 2015.10, 15 Similarly, Asian Americans who speak limited 
English are often reluctant to use English-dominant mental 
health services, erecting another barrier for foster children.3

       Additionally, systematic stereotyping and biases can lead 
court officials and health system workers to perceive minority 
children as needing the services less, or that they may ben-

efit from them less; therefore 
they may refer minority fos-
ter children to mental health 
services with less frequency. 
Of course, not all children in 
foster care require treatment for 
mental disorders; however, 
there has never been an indi-
cation of variation of need 
based simply upon ethnic-
ity or race, and all foster 
children, as a result of their 
institutionalization, would 
benefit from general mental 
healthcare.10 Thus, while treat-
ment options should be made 
culturally appropriate and 
disorder-specific, it goes with-

out saying that children of color should not be treated any less 
effectively for their mental health issues in the foster system.10 

LONG-TERM IMPLICATIONS

These holes in the foster and healthcare systems have 
long-term implications, especially for the racial or 

ethnic minority children who are disproportionately affected. 
First, the future prospects are grimmer for foster children who 
suffer from mental disorders generally. Those with 
one or more mental disorders have a significantly lower 
probability of exiting the system successfully, defined by 
either adoption or a returning to the original family.2 While 
nearly two-thirds of foster children without mental illness 
will successfully exit the system, only 12% of children with an 
attention disorder or anxiety disorder will successfully exit, 
and a child with a psychotic disorder (like schizophrenia or 
forms of bipolar disorder) has a dismal 1% probability of 
successfully exiting the system.2 These patterns are consistent 
across variations of mental illness.2

DOUBLY-DISADVANTAGED CHILDREN 

Racial and ethnic minority foster children who suffer from 
mental disorders have even worse future placement pros-

pects – in a sense, their racial or ethnic identities and their 
mental health issues doubly disadvantage them. In order for 
a family to be reunited, its members must comply with court 
ordered services, so access to and utilization of mental health 
services can help determine a child’s future if psychotherapy 
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is ordered as a condition of reunification.2 As discussed pre-
viously, many barriers may prevent minority children from 
complying with such orders. Black children have a decreased 
probability of reunification and a greater risk of returning 
to the foster system than white children.2 Far more children 
who are Caucasian successfully exit the system than children 
of color: 65% of white children successfully exit versus 35% 
of non-white children.2 A 2015 report by the DCF demon-
strated that black children also disproportionately stay in 
the system for longer than two years (40%) and that cases 
involving black children sought adoption only 10% of 
the time and 24% of the time for Hispanic children, com-
pared to almost 50% of the time for cases involving white 
children, reflecting adoption and care biases based on race.15 
Poorer outcomes for foster children with a mental disorder 
compound poorer outcomes for minority foster children, 
unjustly impairing them in the future. 
      The poor prospects for children with mental illnesses 
in foster care, especially for those who are also of a racial or 
ethnic minority, shine light on the fact that the healthcare and 
foster systems in many ways fail the children within them. The 
flawed foster system and children’s individual family back-
grounds collide to create a difficult situation for professionals 
working in an already struggling paradigm, for though they 
may try to help children with mental illness, too many chil-
dren receive either inappropriate or inadequate care and may 
be overprescribed a combination of understudied drugs.13 As 
noted by Paula Owen, a reporter on foster care in Worcester, 
Massachusetts, the DCF has aimed for lofty goals – but in the 
face of countless challenges, has “failed in the ascent.”14 

CONCLUSION

My family has been a foster family in eastern Massa-
chusetts since 2007. I have met and lived with over 

twenty foster children, some with evident mental disorders. 
In late February of 2016, my family hosted twin six-year old 
Latino children who suffered from ADHD and severe PTSD, 
both displaying severe behavioral issues related to these 
disorders. Lack of training and support for my family, as 
well as a lack of funding and time for the children’s case-
worker exacerbated the precariousness of the situation; all 
this in a time when the children would have benefited from 
stability and immediate, comprehensive mental healthcare. 
These children were moved to an intensive foster care unit, 
but because of their identities, disorders, and poverty in 
Massachusetts, their future is more dangerous than in most 
American states.14 Funding, support, and a revamping of the 
DCF must be driven by the people of Massachusetts, accord-
ing to Owen.14 We must therefore acknowledge the fact 
that all Massachusetts residents are complicit in the failure 
of Massachusetts children; only then can interventions be 
developed to improve their mental health and overall 
experiences in such an unsettled system.14

References for this article can be found at 
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Increased Risks of Suicide and Aggres-
sive Behavior in Adolescents Prescribed 
Antidepressants
Lena Chatterjee

SOME OF THE MOST FREQUENTLY-PRESCRIBED AND       
profitable drugs in the pharmaceutical market are antidepres-

sants, including include selective serotonin reuptake inhibitors 
(SSRIs) and serotonin norepinephrine reuptake inhibitors (SNRIs). The 
first suspicions that SSRIs may induce suicidal tendencies occurred in 
the 1990s, but did not receive wide recognition until the 2000s with 
a demonstrative UK review amidst discrepancies between published 
and unpublished studies. This led to a general warning for people 
under 18 years old against using these drugs. Although antidepres-
sants were still safe for adults, it was unclear how dangerous they 
could be for adolescents.

In January 2016, a comprehensive Danish meta-analysis of 
harms associated with SSRIs and SNRIs across age groups was 
published. The study assessed data from clinical study reports on 
the antidepressants fluoxetine, duloxetine, sertraline, paroxetine, 
and venlafaxine. The reports came from drug regulators in Europe 
and the UK, as well as pharmaceutical company websites. Overall, 
reports from 70 double-blind, placebo-controlled trials including 
18,526 patients were analyzed. Harms were divided into primary 
and secondary outcomes. Primary outcomes included suicidality and 
mortality, with suicidality encompassing suicides, suicide attempts or 
preparation, self harm, and suicidal thoughts. Secondary outcomes 
included aggressive behavior and akathisia, a state of distress that 
has been noted as a side-effect of antidepressants.

Because the study reports originated from many different 
sources, the quality of the reports varied greatly. Overall, only six-
teen deaths occurred, and all of them were adults, while only six 
suicides were reported. Suicidality, however, displayed a greater 
prevalence, with 155 patients reporting some degree of suicidality.  
Seventy-three suicide attempts were counted, including intentional 
severe self harm, intentional overdoses, and preparatory events that 
were stopped before harm; 75 patients reported suicidal ideation; 
62 patients showed aggressive behavior; and only 30 akathisia         
events were reported.

Though the systematic review faced much difficulty and a degree 
of uncertainty due to the lack of standardization across reports, 
the trial provided important results nonetheless. Importantly, an 
increased suicide risk was confirmed in adolescents. Adolescents also 
displayed a significantly increased risk of aggressive behavior.

Ultimately, this meta-analysis faced difficult challenges, par-
ticularly its assessment of  data from varying sources that were 
not standardized in terms of methodology and reporting style. 
Nonetheless, a clear and statistically-reliable pattern emerged: The 
increased risk of suicide and aggressive behavior is apparent in                                         
adolescents taking antidepressants.
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