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Children in nonparental care: health and social risks

Sarah J. Beal' and Mary V. Greiner’

Approximately 2.3 million children in the United States live
separately from both parents; 70-90% of those children live
with a relative. Compared with children living with one or both
parents, children in nonparental care are in poorer health, are
at heightened risk for experiencing disruptions and instability
in caregiving, and are vulnerable to other social antecedents
of child health (e.g., neglect, poverty, maltreatment). Given the
significant impact of adversity in childhood on health across
the lifespan, which is increased among children in nonparental
care, it is informative to consider the health risks of children
living in nonparental care specifically. Research examining the
contributions of poverty, instability, child maltreatment, and
living in nonparental care, including meta-analyses of existing
studies, are warranted. Longitudinal studies describing path-
ways into and out of nonparental care and the course of health
throughout those experiences are also needed. Despite these
identified gaps, there is sufficient evidence to indicate that
attention to household structure is not only relevant but also
essential for the clinical care of children and may aid in identify-
ing youth at risk for developing poor health across the lifespan.

INTRODUCTION

The percentage of children living separately from both parents
declined from 6% in 1880 to 3% in 1970; however, since 1970,
rates have increased (1). Approximately 22.4 million US chil-
dren live separately from at least one parent, and 2.3 million
children live separately from both parents (1-3). Among chil-
dren living separately from both parents, between 70 and 90%
live with a relative (1,4). It is estimated that the majority (55%)
of children in nonparental care live with grandparents; the
remainder live with other relatives (22%), nonrelatives (9%),
foster caregivers (9%), or on their own (1%).

Children generally live with nonparental caregivers for one
of three broadly defined reasons: the parent is a threat to the
safety of the child (e.g., child welfare involvement), the par-
ent is unavailable (e.g., incarceration, deployment, death), or
the parent is lacking resources to care for the child (e.g., child
lives with grandparent to access better school services) (2). As
is depicted in Figure 1, ~1.3 million children live in private
kinship care, where children are cared for by relatives (87% by
grandparents) without any child welfare involvement (5-7). An
estimated 300,000 children live in voluntary kinship care (2),
where child welfare agencies remove children from parental

care and place them with relatives, but the parent or nonparen-
tal caregiver maintains legal custody of the child (5,7). Fewer
(~200,000) children are in kinship foster care, where child
welfare agencies take legal custody of children and place them
with relatives. Unlike private kinship care, less than half (43%)
of children in kinship foster care live with grandparents (5-7).
Roughly 400,000 children live in formal foster care, where
children are placed with licensed foster caregivers—typically
nonrelatives (8). The remaining children in nonparental care
reside in a variety of other living arrangements (e.g., living
with a family friend, step-parents in the absence of a parent,
institutional settings, living as head of household; 2).

THE HEALTH OF CHILDREN IN NONPARENTAL CARE

Compared to children living with parents, children in nonpa-
rental care are in poorer health (3). According to data from
the National Survey of Childrens Health, nonparental care-
givers are less likely to report that children in their care are
in good or very good physical or mental health compared to
children living with at least one parent (3). Those data further
suggest that children in nonparental care are more likely to
have a special healthcare need, including mental health prob-
lems such as depression, anxiety, attention deficit hyperactiv-
ity disorder, and disruptive behaviors (3). Similarly, in their
review of the literature, Vandivere et al. (2) found that across
studies of grandparents as primary caretakers, children in
the care of grandparents without a parent present experience
higher rates of asthma, attention deficit hyperactivity disorder,
behavior problems, depression, and developmental delays/dis-
abilities compared with children living with at least one par-
ent. Likewise, Dubowitz et al. (9) conducted chart reviews of
children entering kinship care and reported that 90% of those
children had at least one health problem, 39% had three or
more health problems, and more than half (53%) were in need
of medical treatment. The most frequent health issues identi-
fied among children entering kinship care were behavior prob-
lems, dental problems, asthma, skin conditions, and obesity
(9). A secondary analysis of data from the National Survey
of Americas Families indicated that children in kinship care
experienced increased emotional problems, poorer health, and
physical conditions that limited their abilities more frequently
than their peers living with parents (10). Behavior problems
persist well into adolescence; in a secondary analysis of the
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Figure 1. Frequencies of nonparental care by type of arrangement and relationship to the child.

National Survey of Family Growth comparing young women
who had lived apart from their parents to those who had not,
women previously in nonparental care reported increased
sexual risk behaviors compared to young women living with
at least one parent, including engaging in voluntary sexual
intercourse at younger ages, first pregnancy at younger ages,
and more sexual partners (11). There is indication that at least
some of these effects persist into adulthood. Among adult
women participating in the National Survey of Family Growth
who had lived with nonparental relative caregivers as children,
researchers found increased anxiety and unhappiness with life
as adults, but no difference in physical health compared with
women who had lived with at least one parent throughout
childhood (12).

There is also reported variability in health among children
living in differing subtypes of nonparental care arrangements.
In their review of 6 mo of administrative child welfare data
from a large urban county in Minnesota, Beeman et al. (13)
reported that children in kinship foster care were significantly
less likely to have a disability or special healthcare need at time
of placement when compared with children in formal foster
care, indicating that there may be existing differences between
these groups. Likewise, analysis of National Survey of Child
and Adolescent Wellbeing data indicates that significantly
more children in foster care (42.1%) compared to voluntary
kinship care (32.8%) have abnormal behavior at time of place-
ment, use prescriptions medications (3.2 vs. 0.6%), and access
mental health services (35.4 vs. 24.3%; (14)). Mental health
problems are also reported more frequently by formal foster
caregivers than by voluntary kinship and kinship foster care-
givers and do not appear to be explained by differences in rates
of poverty and other social capital resources between kinship
and nonkinship caregivers (15,16). Among kinship caregiver
arrangements, health status differences are also seen based
on the degree of children’s services involvement. One review
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reported that roughly half (51%) of children in voluntary kin-
ship care (i.e., where children’s services was involved with
placement) experience mental health problems, compared
with 43% of children in private kinship care (where no chil-
dren’s services involvement occurred; 6).

In addition to health status, access to health insurance and
financial assistance also vary by type of nonparental care
arrangement, which has a direct impact on child health and
access to healthcare. Only children in formal foster care are
typically eligible for foster care maintenance payments. Youth
in kinship and formal foster care automatically qualify for
Medicaid, but children in other living arrangements only qual-
ify for those benefits if the income of the family they live with
meets the eligibility criteria (5,6). Children in private kinship
care (i.e., without child welfare involvement) are significantly
less likely to receive any insurance (including public insur-
ance) and are also less likely to be in fair or poor health (6).

POVERTY, NONPARENTAL CARE, AND HEALTH

Collectively, the literature on children living apart from their
parents indicates that 66% of children are racial and ethnic
minorities and 40% live in households with income below
poverty level (3,5). In the United States, poverty is typically
defined using gross household income and the number of indi-
viduals in the household (17). Rates of poverty are of particular
concern for children living with grandparents. Grandparents
serving as sole caregivers have significantly lower educational
attainment as well as lower rates of employment, income,
and insurance access compared with other households (18).
The implications of poverty reach beyond financial resources
to include access to services and benefits, social capital, and
educational opportunities (19). Consistently across studies,
results indicate that growing up in impoverished environ-
ments is detrimental (19,20). This includes premature mortal-
ity (20), worse cardiovascular health (21), declines in mental
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health (22), increased mobility impairments (23), and poor
immune system function (24). The pathways linking poverty
to adult health have been described and involve biological
(e.g., physiological impact of poverty) and behavioral (e.g.,
engaging in negative health behaviors such as smoking) factors
(19,20,24-28). While more research on the appropriate inter-
ventions to address these mechanisms is needed (29), research
to date does indicate that providing services to address pov-
erty in childhood does contribute to improved outcomes (19).
Importantly, when healthcare providers are able to effectively
identify the socio-environmental factors (including poverty)
that place a child at risk for poor health outcomes, providers
can effectively connect families to services that address those
needs (30). Such interventions often need to target parenting
behaviors known to be associated with poverty (29); whether
changing caregivers addresses some of these issues for children
entering nonparental care is not well understood. Attention to
who the caregiver is and the household structure of the child
is critical for understanding the complex interplay of the envi-
ronment, child development, and health and well-being (31).
As children in nonparental care are at higher risk for poverty,
identification and risk assessment of household structure is
imperative to determine possible therapeutic interventions.

INSTABILITY, NONPARENTAL CARE, AND HEALTH

While ~30% of children live apart from both parents for 3 or
more years (32), one-third of living arrangements away from
parents last less than 2 y (33). Thus, children who are in the
care of nonparental caregivers are at heightened risk for expe-
riencing subsequent disruptions and instability. Many nonpa-
rental care arrangements are temporary and fluctuate within
a short period of time, making it challenging to identify and
to follow children in nonparental care longitudinally (3). As
is the case with poverty, disruptions in caregiving are also
known to be associated with poorer health outcomes (34-36).
The majority of studies describing stability of nonparental care
arrangements has been among children in foster care and sug-
gests that more than half of children in foster care experience
at least one placement change and more than one-third experi-
ence two or more placement changes while in foster care (37-
39). Annual rates of placement change across children in foster
care are estimated to be between 0.55 and 0.62, with some
children changing placements multiple times per year (40,41).
Placement instability has been associated with hypothalamic-
pituitary—adrenal axis dysregulation (42), internalizing and
externalizing behavior problems (43,44), and increased emer-
gency department use (38). Notably, these increased negative
symptoms and behaviors appear to contribute to placement
instability as well (43).

Children living with relative caregivers tend to experience
more stability in living arrangements than children in for-
mal foster care (13). While stability is generally thought to be
a protective factor, one 6-year prospective study of teens in a
large US county found that among teens living with kinship
caregivers, longer duration in nonparental care was associated
with increased adolescent sexual risk behaviors, substance use,
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self-destructive behaviors, behavior problems, and trauma
symptoms (15). These findings suggest that, at least in some
instances, there is an incremental effect of time living apart
from parents on health. The underlying cause of children living
separately from parents (e.g., child welfare involvement, length
of parental incarceration) or placement disruptions associated
with increased time in nonparental care may be contributing
to poor health in children as well.

ADVERSITY, NONPARENTAL CARE, AND HEALTH

For an estimated 900,000 children, living with nonparental
caregivers is the result of identified child maltreatment and
subsequent involvement with child protective services (5).
Children who experience adversity or are the victims of mal-
treatment (45) have poorer physical and mental health when
compared with children in the general population and with
Medicaid-eligible children (46,47). Among children entering
foster care, 60-85% demonstrate physical, developmental, or
mental health needs (48). The most common physical health
issues include dermatologic issues, respiratory issues, and den-
tal issues (48). Developmental delays are very prevalent, found
in almost 50% of children entering foster care (49). Physical
health problems and developmental delays are disproportion-
ally noted in children less than 6 y of age (49,50). Mental health
diagnoses are not common among children entering foster
care (50), but symptoms of mental health diagnoses, includ-
ing behavioral problems, are often present at time of placement
and diagnoses frequently follow entry into care (51). These
physical and mental health problems are compounded if ser-
vices are not provided in a timely and effective manner (52).

As noted previously, the majority of children in nonparen-
tal care arrangements are not involved with child welfare (i.e.,
private kinship care); thus, these families are not represented
in many of the findings from national surveys (e.g., National
Survey of Child and Adolescent Wellbeing and Consortium
of Longitudinal Studies in Child Abuse and Neglect; (53, 54)).
However, The National Survey of Children in Nonparental
Care (NSCNC) (3), an extension of the 2011/12 National
Survey of Children’s Health (55), asked extensive questions to
assist with identifying and surveying a nationally representa-
tive sample of nonparental caregivers’ reports of the health and
living situations of children aged 0-16 y. Findings from that
survey indicate that children living without parental caregivers
have experienced adversity at much higher rates than that of
their peers who live with one or more parents (3). Specifically,
30% of youth in nonparental care have experienced four or
more adverse life events, compared with 14% of children living
with one parent and 1% of children living with two parents.
Neighborhood and caregiver violence, incarceration, mental
illness, and substance use are the most common adverse expe-
riences for youth in nonparental care.

These adverse experiences contribute to poor health out-
comes, as demonstrated by Felitti et al. (56), whose work
showed that adverse childhood events have cumulative asso-
ciations with long-term adult outcomes, including heart dis-
ease, liver disease, substance abuse, depression, and suicide
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attempts. This research has been replicated in young children;
in childhood, the negative impact of adverse childhood expe-
riences includes increased risk of behavioral problems (57),
developmental delays (58), and school failure (59). Due to ele-
vated rates of poverty, maltreatment, and adverse experiences
among children in nonparental care, understanding household
structure may be an important clue toward identifying and
ultimately reducing these associated health risks.

THE INTERPLAY BETWEEN NONPARENTAL CARE AND
SOCIAL ANTECEDENTS OF CHILD HEALTH

Nonparental care often co-occurs with poverty, instability in
caregiving, and adversity (2,19). Few studies have attempted
to estimate these contributions separately, and when they do
findings have been mixed (60). Findings from National Survey
of Child and Adolescent Wellbeing indicate that there are no
differences in cognitive functioning, internalizing, or exter-
nalizing behavior problems for children in nonparental care
after poverty and maltreatment were accounted for, suggest-
ing that nonparental care has no direct effect on child health
(61). Other studies have found significant interaction effects
between nonparental care, poverty, and maltreatment in pre-
dicting health outcomes (62). Specifically, children cared for
by relatives who also live in poverty were found to experience
worse outcomes compared to children living with relatives
who have higher incomes, but both groups fared worse than
children living with at least one parent (10).

To more closely examine these associations across all types
of nonparental care arrangements, we analyzed data from the
NSCNC (3) with the goal of better understanding the unique
effects of poverty, maltreatment, instability, and type of non-
parental caregiver on seven dichotomous indicators of child
health assessed in the NSCNC: child mental health services,
hearing, vision, concentration/attention, mobility, activities of
daily living, and independence in the community. Our ana-
lytic model was consistent with the theoretical model depicted
in Figure 2. That model, adapted from the research reviewed
above, suggests that the health status of children in nonpa-
rental care is impacted by existing genetic/biological risks,
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environmental risks, and the complex processes by which chil-
dren enter nonparental care arrangements. Specifically, while
many factors contribute to entry into nonparental care, the
three key contributors previously identified in the literature
are poverty, parent availability, and safety. Once children are in
nonparental care arrangements, there is ongoing risk for place-
ment instability, maltreatment, and poverty, which also contrib-
utes to child health outcomes. Using the NSCNC, we analyzed
cross-sectional data examining the associations among his-
tory of poverty, current poverty, placement instability, history
of maltreatment, and demographic characteristics in relation
to indicators of child health. Analyses were completed using
Mplus 7.2 (63) to allow for the estimation of multiple logistic
regression models simultaneously. Sample weights were used
to ensure that findings reflected the population of children
in nonparental care. Maximum likelihood estimation with
robust SEs was used to account for missing data. Our results
are summarized in Table 1. Findings indicate distinct patterns
for physical health (i.e., hearing, vision, mobility, activities of
daily living) compared to mental health and functioning (i.e.,
receiving therapy, attention, and concentration). Specifically,
few caregivers endorsed having children who experienced
physical health indicators, and as a result, few demographics
and social antecedents were associated with these outcomes.
For vision, an increase in the time children were in their cur-
rent placement was significantly associated with an increased
likelihood of having vision impairments (B = 4.31; P < 0.01),
likely indicating that children with vision impairments enter
into nonparental care arrangements at younger ages. No other
meaningful effects were identified for physical health indica-
tors. However, for mental health indicators, a variety of con-
tributing factors were statistically significant with robust odds
ratios (ORs). Girls were nine times more likely to have received
therapy in the 12 mo prior to the NSCNC survey when com-
pared to boys. Caregivers who expected children to experience
another placement disruption, who reported that children were
not with them the majority of the week, and who reported that
children had spent a month or more living away from them
after initially moving in were also significantly more likely to
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Figure 2. Social antecedents of nonparental care and their contributions to child health.
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Table 1. Demographics and social antecedents associated with child
mental health outcomes

Therapy Attention

Lower Upper Lower Upper
Variable B 95%Cl 95%Cl B 95%Cl 95%Cl
Age -0.57 -0.58 -056 0.0 0.44 0.56
Gender 2.20 2.16 224 -324 -349 -3.00
Minority 0.42 0.37 048 -331 -3.77 -285
Grandparent 1645 1638 16.51 9.96 9.09 10.83
Foster caregiver 1721 1713 1728 554 4.40 6.68
Other caregiver 1530 1520 15.41 024 -0.65 1.13
Previousdisruption -1.30 -137 -123 -8.18 -862 -7.74
Expected future 254 248 259 -1.82 -223 -142
disruption
Percentof timewith ~ 1.91 1.86 195 -374 -445 -3.02
caregiver
Disruptionin current  1.98 1.90 206  5.40 423 6.58
arrangement
Maltreatment -043 -048 -038 1.19 091 1.47
Previous poverty 0.07 0.02 0.13  0.58 0.33 0.82
Current poverty -0.06 -0.08 -0.05 0.14 0.00 0.29

Cl, confidence interval.

report children receiving therapy (OR = 12.67, 6.75, and 7.25,
respectively). With regard to attention and concentration,
caregivers are much more likely to report problems when the
caregiver is a grandparent or a formal foster caregiver com-
pared to other caregivers (OR = 6.02 and 5.41, respectively).
Finally, caregivers who report that the child has spent a month
or more living apart from them since placement also endorse
more attention issues (OR = 6.86) as do caregivers who are car-
ing for child victims of maltreatment (OR = 3.28).

When our findings are considered within the context of
other studies addressing the health of youth in nonparen-
tal care, three distinct themes emerge. First, health concerns
appear to be fairly pervasive among children in nonparental
care, with a particular risk for mental health issues. In this
survey, 30% of caregivers reported that the child in their care
had received mental health treatment in the previous 12 mo,
and 20% reported that children had difficulty concentrating,
remembering, or making decisions. Children in foster homes
and under the care of grandparents were particularly at risk.
Future studies should consider combining the NSCNC with
the National Survey of Children’s Health to examine these
associations with more sophisticated indicators of child health.
Second, our findings reiterate the complexities of social ante-
cedents that contribute to child health, and the heterogeneity in
those mechanisms. Specifically, these results demonstrate that
for mental health services, disruptions in caregiving—either
previously or anticipated—were associated with the child
having accessed mental health services the previous year. In
contrast, difficulty with attention was associated with both dis-
ruptions in living arrangements and a history of maltreatment.
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Finally, these findings indicate particular vulnerability asso-
ciated with increased length of time in nonparental care and
decreased stability in nonparental care arrangements for both
physical and mental health concerns. Importantly, these are
cross-sectional associations, so causal direction cannot be
inferred. While more research is needed, findings point to non-
parental care status as a clear indicator of risk for poor health
outcomes. Given that an estimated 2.3 million children in the
United States are living in nonparental care (4), it is critical
that clinicians and researchers alike understand and account
for household structure and caregiving as part of their work.
This begins with ensuring that those working in the healthcare
system understand the types of living arrangements and iden-
tify a child’s custody status and household structure at each
patient/research encounter.

For clinicians, it is imperative to recognize that children
living in nonparental care may require more intensive health
services (64). This may include facilitating record gathering
and record review, providing developmental, educational, and
mental healthcare screenings and service referrals, enhanced
anticipatory guidance and education for nonparental caregiv-
ers, and multidisciplinary collaboration with all stakeholders
involved in the care of the child (i.e., child welfare; 65)

For researchers, there are several gaps in the literature on
children in nonparental care that should be addressed. First,
there is currently only one publication of findings from the
NSCNC (3,55), and further examination of that cross-sec-
tional data is warranted. Second, longitudinal studies following
children as they transition in and out of nonparental care are
needed to better understand the long-term impact of nonpa-
rental care on child health. Third, a better understanding of the
impact of fluctuations in living in nonparental care is needed.
Some studies have addressed stability in foster care specifically
(43,66), but that work has had limited extension to other non-
parental care arrangements. Additionally, research (and assess-
ments of household structure more generally) often assumes
that children are primarily dwelling in one household at a
time. Work that examines the tempo of changes in children’s
households (i.e., living with parents on the weekend, nonpa-
rental caregivers during the week; shifting from one household
to another on alternating weeks) has primarily been examined
for children of divorce (67-69). Extending such studies to the
population of children living in nonparental care, particu-
larly private and voluntary kinship care, would provide better
insight into how children are living within various family units
and the implications of those arrangements on their health and
well-being over time.

CONCLUSIONS

In summary, children living separately from both parents are,
in general, at a disadvantage with regard to indicators of physi-
cal health, mental health, and access to healthcare. The mecha-
nisms by which living in nonparental care appear to influence
health include exposure to poverty, adverse childhood experi-
ences, maltreatment, instability and disruptions in caregiving,
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and access to health insurance and public assistance. These fac-
ets of the nonparental care experience are more pronounced in
some nonparental care arrangements compared with others.
More research examining these mechanisms is warranted to
detect patterns in relations among correlates of nonparental
care and nonparental care and heath. Longitudinal studies
describing the pathways into and out of nonparental care and
the course of health are also needed. Despite these identified
gaps, there is sufficient evidence to indicate that attention to
household structure is relevant and necessary for the clinical
care of children and may aid in identifying youth at risk for
developing poor health across the lifespan.
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