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ABSTRACT

Title: Assessing Severely Emotionally Disturbed Youth in Residential Treatment
Author: Jodi Morstein Groot

Approved: |

The purpose of this study was to use an age-normed behavioral assessment tool
(CBCL) and a developmentally based, age normed, social competence measure (Rel-Q)
to identity deficits and delays of SED youth at admission to residential treatment and
examine both behavior problems and social competence at discharge. Demographic data
were gathered and evaluated in relationship to the measures of behavior and social
competence. One hundred and thirteen youth (55% male) completed the measures at
admission and made up the intake group. Sixty-three of those youth (60% male)
completed the discharge measures and were considered the longitudinal group. The
average age of the intake group was 14.7 years and 93% of the youth had experienced
previous out-of~home placement. At admission 71% of the intake group met at least
borderline or clinical levels on the CBCL. The social competence measures at admission
were grouped by age to compare them to established norms. Youth less than 12.5 years
were not significantly below 4th grade norms on any subscale or total social competence
score. Youth 12.5 years to 15 years demonstrated significantly lower scores than the 8th
grade norm on the dimension of personal meaning. For the oldest youth, those over 15
years, significant deficits were apparent on three subscales and in overall social
competence. Correlation between behavioral measures and social competence dimensions
are reported. A regression equation was used to explore the relationships between number
of out-of-home placements, demographic variables and the behavior and social
competence measures. No significant relationships between predictors and dependent
variables were identified. At discharge, 54 of the 63 youth in the study had made
significant behavioral and social competence gains across all three age groups. The
relationship between behavior problems and social competence at discharge was
explored; both for the group who made gains and the group that did not. A regression
equation using length of stay and psychiatric diagnosis as predictor variables did not
indicate a significant relationship between those predictors and behavior problem or
social competence scores at discharge. Limitations and further research directions are
discussed. Important findings included, SED youth had both behavioral problems and
developmental delays in the area of social competence at admission to residential
treatment. The majority of behavioral problems resolved, however, social competence
deficits among the older SED youth continued to exist at discharge. Gender differences
between behavioral problems and their relationship to social competence were evident.
Services provided and integrated in a residential setting are believed to have positively
impacted both behavior problems and aided in growth in the area of social competence.



iv

Acknowledgement of Financial Support

This dissertation was funded in part by the following:

Individual National Research Service Award
National Institute of Nursing Research, NIH,
F31, NR 07520-02



Acknowledgements

So many people have encouraged, mentored, and guided me through this process. 1
feel extremely blessed to have family, friends, and a scholarly community to both rely
upon, when it was difficult and to celebrate with, when it has been joyful. I could not
have done this study without you.

Dr. Kay Chatey & Dr. Beverly Hoeffer - Thank you — for encouraging dreams and
helping them come to fruition.

Dr. Judy Kendall - Your guidance over the past 5 years and sense of humor were truly
gifts.

Dr. Gail Houck — You have blessed me both with your depth of knowledge and your
ability to write clearly...the critiques were direct and I learned so
much!

Dr. Sheila Kodadek — It was a joy to meet a “kindred spirit”, your compassion both
encouraged me and challenges me...thank you.

Dr. Phil House — Your consistency of character, commitment to excellence in clinical
practice, thoughtful input, and practical support were and are very
appreciated.

Dr. Maureen Niehart — What a joy, to have a friend who is gifted in so many ways, your
clinical experience and writing expertise seemed to be available
when I most needed them, your prayers for me and understanding
of what this process has been like...are priceless.

YBGR — I am so thankful for the opportunities | have had while working here and for
your consistent support and encouragement through this process.

Mom & Dad — Thank you...for teaching me to love to learn and to love people.
Your lives are a consistent example of integrity and grace.

Kaitlyn & Joseph — Your love and laughter make my life great. It wasn’t always easy to
have a mom who “needs to study”. Your patience made this possible.

David — You have taught me so much about SED youth and it has been an amazing
trek both professionally and personally...I am so glad to be your partner.

Psalm 138:1-3



TABLE OF CONTENTS

Chapter 1: Introduction
Chapter 2: Review of the Literature

SED Youth
Foundations of Residential Treatment, 1950’s-1960’s
Community Mental Health Movement, 1960’s-1980’s
Unclaimed Children, 1980°s-1990’s
Outcome Research in Residential Treatment
Future Directions
Implications for Nursing Research
Measuring SED Youth Treatment Qutcomes
Considering Social Competence
Biology — Nature
Genetics, attachment, and pro-social behaviors
Genetics, temperament, and attachment
Environment — Nurture
Socialization Context; Family and attachment
Peers
Information Processing
Social Behaviors
Developmental Implications
GSID Relationship Model

Chapter 3: Method

Design

Hypotheses

Sample

Measures and Instrumentation
CBCL
GSID Relationship Questionnaire

Procedures
Human Subjects

Chapter 4: Results
Behavior Problems
Social Competence
Best response Scores and Norms

Relationship between Behavior Problems and Social Competence
Relationship between Non-clinical CBCL and Social Competence

12
14
21
24
26
26
28
29
29
30
33
33
36
37
38
40
41

47
47
47
48
50
50
52
55
56

58
59
62
63
65
66

vi



Gender Patterns at Admission
Longitudinal Findings
Relationship between Discharge Clinical CBCL and Social Competence
Gender Patterns at Discharge
Differences between Admission and Discharge Scores
CBCL
Rel-Q
Best Response Rel-Q and Subscale Score change by Age
Longitudinal Best Response compared to Norms
Demographic and Socio-Cultural Predictors at Admission
Demographic and Treatment Predictors at Discharge

Chapter 5: Discussion
Characteristics of the Intake and Longitudinal Samples
Behavioral Problems Social Competence and their Relationship
Relationships at Admission
Relationships at Discharge
Differences in Behavioral Problems and Social Competence
Behavior Problems at Admission
Internalizing and Externalizing Subscales
Social Competence at Admission
Social Perspective Coordination
Interpersonal Skills: Hypothetical Interpersonal Negotiations
Interpersonal Skills: Real Life Negotiations
Interpersonal Understanding
Personal Meaning
Changes in Behavior Problems and Social Competence
Behavior at Discharge
Social Competence at Discharge
Predictors at Admission
Predictors at Discharge
Limitations
Recommendations for Future Research
Conclusions

References

List of Tables

Number

1. Characteristics of the Sample

2. Girls and Boys T-Scores at Admission

3. CBCL Raw Scores at Admission

4. Rel-Q at Admission (raw scores)

5. Rel-Q and Subscales: Best Response Scores by Age at Admission

67
69
70
71
[F
12
73
73
76
79
82

87
87
88
88
90
92
02
98
93
96
97
97
98
100
101
102
103
106
108
108
110
111

Page
59
60
62
63
65

Vil



6. Correlation Matrix between CBCL and Rel-Q at Admission

7. Correlation between Admission CBCL and Rel-Q Scores for Females

8. Correlation between Admission CBCL and Rel-Q Scores for Males

9. Correlation between CBCL and Rel-Q at Discharge

10. Correlation between CBCL and Rel-Q Scores for Females at Discharge

11. Correlation between CBCL and Rel-Q Scores for Males at Discharge

12. Differences between Admission and Discharge CBCL and Subscale Scores

13. Differences between Admission and Discharge Rel-Q and Subscale Scores

14. Mean Rel-Q and Subscales Best Response Scores by Age

15. Rel-Q and Subscales Best Response Scores Compared to Norms

16. Correlation Matrix between Demographics, CBCL and Rel-Q

17. Hierarchical Regression Analysis for Predicting CBCL at Admission

18. Hierarchical Regression Analysis for Predicting Rel-Q at Admission

19. Correlation between Demographic, Treatment, CBCL and Rel-Q at
Discharge

20. Hierarchical Regression Analysis for Predicting CBCL at Discharge

21. Hierarchical Regression Analysis for Predicting Rel-Q at Discharge

List of Figures

Number

1. Psychosocial Competencies

2. Coordination of Social Perspective

3. Developmental Levels of Psychosocial Competence

Appendices
Appendix A: Child Behavior Checklist

66
68
69
70
71
72
73
74
76
78
72
80
81

83
84
86

Page
42
43
45

Appendix B: Group for Interpersonal Development Relationship Questionnaire

Appendix C. Admission Consent
Appendix D: Confidentiality and Youth Rights

viii



Assessing SED Youth 1

Chapter 1
Introduction

On a daily basis, | of 10 or as many as 6 million youth in the United States are
experiencing serious emotional disturbances (SED) that disrupt their functioning in
homes, schools, and communities (Child Welfare League of America, 2000). Since the
mid-1970’s, child welfare efforts and mental health resources have been directed toward
treatment that is community-based and focused on permanency placement and family
preservation (Curry, 1991; Whittaker, 2000; Whittaker & Pfieffer, 1994). However, the
National Resource Center for Permanency Planning (2000) reported that in 1985,
147,000 non-relative foster homes were available for 276,000 children in need of care,
and by 1994 only 125,000 non-relative foster homes were available for 450,000 youth.
Approximately 60% of the children in out-of-home foster care have moderate to severe
mental health problems. A substantial number of these youth have problems so serious
that their safety needs can not be met in their communities and they are placed in
residential treatment (Burns, Hoagwood, & Mzarek, 1998, Halfon, English, Allen &
Dewoody, 1994; Terpstra, 1998; Whittaker, 2000).

Residential treatment is defined as a 24-hour facility, which is not licensed as a
hospital, that offers programming for children with diagnosable mental health disorders
(Tuma, 1989). Compared to the general population, children in residential treatment have
often lived in poverty, have academic problems, struggle behaviorally and have deficits

in social competence. Many of them have had out-of-home placements prior to
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residential treatment and their difficulties were often first identified at early ages (Curry,
1991).

In recent years, there has been little research in residential treatment settings. Studies
conducted in the 1970's and 1980's generally focused on descriptions of the youth served
or on the residential settings themselves. Outcomes most often were measured in terms of
community re-adjustment and recidivism (Curry, 1991; Maluccio & Marlow, 1972;
Pfieffer & Strezelicki, 1990).

Contemporary studies with SED youth have emphasized the complexity and difficulty
presented by attempting to measure treatment outcomes. Most studies incorporate several
tools in an effort to provide a comprehensive picture (Brenda, 1996). Behavioral
checklists typically are employed in this research; the Child Behavioral Checklist
(CBCL) is the most widely used and well-validated tool of this sort (Furlong & Wood,
1999). Behavioral measures can describe the actions of an SED youth, but do not reveal
the psychological, developmental, emotional, or social factors that underlie those actions.

A theoretical framework of developmental psychopathology compels the researcher to
consider outcomes of treatment for SED youth from a developmental perspective. A key
indicator of psychological, social, and emotional health is an individual’s effectiveness in
social interactions or social competence. SED youth have significant deficits in social
competence (Achenbach & Edelbrock, 1981; Hartup, 1983; Rutter & Garmezy, 1983).
Although historically social competence has been measured by skills checklists,
behavioral assessments, and peer reports (Merrell & Gimple, 1998; Rose-Krasnor, 1997),

the perspective of developmental psychopathology points to the salience of assessing
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deficits in the earlier competencies. Accordingly, Shultz and Selman (1998) have
articulated a theoretical framework related to the development of social cognitive
competence, the Group for the Study of Interpersonal Development (GSID) Relationship
Model. This framework makes it possible to examine the development of social
competence and consider the impact of this development upon outcome behaviors. They
have designed the GSID Relationship Questionnaire (Rel-Q) to assess social competence
from a developmental perspective.

There is little research related to the SED population served in residential treatment,
and little, if any, has addressed social competence outcomes. This study used an age-
normed behavioral assessment tool and a developmentally based, age-normed, social
competence measure to identify deficits and delays at intake into residential treatment,
and examined both behavior problems and social competence at discharge. Demographic
data were gathered and evaluated in relationship to the behavior tool and measures of
social competence. The specific aims of this study were

1. to explore relationships among behavior problem and social competence scores for
SED youth;

2. to compare behavior problem and social competence scores of SED youth upon
admission to and at discharge from residential treatment;

3. to examine how selected demographic variables and the socio-cultural variable of
number of out-of-home placements explain variation in behavior problem and

social competence measures at admission; and
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4. to examine how demographic variables, the socio-cultural variable and the selected
treatment variables of length of stay in residential treatment and psychiatric
diagnosis, explain variation in behavior problem and social competence measures
within 10 days of discharge from residential treatment.

Findings from this initial work will provide a foundation for a program of research
focused on SED youth in residential treatment. Assessing social competence from a
developmental perspective has implications for treatment, and, in turn, can influence the
model of care adopted. It is hoped that this work will be an empirical contribution to the
knowledge base regarding the assessment of and treatment outcomes for SED youth in

residential treatment settings.
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Chapter 2
Review of Literature

This chapter will discuss the prevalence of SED youth in the United States, review
federal initiatives which have impacted their care, and focus on theoretical underpinnings
and contemporary bias associated with residential treatment. A review of outcome studies
in residential treatment will provide incentive for further research and for the
incorporation of a developmental focus when assessing SED youth gains or losses.

Literature will support that SED youth have deficits in the realm of social competence.
Developmental psychopathology promotes the evaluation of social competence from a
developmental perspective. Social competence will be explored by reviewing studies that
have addressed biological factors (nature), environmental influences (nurture), the impact
of these components upon social-cognitive development, and the resulting social
behaviors. The chapter will conclude with a review of the GSID Relationship Model
(Selman & Demorest, 1984) which will serve as a conceptual framework for this
dissertation.
SED Youth

Compiling accurate data related to the prevalence of child and adolescent psychiatric
disorders in the United States has been challenging for researchers. In a review of fifty-
two studies conducted in the past forty years, problems with sampling, case ascertation,
case definition, data analysis, and presentation were identified (Roberts, Attkinsson &
Rosenblatt, 1998). Estimated median rates of occurrence of psychiatric diagnoses were

12% for latency age children and 15% for adolescents. Serious childhood behavior
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disorders have been identified within all cultures and ethnic groups, and across all
socioeconomic levels (Miller, London & Prinz, 1991). The World Health Organization
has predicted that, by the year 2020, mental illness will exceed all other causes of illness
in the child and adolescent population (Report of the Surgeon General’s Conference on
Children’s Mental Health, 2000).

It is clear SED youth exist in the United States. It is less clear who cares for them or
how this care is provided. Whittaker and Pfeiffer (1994) concluded that the current
service delivery system for SED youth is “fragmented and segregated, marked by
concerns over territory, poor communication, misunderstandings regarding differing
perspectives, values, and regulations and an aversion to change” (p. 593). Child welfare,
juvenile justice, public education, and mental health services have each influenced the
development of interventions for SED youth. Political ideology, social agendas, and
economic forces all have contributed to the current state of mental health care for
children and adolescents.

For at least the last 20 years, efforts and federal resources in child welfare and mental
health have focused on neurological investigation, pharmacological intervention,
preserving families, developing appropriate systems of care, and promoting permanency
placement. Juvenile justice research also has moved toward examining community
placement and family intervention. Ideologically, keeping SED youth in their homes and
communities is highly desirable. However, in spite of emerging biological understanding,
pharmacological interventions, and the development of community-based and family-

centered models of care, the most seriously disturbed youth continue to be placed in
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residential treatment (Burns, Hoagwood, & Mzarek, 1998). Reviewing the historical care
and evolution of treatment for SED youth in the United States will provide a foundation
for understanding current political thought and research implications for this population.
SED Youth, Federal Initiatives, and The Evolution of Residential Treatment

The first hundred years: 1850-1950. In the mid-1800’s, Dorthea Dix advocated with
the Massachusetts legislature for humane treatment for the mentally ill. She reported that
emotionally disturbed children and adolescents were living in adult settings in which
naked patients were locked and chained in cages, cellars, stalls, and pens (Rosen, Clark,
& Kivitz, 1976). In the late 1800’s, Linda Richards, a nurse reformer, stated, “It stands to
reason that the mentally sick should be at least as well cared for as the physically sick”
(Doona, 1984, p. 51). Largely in response to the work of social reformers like Dix and
Richards, change began. Early medical treatment for mental illness focused almost
exclusively on adults (Aries, 1962). Little emphasis was placed on the mental health care
of children, who historically were treated as miniature adults.

If emotionally disturbed children received care, it is likely that they were treated in the
same manner as abused or neglected youth. Early child welfare practice focused on
removing a child from a situation of abuse, neglect, or poverty. At that time, the primary
intervention was to relocate the child. Orphan trains carried children to families in
frontier communities and new homes in the west. Private parochial systems and secular
social services provided care in children’s homes and orphanages. By the mid-1920’s,
child welfare advocates had begun to encourage family foster care over group placements

for orphaned or abandoned children (Whittaker, 2000).
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The earliest specific efforts related to the care of mentally ill children can be traced
to the works of Sigmund Freud. In 1909, he published his paper on the treatment of
“Little Hans,” opening the door for psychoanalytic work with youth. Melanie Klein and
Anna Freud continued to develop interventions based on psychoanalysis with children
(Stuart, 1998).

Also in 1909, William Healy established the first child guidance clinic in the United
States in Chicago to serve the juvenile court. Slowly, other clinics were established in
metropolitan areas. They gathered an initial data set on children’s mental health needs
and provided limited treatment services in some settings (Fagan, 1974).

Medical interventions such as insulin shock therapy, psychosurgery, and
electroconvulsive therapy were developed in the 1930’s. These were primarily were used
with adult patients in hospital and asylum settings (Stuart, 1998). Psychiatric services for
emotionally disturbed children were rare, and, in most of the country, non-existent.

Meyers (1985) reported that the history of federal efforts to improve care for mentally
ill children has been, “a story of failure marked by a series of initiatives that have neither
survived beyond a few years nor accomplished much of lasting significance” (p. 182). As
early as the 1930 White House Conference on Children, there were calls for a
comprehensive program for emotionally handicapped children (Joint Commission on
Mental Health and Children, 1969). Unfortunately, little federal attention was directed
toward these youth.

Reviewing the care of SED youth through the first half of the 1900’s indicates that

what developed as care evolved as a response to shifts in child welfare policy and
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psychoanalytic thought. Whittaker reported that, by the mid twentieth century, “less than
10% of the children in group settings fit the description of true orphans” (p. 64). Mentally
ill or delinquent children, for whom family foster care was deemed insufficient or
inappropriate, were the population that continued to be served in group care settings.

The foundations of contemporary residential treatment in the United States can be traced
to work promoted in the 1950’s and 1960°s.

Foundations of residential treatment: 1950-1960’s. By the early 1950’s, specific
treatment settings had evolved to serve emotionally disturbed youth. Most program
designs were based on one of three philosophies: psychodynamic, behavioral, and guided
group interactions. The conceptual models and interventions generated during these years
underlie contemporary practice in residential treatment.

Bruno Bettleheim, a pioneer in the care of emotionally disturbed children, was highly
influenced by a psychodynamic approach. At the University of Chicago Orthonogenic
School, Bettleheim focused on the concept of ego development, with psychopathology
being defined in terms of fixated or regressed ego functioning (1950). The Orthonogenic
School served very disturbed youth and young adults and provided them with a “total
therapeutic milieu” (1974, p. 5). Bettleheim reported that the severity of each patient’s
illness required considerable time, easily five years or more, in the milieu setting. Client
outcomes were not studied empirically, although Bettleheim reported that eighty-five
percent of the clients treated in the Orthonogenic program were “restored to full

participation in life” (1974, p. 6).
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Fritz Redl, at Pioneer House in Detroit, focused on how children learn to control their
behaviors. Psycho-dynamic interventions were implemented to facilitate a child’s ability
to learn self control (Brentro & Ness, 1983). Psychodynamic thought was based upon
Freudian assumptions that behavior was connected to inner states and that distorted
interpersonal relationships resulted in long term personality difficulties. Treatment for
children in these types of settings focused on adults being sensitized to the needs of
children and providing opportunity for nurturing secure relationships (Juul, 1980).

While Bettleheim and Redl were working in in-patient settings with disturbed
children, Maxwell Jones introduced the concept of the “therapeutic community” with
adult psychiatric patients. His ideas emphasized that a patient’s social environment could
provide therapeutic experiences (Stuart, 1998). His propositions were congruent with
interventions promoted by Bettleheim.

In the 1960’s, the focus of care and treatment of SED youth significantly shifted with
the introduction of behavioral approaches. With support from the National Institute of
Mental Health (NIMH), Edward Phillips developed the Achievement Place or Teaching
Family model. This model emphasized behavioral modification and social learning
theory (Brendtro & Ness, 1983). Personality was considered the sum of behaviors and, in
this school of thought, it was assumed that all behaviors were learned. Intervention was
based on trying to modify difficult behaviors by appropriate reinforcement (Juul, 1980).

During the same years, psycho-educational models, like the Re-Ed school concept
designed by Nicholas Hobbs (1979), were popular with educators dealing with

emotionally disturbed youth. Psycho-educational models have been described as eclectic,
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drawing ideas from other theoretical frameworks and choosing techniques that are
considered appropriate (Juul, 1980). The Re-Ed school model had strong connections
with behavioral approaches. In 1979, Hobbs reviewed the 20-year history of the Re-Ed
program and concluded that behavioral modification, though powerful, was not a
sufficient theoretical base for helping disturbed children and adolescents. He identified
problems including; insufficient attention to the evocative power of identification with an
admired adult, the presence of rigorous demands of stated and implicit situations, and
need for focus upon the fulfillment that comes from demonstrating competency.

Guided group interaction strategies were implemented in correctional group care
settings. Researchers assumed that negative behaviors were elicited and reinforced by a
negative peer culture. They believed that by creating opportunities for youth to help one
another, they could take responsibility for changing themselves, which in turn could
impact negative behaviors. These ideas were later applied to other youth in non-
correctional placements (Brendtro & Ness, 1983). However, recent longitudinal studies
with delinquents have indicated that peer group interventions with this population may
ncrease adolescent problem behaviors and negative life outcomes. Dishion, McCord, and
Poulin (1999) proposed that, under certain circumstance during early adolescence, peer
aggregation could inadvertently reinforce problem behavior. Joshi and Rosenberg (1997)
found that children who demonstrated oppositional, defiant, or conduct disorders did the
most poorly in residential treatment settings, perhaps for the reasons later proposed by

Dishion et al.
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In the years to follow, few programs were designed or implemented using a single
theoretical framework. The specific professional or group that developed care brought its
own standards and ideas to the residential treatment setting. When commenting on
contemporary residential treatment, Brendtro and Ness (1983) asserted there were many
models for intervention as programs, and concluded that most practice models have been
psycho-educational because of the tendency to draw from several different educational
and treatment frameworks. By the early 1960’s, public policy and funding began to shift
from providing mental health care in in-patient settings toward community-based out
patient care.

Community mental health movement and diagnostic related groups: 1960°s ~1980's.
In 1965, specific amendments to the Social Security Act mandated the creation of
research to study “resources, methods, and practices for diagnosing and preventing
emotional illness in children and of treating, caring for, and rehabilitating children with
emotional illnesses” (Joint Commission on Mental Health in Children, 1969, p. 2). The
Commission recommended funding to provide incentives to communities to create a
range of coordinated services that would provide interrelated and continuous care for
children with emotional difficulties. Although the Commission was costly and provided
both depth and detail regarding the problems, little political interest or funding came from
their recommendations. During the Nixon administration, focus was placed on fewer
rather than more social service programs (Meyers, 1985). The cyclical nature of
initiatives has reflected the increased interest of liberals in social programming only to be

followed by decreased emphasis when conservative powers were in office.
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In the 1960°s, some federal funding was directed toward Community Mental Health
Centers. However, early legislative directives had no inclusion criteria for children until
1971, when the regulations were amended to require children’s services. A provision to
the Community Mental Health Center Act provided increased funding for local
programming for children.

In response to the promotion of community-based care, a number of significant
changes occurred for SED youth. The idea that those receiving special education and
mental health services should be de-institutionalized and remain in community or family
settings became a popular focus for both child welfare professionals and politicians.
Whitaker and Treischman (1972) identified a significant growth of day programs,
following the community health movement. However, residential treatment services
continued to be necessary for some youth, including those who were “more disturbed”
and “more psychotic” (p. 5). They noted that residential treatment had been de-
emphasized by child welfare advocates and policy makers’ and, in some respects, ignored
altogether as a legitimate form or level of care. Mayer (1975), a leading advocate for
quality care in residential services, coined the term “pariah care,” referring to group care
programs for troubled youth. He attempted to draw attention to the stigmatization and
marginalization experienced both by SED youth and by the group settings in which they
were being served. In 1974, Congress did not renew the funding for Community Mental
Health Centers’ local programming for children. This ended the first national initiative

for children’s mental health services.
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The late 1970°s and early 1980’s saw a proliferation of private psychiatric hospitals
that provided care to children and adolescents. This growth was due largely to the lack of
cost confrols on mental health services. In 1982, Congress enacted legislation to create
Diagnostic Related Groups (DRG’s) as a means for controlling Medicare costs for
physical health care. Mental health services were not included and able to continue to bill
at a fee for service rate. As time went on, corporations began to contract with mental
health providers in order to control the costs and, by the late 1980’s this was being
achieved largely by limiting inpatient care and lengths of stay (Mordak, 1998).

Under the Carter administration, attention was once again directed toward addressing
the needs of children with severe psychiatric and behavioral problems. A federal law was
passed in 1981 to provide state and local communities with limited funds to deliver and
coordinate care for emotionally disturbed youth. The law was repealed by the Reagan
administration before it took effect (Meyers, 1985). A major division of the American
Psychological Association (APA) commissioned a report in the late 1980°s on the state of
the art in residential treatment. Whittaker (2000) described the findings as “thoughtful,
well balanced, and substantive”(p. 65). Unfortunately, the APA chose not to publish the
report, presumably because it could have been viewed as an endorsement for residential
care.

Unclaimed children:1980's - 1990’s. During the fall of 1979 through the summer of
1982, a national survey was conducted in all 50 states and the District of Columbia to
determine the organizational structures, fiscal policies, and services provided for

emotionally troubled children. The Children’s Defense Fund published the revealing
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outcome report, Unclaimed Children, which brought the plight of American children with
emotional difficulties once again to the attention of policy makers and the public
(Knitzer, 1982). Of the three million emotionally disturbed children in the United States,
two million were not receiving adequate services. Very few states offered anything other
than inpatient hospital care, described as restrictive and costly. The report indicated that
40% of the children in hospital placements were not provided services at an appropriate
level of care. There were few, if any, community options available to this vulnerable
population and their families.

In 1984, largely in response to Unclaimed Children, Congress designated $1.5 million
for a new service demonstration program aimed at improving the provision of mental
health care for children. The Child and Adolescent Service System Program (CASSP)
was administered by the NIMH and provided funds to states to improve service systems
at both state and local levels. According to Katz-Levy (1991), CASSP was created to
address a number of related problems. The system of care for SED youth was
fragmented. At least four different service systems, child welfare, special education,
mental health and juvenile justice, were providing services with no logical coordination.
CASSP provided competitive challenge grants to states to improve children’s mental
health in very specific ways. The grants were targeted at improving leadership within the
state systems, requiring state departments of mental health to collaborate with other state
agencies, developing service delivery at community levels, strengthening family

advocacy, and recognizing culture and ethnic diversity (Knitzer, 1993).
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Traditional intervention strategies were challenged and reconsidered. Stroul and
Freidman (1986) argued for a community-based system of care with a range of non-
residential as well as residential services. They called for increased family support
systems and linkages between agencies that would ease transitions for children. Cross
system collaboration was to be promoted as well as individuation of treatment design.
This paradigm shift resulted in providers rethinking level of service and intensity.
According to Knitzer (1993) the appropriate level of intensity could be created within
natural environments by “wrapping services around” the child and family in the home,
classroom, or community. This shift in paradigm de-emphasized the use of institutional
settings (hospitals and residential) in favor of developing community-based levels of care
for SED youth (Salzer & Bickman, 1997).

Terpstra (1998) reported that, in child welfare settings, the number of children in
residential placements remained fairly consistent from 1965-1981. By contrast, the
number of settings providing care nearly doubled. This reflected a steady decline in large
service units and a move toward settings that lodged fewer children per unit.

Movement of children to community based settings gained momentum in the early
1990’s with the advancement of ideas and practices supporting family preservation and
permanency placement, and in the wake of ongoing battles to control costs. In August
1993, federal legislation was passed allocating one billion dollars over a five-year period
to states that would develop early intervention, prevention, and family support services

(Wells, 1994). The crucial role a family plays in the development of a child was
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emphasized, along with the importance of returning children to their families of origin or
finding permanent placement with other families (Maluccio, Fein, & Davis, 1994).

A CASSP sponsored project attempted to define the concept of a “system of care” and
its philosophical underpinnings. A system of care was defined as “a comprehensive
spectrum of mental health and other necessary services that are organized into a
coordinated network to meet the multiple and changing needs of children and adolescents
with SED and their families” (Stroul & Friedman, 1996, p. 16). Both non-residential and
residential services were included in the continuum. Prevention, early identification and
intervention, assessment, outpatient treatment, home based services, day treatment, and
emergency care were all considered non-residential placement. Residential placement
included therapeutic foster care, therapeutic group care, therapeutic camp services,
independent living services, residential treatment, crisis residential placements, and
inpatient hospitalization (Stroul & Freidman, 1996).

In attempting to create a system of care, a variety of new services evolved. Although
some data exists related to the design and impact of a continuum of care, little
information exists in the literature regarding current or best practices in residential
treatment or it’s place in the system of care (Bickman, 1996; Bickman, Summerfelt, &
Noser, 1997, Whittaker & Pfietfer, 1994; Whittaker, 2000). Bickman (1995) and
colleagues conducted the extensive, highly funded Fort Bragg Evaluation Project (FBEP)
that explored outcomes for SED youth served in a comprehensive system of care.
According to Salzer and Bickman (1997), “systems reform efforts aimed at improving

children’s mental health services appear to produce important gains in how services are
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delivered, but do not appear to significantly impact clinical outcomes” (p. 2). The rush to
implement system level changes may have consumed funding and effort that could have
been targeted toward developing more effective intervention.

The development of managed care systems for directing mental health services
significantly impacted the care of SED youth and the professionals who served them.
After decades of growth in expenditures for mental health services in both the public and
private sector, confusion as to what constituted methodologically sound practices, and
less than helpful findings regarding effectiveness of interventions, led government and
private stakeholders to embrace managed care strategies. Fundamentally, managed care
has been concerned with access, cost and quality. Proponents of managed care have
advocated that active management of cases by pre-authorizations, utilization reviews,
provider networks, and performance contracting enhances the quality of care while
containing costs (Mordock, 1998).

However, the impact of managed care on the achievement of the desired goals is
unclear. Stroul, Pires, Armstrong and Meyers (1998) concluded that under managed care,
it has actually been more difficult to obtain needed services for SED youth, as well as the
uninsured.The nationwide Health Care Reform Tracking Project (HCRTP) reported a
number of problems that have arisen in the current environment. The project noted that
ongoing efforts to develop systems of care for SED youth are not being linked to
managed care initiatives and that there is a lack of coordination with other agencies

serving these children (Stroul et al., 1998).
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A legislative alert in August 1995 informed providers that the full House
Appropriations Sub-Committee had slashed labor, education, and health and human
services funds. The House Committee terminated 176 programs, and the three agency
budgets were cut by $9.3 billion (Crosby & Kroeger, 1995). This essentially ended
several programs, including CASSP. The committee did maintain the Children’s Mental
Health Service Funding (CMHS) at $60 million.

Built on CASSP principles, the CMHS provided grants to states, communities,
territories, and Indian tribes for improving and expanding systems of care to meet the
needs of SED youth and their families. Initially, the program was funded at $5 million
annually and grew to $73 million by 1996. Grantees were required to include diagnostic
and evaluation services, outpatient treatment, 24-hour emergency care, intensive home-
based services, day-treatment, and respite care (Annual Report to Congress, 1997).
Neither CASSP nor CMHS had any designated funds for investigating practice,
innovation, or outcomes in residential treatment.

Clearly, American policy makers had become aware of the existence of the SED
population during these years. Resources and efforts directed toward the population
gained momentum only to be slowed by new administrations and political forces.
Unfortunately, significant initiatives to promote community-based interventions seemed
to discount the place of residential treatment in a continuum of care.

Contemporary trends and bias related to residential care: 1990°s and beyond.
Research, funding, and federal initiatives for meeting the needs of SED youth have

targeted the development of systems of care and promoted community-based
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interventions. Although researchers have continued to acknowledge that a percentage of
the SED population are not being treated in the community, a strong conceptual bias has
developed against residential treatment (Whittaker, 2000, Halfron, English, Allen, &
DeWoody, 1994). In a report for the Surgeon General on mental health, residential
treatment centers were judged to be serving more seriously disturbed youth (Burns,
Hoagwood, & Mzarek, 1998). Concerns cited regarding residential care included a lack
of a research base to substantiate effectiveness, incompatibility of this type of service
with a community-based treatment approach, and costliness. Burns and colleagues (1998)
questioned the usefulness of residential treatment, although they speculated that “an
intensive long-term program with high staff to child ratio may be of benefit to some
children, especially when sufficient supportive services are not available in their
communities” (p. 16). Whittaker and Pfieffer (1994) suggested that attempts to seriously
examine group childcare settings might have been resisted for fear of promoting
residential services over family preservation and community alternatives. They described
research for residential treatment as “sorely lacking” (p. 593). Pecora, Whittaker, and
Maluccio (1992) reported that the reasons for this absence of research may be related to
the lack of hard indicators of successful long term outcomes, inadequately developed
models of treatment, and high costs.

A negative bias toward residential treatment was evident in the Report of the Surgeon
General’s Conference on Children’s Mental Health: A National Action Agenda (2000).
The report called for exploration of interventions across the continuum of care, although

it had little focus on in-patient settings. Burns (2000) questioned whether programs that
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do not have an evidence base should be funded. It is contradictory to call for empirical
data and then choose not to fund research related to a specific level of care that exists on
the continuum. Well-intentioned and important programs like CASSP and CMHS
promoted community-based care but ignored residential treatment settings that served the
children with the most severe mental health problems.

In the Action Agenda, Burns (2000) is cited promoting that community based models
have “contrasted sharply with traditional forms of institutional care, which can have
deleterious consequences” (p. 35). Unfortunately, the limitations of outcome research for
SED youth in residential treatment have done little to either support or dispute this claim.
QOutcome Research in Residential Treatment

For at least the last 25 years, serious efforts to develop new models of care or study
existing residential treatment programs have neither been funded nor promoted
(Whittaker, 2000). The existing research on residential care is fragmented and varies in
scope and quality. Most studies are deficient in one or more areas: absence of control
conditions or comparisons, poorly defined service units, small samples, poorly selected
outcome criteria, and limited relevance and utility for practice (Whittaker & Pfieffer,
1994).

It is unclear exactly which or how many children are being served in residential care.
Burns and colleagues estimated that 8% of the SED children in treatment in the United
States received mental health services in residential settings (Burns, Hoagwood, &
Maltsby, 1998). They noted that the cost of care for these youth consumes nearly 25% of

the national funding available for children’s mental health services. After an extensive
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review of residential treatment literature, Edwards (1994) reported that the exact number
of children in residential treatment settings nationwide is not known. In an attempt to
assess current data related to the diagnostic classifications of the children served, he
concluded that the use of out of date language and diverse classification systems did not
lead to clear information regarding the population.

Thus, little is known about what characterizes children in residential treatment. In a
study that compared children served in residential treatment with those served in school
settings, rescarchers found that youth in residential treatment were more likely to come
from blended families. Children in residential treatment also had more often been
previously placed in residential settings and had higher rates of conduct, anxiety, and
attention deficit disorders. The two groups did not differ in intelligence, age of onset, or
rate of depression or schizophrenia (Silver, et al. 1992). Blackman, Eustace, and
Chowdhury (1991) suggested that residential treatment may be the “best option” for a
small but significant number of SED youth. These teens generally presented with serious
psychopathology, had few community supports, and often were potentially harmful to
themselves or others if they remained in the community.

Youth referred to residential treatment have multiple needs and require a
comprehensive spectrum of mental health, education, and child welfare related services.
A National Survey of Residential Group Care was conducted from September 1981
through June 1982. Researchers examined nine types of residential placements and
compared their findings to research conducted in 1966, in a Census of Children’s

Residential Institutions in the United States, Puerto Rico, and the Virgin Islands. They
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reported that most settings were designed to serve smaller numbers of youth in 1981 than
they were serving in 1966. During the fifteen years covered by the survey, the population
of dependent or neglected children in residential care had dramatically decreased. Yet,
mental health and psychiatric populations had increased, as had the numbers of children
served in the juvenile justice placements. In the 1966 study, the collective staff in all
types of settings, when asked about the presence of emotional disturbance in the
population being served, believed 75% of the youth in residential care were experiencing
emotional problems. In the 1981 study, across all settings, staff reported they believed at
least 86% of the children they served were emotionally disturbed (Young, Dore &
Pappenfort, 1989).

Pfieffer and Strzelicki (1990) reviewed all outcome studies in child and adolescent
residential treatment and inpatient psychiatric hospitalization reported in the literature
from 1975 to 1990. They concluded that residential treatment was often beneficial,
particularly if there was a specialized treatment program and aftercare provided. They
also indicated that youth with a “less pathological clinical picture” (p. 847) seemed to
have more positive outcomes. Brendtro and Ness (1983) concluded that the fact that
intervention is organized around a distinct conceptual framework may be more important
than the specific program model.

The quality of support in the post discharge environment was found to be related to
positive community adjustment (Pecora, Whittaker, & Malluccio, 1992). Family
involvement and contact during residential placement also appeared to affect post

placement success. Although having a specific treatment program seemed to be useful,
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the type of program and severity of the presenting problem of the youth were not strongly
associated with post placement adjustment.

Curry (1991) reviewed 5 major residential treatment studies published in the 1970’s
and 1980’s. From that review, Curry concluded that research on residential treatment for
children and adolescents has been limited by reliance on single sample designs. Yet,
Whittaker’s (2000) review suggested that this has still not been resolved. At the same
time, the studies yielded useful information for conceptualization and post discharge
planning. Pecora and colleagues (1992) found the degree of support and continuity of
significant relationships seemed to predict better outcomes while age, 1Q, sex, and length
of stay did not predict discharge adjustment. Youth adaptability and adjustment within a
program did not forecast discharge success, although the severity and type of dysfunction
seemed to correlate with limited positive outcomes. Curry implied that the studies
reviewed indicated that residential treatment should be considered “one step within a
process or continuum of care” (p. 352). Blackman, Eustace, and Chowdhury (1991)
reported positive outcomes and measures of long term effectiveness in their work with
SED youth in a residential treatment program both at discharge and at one to three year
follow up. In contrast, after reviewing outcome studies in residential treatment, Melton
and colleagues (1998) generalized that there was little evidence that residential treatment
was effective when compared to well-conceptualized non residential alternatives.

Future Directions
Six issues that should be explored in order to improve the quality of care in residential

treatment for emotionally disturbed children were identified in the research literature.
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These include: 1) appropriate identification of SED youth, 2) professional preparation
and staff training, 3) intervention models and strategies, 4) coordination of resources, 5)
improved research design, and 6) communication.

It is unclear which subgroups of children are best-served in residential settings. Other
areas to explore include innovative program model development, client information
systems, family involvement and how the coordination of residential and community
resources could be enhanced. Research that examines successful community transition
and the maintenance of treatment gains also would be useful (Pfieffer & Strzelecki,
1990). Staff training and improving professional preparation to bridge the gaps that often
exist between education and necessary clinical skills for working effectively with
difficult children also merits attention.

Clearly, there is a need for a detailed report of the current state of the art in group
childcare programming (Whittaker & Pfeiffer, 1994). Curry (1991) suggested that future
studies should use more powerful research designs and more sophisticated statistical
analysis that would allow scientists to examine interactions among causative factors.
Outcome criteria, treatment success, and child adjustments require improved definition
and measurement. The dissemination and adoption of relevant findings in residential care
research needs to be facilitated (Pfieffer & Strzelecki, 1990). According to Whittaker
(2000) “the greatest tragedy would be to extend into the next century the polarizing
debate which has engulfed group childcare through much of the last hundred

years...Group care, in any of its forms is no panacea. Yet, it deserves a thoughtful,
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critical review to determine its proper place and function in the over all continuum of
care and services” (p. 72).
Implications for Nursing Research

Nurses work with SED youth in hospitals, residential treatment, and outpatient
facilities. Settings which employ nurses tend to serve the “most disturbed,” those who
need medication, are difficult to keep safe, and often lack support systems. Many of these
children have “failed” in family and community settings and arrive in residential care as a
“last resort.” Contemporary policy has advocated for a continuum of care to provide
intervention for these youth although bias has been generated toward the services
delivered at the restrictive end of the continuum. It is vital to remember that some
children will be in out-of-home placements that are not family settings. There are not
enough foster families and many youth have problems that are too severe to be managed
and treated in community-based settings. Little or no up-to-date information is available
which assesses these youth, identifies their difficulties or investigates their progress, or
lack of progress, in treatment. This study will describe these youth and assesses their
deficits and gains and will serve as a foundational study for a nurse researcher committed
to caring for this population.
Measuring SED Youth Treatment Outcomes

Measuring treatment outcomes for SED youth has been described as complex and
difficult (Breda, 1996). Often several tools are used in an attempt to gain a comprehensive

assessment. Behavioral checklists have been the foundational tools for this type of
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research although they are limited as they do not address underlying psychological,
developmental, emotional or social factors.

A key indicator of psychological, social, and emotional health is an individual’s
effectiveness in social interactions or social competence. According to Guralnik and
Neville (1997), the construct of social competence captures how individuals define and
solve the most fundamental problems in human relationships. Social competence has
been viewed as an organizing phenomenon with transactional, context dependant, and
goal specific characteristics. As a dynamic higher order construct, it includes skills and
abilities in cognitive, communicative, affective, and motor domains that are coordinated
toward achieving inter and intra-personal goals. Rutter and Garmezy (1983) described
social competence as that set of cognitive, emotional, and behavioral abilities that initiate
and sustain interactions with others, build friendships, and achieve related interpersonal
goals.

SED youth have significant deficits in social competence (Achenbach & Edelbrock,
1981; Curry, 1991; Hartup, 1983; Rutter & Garmezy, 1983). Historically, social
competence has been measured by behavioral assessments, skills checklists, and peer
reports (Merrell & Gimple, 1998; Rose-Krasnor, 1997). Developmental psychopathology
emphasizes the salience of assessing deficits in the earlier competencies. It is crucial that
researchers assess developmental deficits as well as gains when evaluating SED youth.
The construct of social competence can be evaluated from a developmental standpoint.

To provide additional foundation for this study, key research related to social competence
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is reviewed and a theoretical framework that defines social competence from a
developmental perspective is presented.
Considering Social Competence

Many investigators agree that social competence can be defined as effectiveness in
social interactions; however, operationalizing and measuring the construct has proven
challenging (Shultz & Selman, 2001; Rose-Krasnor, 1997; Waters & Sroufe, 1983).
Empirical efforts have generated theoretical constructs and explored processes that have
contributed to the understanding of the development of social competence.

Ladd (1999) completed a comprehensive review of social competence literature. He
summarized that researchers in the 1960’s focused on exploring pro-social behaviors and
social skills. Following these early studies, investigators sought factors that contributed to
the development of positive social behaviors. Skills acquisition and information
processing were investigated by some, while others focused on early socialization
contexts. In recent years, genetic and temperament components of social competence
have been considered.

Social scientists have reviewed this diverse work and proposed that in addition to
biology (nature), environment (nurture), information processing and social behavior, the
construct of social competence also has a developmental quality (Shultz & Selman, 2001;
Gurlanik & Neville, 1997; Masten & Coatsworth, 1998; Rose-Krasnor, 1997; Selman &
Demorest, 1984; Waters & Sroufe, 1983). An overview of key research related to social

competence is presented using the broad categories of biology, environment, information
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processing, and social behavior. A theoretical framework, which incorporates these
constructs within a developmental perspective, is discussed.
Biology - Nature

Genetics, attachment and pro-social behaviors. Tt is likely that genetic factors impact
a child’s social competence. Ones’ ability to form attachments, process information and
develop skills may have certain biologic underpinnings. The inability to form normal
social attachments has been correlated with many types of psychopathology although
there has been little research devoted to discovering the neural basis of social bond
formation (Thomas, 1997). In studies with rat pups, oxytocin facilitated learning when it
was associated with social cues or maternal care but did not stimulate learning with non-
social stimuli (Nelson & Panskeep, 1996). Evidence suggests that oxytocin and
vasopressin neural pathways are mediators in attachment behaviors though there is only
preliminary understanding of how these hormones act within the brain to impact complex
social behavior (Thomas, 1997). In mammals, normal brain development and behaviors
are critically impacted by social experiences. However, little is known about social
attachment in contrast to general environmental enrichment, as related to the impact on
the developing brain (vanPragg, Kemperman, & Gage, 2000).

Eisenberg and Fabes (1998) reported that twin studies have been a means for
exploring genetic contributions to individual differences in pro-social behaviors.
Researchers hypothesized that if identical twins’ scores on pro-social scales were more

highly correlated than the scores of fraternal twins, the difference in scores could be
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attributed to genetics. These investigators assumed that environmental factors were
relatively equal for each type of twins.

Research using adult twins’ self report data found that nearly 50% of the variance in
twins’ altruism could be accounted for by genetic factors. The remaining variance was
attributed to environmental factors (Matthews, Batson, Horn, & Roseman, 1981;
Rushton, Fulker, Neal, Nias, & Eyenck, 1986). When twin children’s reactions to
simulations of distress in others were examined, a significant genetic component was
identified related to pro-social acts and empathic concern. Unresponsiveness and active
indifference also showed genetic tendencies (Zahn-Waxler, Robinson, & Emde, 1992).

Genetic factors that impact social behaviors have also been examined. From animal studies,
Panksepp (1986) hypothesized that brain opiods influenced the extent to which social contact
was reinforcing. According to Panksepp (1986), helping behaviors in mammals arose from the
“nurturant dictates of brain systems that mediate social bonding and maternal care” (p. 44).
Brain chemistry and neurotransmission are believed to impact not only the behaviors that
enhance social relationships but also the degree to which social relationships are rewarding to
the individual.

Genetics, temperament and attachment. A person’s behavioral style or temperament
may significantly impact the development of social competence. Houck (1999) concluded
that temperament is a central influence on social competence. Temperament has been
described as the “how” of behavior in contrast to the “what,” which reflects a child’s

developmental level, or the “why,” that implies underlying motivation (Thomas & Chess,
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1977). This characteristic style and behavioral response could be viewed across
situations, especially those involving stress or change (McClowry, 1995).

Genetically based temperament characteristics are believed to be present at birth and
researchers have suggested that within the first few months of life, temperament is
established (Thomas, Chess, & Birch, 1968; Thomas & Chess, 1977). In their classic
work, Thomas, Chess and Birch (1968) identified nine dimensions of temperament that
could be assessed during infancy: activity, biologic rythmicity, initial approach
withdrawal, adaptability, intensity of reaction, prevailing mood, persistence and attention
span, distractibility, and sensory threshold. An infant’s responsiveness to internal and
external stimuli and its reciprocal influence have been observed in early interactions
between infants and caregivers. These interactions in turn contribute to relationship
development or attachment and subsequently support development and shape social
behaviors (Carey, 1978). According to Melvin and McClowry (1995), temperament
influences the interactions that occur in reciprocal relationships between the child and the
environment. These interactions impact behavior and development.

Although characteristics of temperament may be recognizable in infancy, some
investigators have suggested that peri-natal influences may buffer or override true
temperament presentation. Furthermore, temperament may be more readily assessed in
the course of early childhood (Carey, 1992). McClowry and colleagues (1994) suggested
that temperament in school-aged children consisted of four dimensions: negative

reactivity, task persistence, approach/withdrawal, and activity. These characteristics of a
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child’s temperament were thought to play a key role in social development (Kagan,
1987).

Houck (1999) found that temperament difficulty in toddlers was negatively related to
social competence. High negative reactivity, high activity level, low approach, and low
task persistence have also been associated with poor adjustment in school-aged children.
In contrast, children with positive self-perception demonstrated lower activity levels,
higher approach characteristics, and higher task persistence (Carey, 1992).

Not all children with extreme temperaments develop social or behavioral problems. It
was clear that “goodness of fit” or caregivers’ ability to use optimal and adequate
approaches with a child significantly impact a child’s behavioral and developmental
responses (McClowry, 1995). Maziade and colleagues (1990) found that early school-
aged children with extreme temperaments who lived in dysfunctional families were more
likely to develop clinical disorders than peers with similar temperaments who lived in
functional family systems.

Studies have indicated that some temperament characteristics may have contributed to
the evolution of behavioral problems in early and middle childhood and at times these
problems continued into adolescence (Mcehregany, 1991; McClowry, 1995; Blackson,
Tarter, & Mezzich, 1996; Brier, 1995). However, temperament did not seem to produce
new behavioral difficulties in adolescence that were not identified in earlier years.
According to Carey (1992), adolescents and older children demonstrated an ability to

intentionally modify their reaction patterns in response to social pressures.
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Carey (1992) implied that although temperament is a behavioral style, it is not the
only factor impacting social behavior, emotional performance, and adjustment of a child.
For instance, a “hot temper” may be a matter of temperament, which may or may not
become a behavioral or clinical problem. Parental response and various child
characteristics can impact how temperament is played out. If social competence were
solely based in temperament, it would be reasonable to assume that all children with
extreme temperaments would struggle with social competence. This has not been
supported in the research. It is likely that the genetic predisposition for certain
temperament characteristics in combination with the “goodness of fit” impacts social
development.

Explorations of the biological underpinnings of attachment, prosocial behavior, and
temperament have implications for the development of social competence. Many of the
studies are preliminary and hypotheses are being advanced regarding neurological
pathways and brain development. However, specific biochemical or pharmacological
interventions related to attachment, altruistic behaviors, and temperament are not yet
established. Consensus among the researchers is that social environment impacts brain
development. It is not within the scope of this study to assess brain development although
it is assumed that disruptions in attachment and parenting have impacted SED youth both
biologically and socially.

Environment - Nurture
Socialization context: Family and attachment. The environmental context of family

relationships has been widely examined by investigators exploring children’s social
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competence. Bowlby (1969, 1980, & 1982) described how an infant’s relationship with a
primary caregiver underlies later social-emotional development. Early attachment
relationships serve as models upon which ideas of self and attachment figure are
constructed. These first experiences influence how a child relates to others, approaches
the environment, and negotiates social and emotional developmental milestones.
According to Bowlby (1980), the person who had formed a secure attachment has
developed a representational model of an available, responsive, and helpful caregiver and
a complimentary model of self as potentially loveable and valuable.

Houck and Spegman (1999) described the dynamic system that exists between parent,
child, and the social context in the development of social competence. From birth
onward, infants have been responsive to social interactions like facial expressions, voices,
and mother’s displays of emotion. These reciprocal interactions between adult and child
serve as foundational experiences for infants to mimic, respond to, and initiate
socialization. These infant experiences in early attachment relationships serve as
foundations for internal working models of relationships. It is hypothesized that these
models often guide subsequent interpersonal behaviors and social experiences. Puttalaz
and Helfin (1990) proposed that attachment relationships established the social
orientation that was generalized to others and provided a secure “home base” that
facilitated a more confident and less anxious exploration of the social world.

The security of the attachment relationship has primarily been attributed to parental
responsivity (Ainsworth, Blehar,Waters, & Wall, 1978). Developmental theorists have

described the competent mother-infant dyad in which an infant was able to secure what
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he or she needed through influencing the behavior and responsiveness of the mother
(Masten & Coatsworth, 1998). Mothers of securely attached infants have been found to
be more sensitive to the cues of their babies, more consistent and appropriate in their
responses, and more positive in their emotional expressions during these interactions than
mothers of insecurely attached infants (Ainsworth et al., 1978; Isabella, 1993). This
correlation is so robust that Attili (1989) suggested parental sensitivity and
responsiveness to infant communication could be considered a measure of an infant’s
social success. Clearly, infant competence is imbedded in the care giving system. The
quality of these infant-adult relationships depend on both the skills of the child and the
skills of the caregiver (Rose-Krasnor, 1997)

Guralnik and Neville (1997) reviewed how interactional styles between parents and
their offspring have been linked to social competence in the child. The most consistent
findings have indicated that the presence of parental control and warmth were strongly
related to high levels of child social competence. Parents with skills to display both
positive and negative affect, especially when these responses correlated with encouraging
compliant behavior and discouraging non-compliant behavior, had children who were
noted to be highly socially competent (Gottman, 1986; LaFreiniere & Dumas, 1992).

Studies related to pro-social child behaviors have explored a wide variety of
contextual factors for their contribution to social competence. Socioeconomic status,
family structure, parental presence verses absence, single parenting, family size, and
ordinal position of children have been examined. The literature in these areas is not

conclusive although the findings suggest that when family situations are chaotic,
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unpredictable, and unclear, children have more significant difficulties (Guralnik &
Neville, 1997).

Parental disciplinary practices have been investigated in relationship to pro-social
behaviors. The majority of the literature indicates that an inductive style of discipline,
one in which the parent explained the problem and the consequence, was most positively
correlated with children who demonstrated positive social behavior (Hoffman, 1983;
Ionnotti, Cummings, Pierrehumbert, Milano, & Zahn-Waxler, 1992; Miller, Eisenberg,
Fabes, Shell, & Gular, 1989). When parents used power/assertive techniques such as
physical punishment and deprivation, it appeared that social competence was either
unrelated or negatively impacted. Punitive, authoritarian styles and physical abuse have
been associated with children who have low levels of empathy and diminished pro-social
behavior (Dekovic & Janssens, 1992). It is believed that these early familial experiences
could impact later peer relationships.

Peers. Working models of relationships that guide subsequent social behaviors with
peers and others have been founded upon the attachment relationships formed during
carly childhood. Rutter and Garmezy (1983) found a strong relationship between the
quality of attachment in infancy and later social competence. The quality of attachment
has also been correlated with more positive and less negative affect in children (La
Freniere & Sroufe, 1985), increased responsiveness toward other children (Kestenbaum,
Faber, & Sroufe, 1989), and displays of more positive self esteem (Sroufe, 1983). Studies
with teachers have indicated that securely attached children have fewer behavioral

problems and were seen as more socially competent and emotionally healthy than a peer
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group identified with insecure early childhood attachment (Cohn, 1990; Erickson, Sroufe,
& Egeland, 1985). It is clear that securely attached children demonstrate both affective
and behavioral characteristics that contribute to positive manifestations of social
competence, which in turn contributes to successful peer relationships.

Early attachment relationships have been identified as precursors to later social-
emotional development. Thus, it is important to consider the impact of parents/primary
caregivers in the early life of a child and disruptions in care giving relationships when
looking at disturbances in social competence. While care giving relationships provide the
foundation for social competence, an individual’s growing ability to assess the
environment, determine a course of action, and evaluate the responses of self and others
also impacts positive social interaction.

Information Processing

Social information processing and social problem solving have been considered to be
core abilities that underlie social competence (Gurlanik & Neville, 1997). Social problem
solving research has served as foundational for information processing models (Dodge,
1986; Goldfried & d’Zurilla, 1969; Rubin & Krasnor, 1986). Several process models
have been proposed. According to these models, social behavior results from a multi-step
social-cognitive process. In general, this process involves the selection of a social goal,
awareness of the environment, creating and selecting strategies, evaluating actions, and
deciding on future actions (Rose-Krasnor, 1997). Dodge (1986) asserted that social
competence was based on the ability of the child to negotiate each of these steps while

integrating them into a successful sequence.
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Ford (1982) developed a comprehensive systems approach, which described social
competence in terms of youth and the environmental barriers that interact to produce
effective behaviors. He hypothesized that three systems worked together to form social
competence. The directive system consists of intentions, desires, and goals. The control
system is believed to organize and monitor progress toward the goals. Finally, the
regulatory system works to re-integrate outcome information.

While process models have provided ideas about how decisions are made, they have
done little to explain how the behaviors and cognitive skills are acquired, how they
change over time, or how they are impacted by the socialization context. Researchers
have proposed that social information processing is learned within the parent-child
relationship and is then generalized to others (Dodge, 1986; Pettit, Dodge, & Brown,
1988).

Parenting or primary socialization relationships impact brain development, mediate
temperament, facilitate attachment, and are believed to be the contexts in which social
information processing skills are acquired. When considering SED youth with deficits in
social competence, exploring their ability to process social information could provide
added insight into the deficiencies or difficulties in their understanding. For this study,
the complexity of interactions must be considered and changes in primary caregivers and
youth placements will be tracked.

Social Behaviors
Investigations exploring positive peer relationships often focused on specific child

behaviors or social skills. By defining social competence in terms of pro-social behaviors
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or skills, researchers were able to measure the variables by means of behavioral
checklists (Gresham & Elliot, 1990; Matson, 1984; Merrell & Gimple, 1998). In an effort
to identify behavioral aspects of social competence that correlated with relational
constructs like peer acceptance, Ladd (1999) concluded that, whereas antisocial and
disruptive behaviors were likely to cause poor peer relationships, pro-social behaviors led
to positive outcomes. It was hypothesized that children with problematic relationships
lacked social skills (Bielmann, Pfingsten, & Losel, 1994; Ladd, 1999; Mize & Ladd,
1990). Ladd (1999) described that out of the “skills hypothesis” grew studies that sought
to determine why some children manifested skills while others did not. Research
exploring skills acquisition, information processing, and socialization contexts evolved.
Decades earlier, in 1973, the U.S. Office of Child Development supported research
that ultimately identified 29 diverse aspects of social competence ranging from specific
motor skills to abstract concepts, like consolidation of identity (Anderson & Messick,
1974). Although the list was generated by a panel of experts and was theoretically based,
it has been difficult to empirically validate the large number of diverse skills (Dodge,
1986; Waters & Sroufe, 1983). Specific behaviors and positive status in peer groups have
not been found to have a strong correlation (Parker & Asher, 1993). Although defining
competence as a set of skills may make measurement easier, it is questionable whether a
skills list truly reflects social competence. As Waters and Sroufe (1983) asserted a decade
ago, social skills are likely to be highly specific to given ages and situations, and are not
likely to be relevant to understanding ongoing individual adaptation. Therefore, in this

study, the measurement of social behavior will be included. An underlying assumption is
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that social behavior in and of itself does not constitute social competence. It is anticipated
that prosocial behaviors may reflect more positive levels of social competence.
Developmental Implications

Historically, research in child development and in child psychiatric disorders have
been separate endeavors. However, developmental psychopathology has drawn these
efforts together (Rutter & Garmezy, 1983). Rutter (1987) proposed that development
stands as a link between biological endowment and environmental influences. Disruption
in early childhood, such as illness, family dysfunction, major loss and trauma, has been
found to be associated with adult psychopathologies. Negative effects of maltreatment on
long term mental health have been documented (Cicchetti & Toth, 1995). Thus, the
severity of psychiatric disorder can be considered in terms of the extent of interference
that occurred in the normal course of development (Rutter, 1975). It is important to
recognize that developmental level is not necessarily synonymous with chronological age
(Rutter, 1989). If a child does not successfully negotiate an earlier developmental stage,
he or she will be less able to negotiate later stages, and will be less competent in later life
(Arend, Gore, & Sroufe, 1979). Therefore, children must be assessed in terms of their
patterns of adaptation with respect to the salient developmental issues of a given age of
disruption (Kazdin, et al, 1997).

Cox and Rutter (1985) asserted that, just as there are milestones in physical and motor
development, likewise there are indices of social and psychological growth. An
assessment must include individual domains of cognitive, linguistic, representational,

social-cognitive, social-emotional, and interpersonal functioning (Cicchetti & Toth,
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1995). Further, within-subject variability is likely; that is, a child may be advanced
cognitively, but may lag behind socially or emotionally.

Contemporary researchers and theorists, from this perspective, hold that the
foundation of competency in adulthood originates in childhood. In broad terms,
competence is a result of complex interactions between a child and the environment into
which he or she was born or adopted. As the child develops, changes occur and the social
contexts vary. Children’s developmental levels impact their reception of parental
information (Masten, Coatsworth, Neeman, Gest, Tellegen, & Garmezy, 1995). A child’s
environment and, hence, attainment of competency is influenced by his care givers, peers,
and social environment. Social competence therefore may be influenced particularly by
the social environment, and has been described as a salient developmental issue
beginning in infancy (Rose-Krasnor, 1997). In healthy development, specific behavior
patterns emerge to meet the adaptive demands associated with each new life stage
(Guralnik & Neville, 1997; Matsen & Coatsworth, 1998; Rose-Krasnor, 1997; Rutter &
Garmezy, 1983; Waters & Sroufe, 1983). Realizing the importance social competence
plays in positive human relationships, this study proposes to not only examine social
competence in SED youth but also to view social competence from a developmental
perspective.

Group for the Study of Interpersonal Development (GSID) Relationship Model

Selman and Demorest (1984) have articulated a conceptual framework depicting the

development of social competence. They proposed a model for considering social

competence from an orthogenic perspective. Orthogenesis implies movement from a
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relatively global state and lack of differentiation to a position of differentiation and
hierarchic integration (Werner, 1948). An orthogenic perspective allows for regression,
which differs from an ontologic focus that views development in a chronological,
sequential fashion. The GSID has advanced this work and proposed the GSID
Relationship Model (Shultz & Selman, 1998). The model indicates that nature (biology)
and nurture (environment) proceed and influence the development of social competence.
In turn, social behavior is viewed as the outcome of these factors mediated by the

developing coordination of social perspective (Figure 1).

NATURE

Biological
Predisposition

Social

Action
Socioc-cultural
Influences
Social
NURTURE Psychosocial Behavior
Competencies
I.LU. = Interpersonalynderstanding P.M.=Personal Meanina |.8. = Interpersonal Skills
Adapted LevittSelman, and Richmond (1991)
Figure 1

The GSID Relationship Model serves as a useful conceptual framework for exploring the
development of social competence. This conceptual framework proposes that “social
competence ultimately rests upon the capacity for forming close relationships with other
people, and that capacity in turn is grounded in psychosocial competence or internal
psychological development” (Shultz & Selman, 1998, p. 2). The model assumes that

development of social competence is based on the growing ability of a person to
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differentiate and organize the social perspective of self and others on a cognitive as well
as an emotional level.

Three distinct developing psychosocial components impact social perspective
coordination and thus competence: interpersonal understanding, personal meaning, and
interpersonal skills. These constructs are viewed as dynamic and transactional, related to
one another, and organized around the core cognitive operation, coordination of social

perspective (Figure 2).
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Figure 2

Interpersonal understanding is defined as the individual’s ability to comprehend core
psychological and social qualities of persons and relationships. This construct includes
the understanding related to forming and maintaining relationships. At its most early
stage, interpersonal understanding is based entirely on self-identification. Through
growth and development, individuals increase their abilities to consider others’ points of

view and to comprehend the impact of external factors (society and culture) on social

relationships.
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Personal meaning or relationship valuing refers to a person’s ability to connect their
behavior in relationship to their own life history. It is considered the affective component
of the model. With increased development, individuals are able to integrate the impact of
past experience on present relationships. This construct takes into account the values,
attitudes, and beliefs about specific relationships.

Interpersonal relationship skills are the repertoire of actions that people develop in the
context of relationships. These skills serve to promote autonomy, which is
operationalized as interpersonal negotiation strategies as well as intimacy which is
viewed as shared experience. Shultz and Selman (1998) proposed that these components
develop on parallel paths reflecting a continuum from immature or undifferentiated, to
mature or differentiated and integrated.

Children’s developing capacity to reflect on their own and others’ perspectives
related to social interactions is the core social developmental process (Figure 3). A key
assumption of the model is that individuals do not consistently reason or act at the same
developmental level in different interpersonal contexts. Even within a single interaction
or context the developmental level of one’s communication strategies may cover a wide
range, and performance levels are often not consistent with the highest level of thought

possible (Shultz & Selman, 1998).
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This conceptual model makes it possible to examine the development of social
competence and consider the impact of this development on outcome behaviors. Based
upon this framework, Schultz and Selman (1998) designed the GSID Relationship
Questionnaire (Rel-Q) to assess deficits and gains in social competence.

Summary

Residential treatment for SED youth is often the intervention of “last resort”. Children
are placed in residential settings when they have not been able to remain safe in less
restrictive environments. Although their deficits can be demonstrated on behavioral
measures, interventions that solely target behaviors or social skills have not been proven
to produce the development of healthy social competence (Ladd, 1999; Parker & Asher,

1993; Waters & Sroutfe, 1983). Developmental psychopathology compels one to consider



Assessing SED Youth 46

developmental trajectories when assessing youth. It is clear that many children in
residential treatment have significant deficits in their social emotional development.
Selman and Demorest (1984) proposed that social competence is a developmental
construct that begins with biology (nature) and environment (nurture) and is impacted by
information processing which in turn produces social behavior. Exploring SED youth
deficits and gains in the development of social competence using the Rel-Q could provide
increased understanding of the population being served in residential treatment. It is
hoped that research attention directed toward SED youth in a residential treatment setting
and the exploration of behaviors and social competence in this population will positively

impact treatment strategies and, in turn, influence child and adolescent outcomes.
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Chapter 3
Method
Design
A one-group pretest-posttest design using previously collected data was used to
explore the relationship between behavior problem and social competence scores of SED
youth upon admission to and within 10 days prior to discharge from residential treatment.
Specific demographic and socio-cultural variables were examined for their contribution
to the variation in both behavioral problem and social competence scores at admission.
These variables and selected treatment variables were examined for their contribution to
the variation of the behavioral problem and social competence scores gathered within 10
days of discharge from residential treatment.
Hypotheses
1. SED youth at admission to residential treatment will have behavioral problems
(CBCL) and deficits in the development of social competence (Rel-Q).
2. Upon admission to and within 10 days of discharge from residential treatment,
higher behavioral problem scores (CBCL) will correlate with lower scores on social
competence measures (Rel-Q).
& Between admission and discharge, SED youth in residential treatment will exhibit
fewer behavior problems (CBCL) and demonstrate positive change on social
competence measures (Rel-Q).
4, Controlling for demographic variables of age, gender, and race, it is expected that

SED youth who have the socio-cultural variable of many changes of placement prior to
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residential treatment will have higher behavior problem scores (CBCL) and lower social
competence scores (Rel-Q) at admission to residential treatment.
Sample

The target population for this study was children between the ages of 11 and 18 years
who were identified as SED and admitted to a psychiatric residential treatment center in
central Montana. Data were collected, via chart review, on all youth admitted from June,
2001 through February, 2003 to the residential treatment center (RTC), who met
inclusion criteria. Inclusion criteria were: youth, age 11-18, who were admitted into the
RTC, had an IQ over 80, a reading level at least at 4™ grade, and a length of stay at the
facility of 4 months or more. Exclusion criteria were: under age 11, an 1Q less than 80, a
reading level below 4™ grade, and/or a length of stay at the residential treatment center
less than 4 months.

In this study, 125 youth met inclusion criteria; 113 completed the intake tools. Three
of those originally enrolled had insufficient reading skills, 2 refused testing, and 7 failed
to complete the Rel-Q correctly. Of the 113, 62 were male (55%). The population was
largely Caucasian (68%; n = 77), with 12% Native American (n = 13), 11% multi-racial
(n=12), 4% Hispanic (n = 5), 3% African Americans (n = 4), and 2% Asian (n = 2). The
children ranged in age from 10.4 to 17.8 years; the average age at admission was 14.65
years (SD = 1.71).

Data collection was completed by June 2003. Within the study period, 76 youth were
discharged from the residential treatment center. Thirteen of those discharged were not

assessed due to short lengths of stay or unplanned exits. Thirty-seven youth had not been
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discharged and remained in the treatment program. The age range, number of out-of-
home placements, and scores on the Rel-Q and CBCL of the early discharge group and
those who remained in treatment were not significantly different than those youth who
completed the discharge assessments.

Sixty-three youth completed both the intake and discharge assessments. In this group
38 (60%) were male. The majority of those completing the intake and discharge
assessments were Caucasian (71%, n =45), with 8% Hispanic (n= 5), 8% multi-racial (n =
5), 5% African American (n = 3), 5% Native American (n =3), and 3% Asian (n=2).
They ranged in age from 11.5 - 17.8 years of age at admission with their average age
being 15.08 years (sd = 1.5). The length of stay ranged from 2.0 to 18.6 months with a
mean length of stay of 9.6 months (sd = 4.4).

Three broad categories of primary diagnoses were assigned to the youth at discharge.
Seventy-one percent of the youth had primary diagnoses of mood or anxiety disorders (n
= 45) that included bipolar disorders, depressive disorder, dysthymic disorder, major
depression, obsessive-compulsive disorder, generalized anxiety disorder, and
posttraumatic stress disorder. Disruptive behavior disorder including attention deficit
disorder, oppositional defiant disorder, conduct disorder, impulse control disorder and
intermittent explosive disorder diagnoses were primary diagnoses for 19% (n = 12) of the
sample. Reactive attachment disorder and pervasive developmental disorders were
discharge diagnoses for 5% of the population (n = 3). Less than 5% of the youth had

other diagnoses, e.g., schizoaffective disorder and cannabis abuse.
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Measures/Instrumentation

Child Behavior Checklist 4-12 (CBCL). The CBCL (Achenbach, 1991) is a multi-axial
empirically based measure of children’s competencies and behavior problems as reported
by their parent or surrogate parent (Appendix A). Youth self report (YSR),
parent/caregiver (CBCL), and teacher report (TRF) forms of the instrument are available.
The CBCL can be self-administered or administered by an interviewer and consists of a
118-item checklist of behavior problems. Additional space is also provided for the
interviewee to include other physical problems not accounted for medically, and any
other problem or issue. Responses are circled on a 3-step scale (2 = “very true”, 1 =
“somewhat true”, and 0 = “not true”) and refer to the child’s behavior currently or within
the past 6 months. The CBCL was designed to discriminate between children referred for
mental health services and those not referred.

The CBCL, TSR, and YSR consist of eight subscales and two major syndromes:
internalizing and externalizing. Subscales for withdrawn, somatic complaints, and
anxious/depressed behaviors are summed for the internalizing score. Delinquent behavior
and aggressive behavior constitute the externalizing score. Other subscales include social
problems, thought problems, and attention problems. An additional subscale can also be
scored for sexual problems.

Subscale scores are computed by summing item scores. Scores are converted to T
scores in order to compare child scores with those obtained in a normative sample of
children. Normative sample scores have been calculated for age groups 4 - 12 years and

12 - 18 years for both males and females. T scores range form 50 - 100 for each broad
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dimension and subscale, and borderline clinical range falls between 67 and 70. T scores
above 70 indicate clinical problems. For raw total problem scores, borderline clinical
range falls between 60 and 63. The syndrome scales were derived from principal
components analysis of correlations among items and thus composition of scales is based
upon internal consistency among certain subsets of items.

Measures of internal consistency have been calculated for each subscale and syndrome
as well as total problem scores. Previously reported Chronbach’s alphas for syndrome
subscales ranged from .68 - .96 for males (12 - 18 years) and .70 - .96 for females (12-18
years). In this study, alpha coefficients were .65 -.93 for males (12 - 18 years) and were
.70 - .93 for females (12 - 18 years). The consistency estimates for the internalizing
subscale for males were .86 and for females were .92. The externalizing subscales for
males were .94 and for females were .95. The total problem score alpha for males was .95
while females alpha was .97.

Test retest reliability on the CBCL was calculated with mothers’ ratings of a non-
referred sample (n = 80) over an average of 7 days. All test re-test t’s were significant at
p <. 01. The Pearson correlation for all competence scales was .87 and for the problem
scales was .89 (Achenbach, 1991). Therefore, the scales are thought to be stable over the
short term.

Construct validity for the CBCL was established with the Quay - Peterson Revised
Behavioral Checklist (r = 82) and the Connors Parent Questionnaire (r = .81)
(Achenbach, Connors, Quay, Berhulst, & Howel, 1989; Achenbach & Edelbrock, 1978:

Weissman, Orvashel, & Padian, 1980). Criterion related validity was discussed in terms
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of the relationships between scores on the CBCL and the classifications in the Diagnostic
and Statistical Manual (DSM). Since the DSM has undergone multiple revisions it has
been difficult to establish precise calibrations. Studies have shown significant
relationships between CBCL syndrome scores and relevant DSM diagnoses (Edelbrock &
Costello, 1988). Because there are no other empirically validated diagnostic systems, the
authors examined the degree to which each scale differentiated between referred and
demographically matched non-referred youth.

In this study, correlations were calculated between the CBCL total problem scale and
the major dimensions, internalizing syndrome (r = .76) and the externalizing syndrome
(r=.87).

Group for the Study of Interpersonal Development Relationship Questionnaire (GSID
Rel-Q). The GSID Rel-Q (Schultz & Selman, 1998) assesses children’s developmental
level of interpersonal competence and self reported action. The measure has two
conceptually similar though empirically different versions: a K-3" grade picture-based
version, and a 4" - 12 grade written version. The version for 4 through 12 grade was
used in this study (Appendix B). It is a multiple-choice instrument that requires third to
fourth grade reading skills.

Each item represents a social situation or problem to which there are four multiple
choice responses. Each response represents a particular developmental perspective in the
domain represented by the item. The domains or scales are: 1) interpersonal
understanding of relationships, 2) hypothetical interpersonal negotiations and social

perspective coordination, and 3) real life interpersonal negotiation and personal meaning
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of relationships. Participants are asked to respond to the 24 items by using a 4-point
Likert-type scale on which the youth is asked to rate responses as poor, OK, good, or
excellent, and to select the best of the four given responses. An example of an
interpersonal understanding of relationship item is question “4” from the GSID Rel-Q.

4. The best reason to explain why kids your age fight is
Poor OK Good  Excellent

a) they get mad at people who talk behind their back

b) they were hit by another kid

¢) they can’t see any other way to deal with some people

d) they like fighting to show who’s boss

Write the letter (a,b,c,d) of the choice that you think is best in this box: [ ]

The item rating is not a forced choice; rather, each item can be scored independently
by the youth. The scoring guide presents the level scores to be assigned for each response
on the Likert scale. A total item rating is calculated for each question by summing the 4
level scores and dividing by 4. “Best response” scores are computed by averaging “best
response” item ratings for each question in a given domain. Selman and Schultz (2001),
note that the best response and item rating scores have an assigned developmental metric
and can be averaged into one overall relationship maturity score and one score for each
subcale. The raw scores on items and “best responses” are coded egocentric (0), one-way
(1), reciprocal (2), and mutual (3). The questionnaire is pre-coded with developmental
levels. Raw scores were obtained at admission and discharge and were converted to T

scores for comparison with norms.
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Internal consistency for the 4+Rel-Q was adequate, with an alpha of .85 for the overall
relationship maturity score (Schultz & Selman, 1998). In this study, alpha was .77 for the
overall score. Subscale coefficients in Schultz and Selmans’ work ranged from .32 to .63,
indicating that the overall score had more internal consistency that the relationship
subscales. In this study subscale coefficients ranged from .39 to .53. In earlier studies,
intercorrelation between subscales ranged from .32 to .60 (Schultz & Selman, 1998 &
2001). The current study yielded intercorrelations ranging from .23 to .74.

Validation studies used data from three school-based program evaluation studies on
children from kindergarten through eighth grade and one summer program for high
school seniors. On the 4+Rel-Q, there were significant differences between fourth,
cighth, and twelfth graders on all relationship scales. As expected, there was a .30
developmental level difference between fourth and eighth graders and the same
difference on the overall relationship maturity scale between eighth and twelfth graders.
Children in upper elementary and high school, on average, gained a quarter to a third of a
developmental level every four years. In fourth grade, the mean was 1.8, which falls
between unilateral and reciprocal levels of perspective coordination. By twelfth grade,
the mean was 2.4, which falls between reciprocal and mutual levels of perspective
coordination. Females have demonstrated higher scores on traditional social skills
assessments; relationship maturity, as measured by the 4+ Rel-Q, shows gender
differences similar to those reported on the Social Skills Scale of the Social Skills Rating
System (Schultz & Selman, 2001). Females in this study did score slightly higher on the

Rel-Q (m =2.09, sd = .17) than males (m = 2.05, sd = .17). However, the difference was
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not significant. Unlike Schultz and Selman’s (2001) work, youth in this study did not
demonstrate significant differences between scores on Rel-Q in 4™ (m = 1.98), 8 (m =
2.04) and 12" (m = 2.09) grades.

Threats to validity include subjects completing the questionnaire without carefully
considering their responses. For this reason, the Rel-Q is not a reliable assessment for an
individual subject although, across large samples, the measure successfully differentiates
subjects in theoretically predictable ways (Schultz & Selman, 1998).

Procedures

Data for the proposed study were collected through chart review only. An intake
coordinator for the RTC requested consent for diagnostic testing from all youth and their
parents at the time of admission to the facility. Among these tests were the measures
(CBCL & Rel-Q) that were analyzed in this study. Demographic, socio-cultural and
treatment variable data were obtained from the medical record.

As part of the admission consent, all youth and their parents were informed that data
could be collected for research purposes (Appendix C, see statement #18). This statement
is as follows: “Aggregate data may be collected for research purposes and possible
publication may emerge from that research. No identifying information on any individual
will be collected and all records accessed for the purpose of research will be
anonymous”.

All youth admitted between June 2001 and February 2003 were considered as possible
participants in the study. Confidentiality information and the rights of the youth were

provided in writing in the admission packet (Appendix D). Within twenty-four hours of
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admission to the treatment center, the assessment team coordinator scheduled
psychological testing for each youth. The study instruments were used in every intake
assessment of youth at the residential treatment center and were administered by the
psychologist and school psychologist following the protocols indicated by each tool.
Responses to the two specific instruments in this study, CBCL and Rel-Q, were part of
the initial comprehensive evaluation. These were administered at both admission and
within 10 days of discharge. The youth, parent/caregiver, and teacher forms of the CBCL
were completed at intake and were repeated within 10 days prior to discharge. The Rel-Q
is completed by the child during the assessment phase and is repeated within 10 days
prior to discharge. The CBCL is completed by the primary staff member assigned to the
youth in the residential unit both at intake and within 10 days of discharge. In addition,
demographic information and number of out of home placements were recorded from the
medical record at admission and treatment variables were recorded from the medical
record at discharge.
Human Subjects

Access to the previously collected demographic variables and scores from the CBCL
and Rel-Q were gained through the following process. On admission to the treatment
center, the medical charts of those residents who met inclusion criteria were assigned a
code number by a designated medical records person. After admission and discharge
testing had been respectively completed, the designated person in the medical records
department, copied the CBCLs, Rel-Qs, and completed the demographic data form

removing all identifying information from the documents. These copies were placed in a



Assessing SED Youth 57

file; each file was labeled using only the assigned code number. The investigator was
given these files only after the identifying information was removed. The files were kept
in the investigator’s locked office. A master list of patient numbers and file codes was
kept in a locked file cabinet in the medical records person’s office until the completion of
the study. Only the medical records’ person knew the identities of the participants in the
study. The identities of the participants were anonymous to the investigator. Expedited
review by the Internal Review Board at Oregon Health and Sciences University was

obtained in December 2000.
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Chapter 4
Results
All data were stored and analyzed using SPSS. Descriptive statistics were generated
for all variables and the data were carefully screened for outliers. The descriptive results
of the measure of behavior problems (CBCL) and the measure of social competence (Rel-
Q) are reported for admission and discharge. Subsequently, the results of analyses are

reported according to the aims.

One hundred thirteen youth completed the intake measures. Sixty-three of those youth
completed the discharge evaluations at exit and are referred to in this study as the
longitudinal group. The non-longitudinal group was composed of those that were
discharged but did not complete the discharge evaluations plus those that remained in the
residential treatment program. The primary aims of this study were explored using data
gathered from the intake and the longitudinal groups. The non-longitudinal group was
also assessed to determine if it differed from the longitudinal group in demographic

characteristics or test scores.

The average age at admission in the intake group was 14.7 years, the longitudinal
group was 15.1 years, and the non-longitudinal group was 14.2 years, respectively (see
Table 1). In the intake group, 7 % (n= 8) of the youth had no out of home placements
prior to admission. Twenty-nine percent (z = 35) had 6 or more non-home placements
and, on average, the intake group had 4.3 out of home placements prior to admission to
the residential treatment center. In the longitudinal group, 10 % (n = 6) had no out of

home placements and 20 % (n = 13) had more than 6 out of home placements prior to
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admission. The average number of out of home placements prior to admission for the

longitudinal group was 3.5.
Table 1

Characteristics of the Sample

Std.
Group Range Mean Deviation

Intake Age (yrs) 104 -17.8 14.70 1.68
(N=113) Placement (#) 0-15 4.31 3.48
Longitudinal Age (yrs) 11.5-17.8 15.08 1.52
(n=63) Placement (#) 0-11 3.49 2.78
Non-longitudinal ~ Age (yrs) 104-173 14.22 1.77
(n=50) Placement (#) 0-15 5.34 3.99

Note. Age = Age at admit. Placement = Number of out of home placements prior to admission.

Behavior Problems

Admission CBCL scores were examined in relationship to the established norms for

age and gender using t-tests to assess for mean differences (see Table 2). Scores were

coded in terms of whether they reached a level of clinical significance (T scores > 70),

borderline clinical range (T-scores 67-70), or did not meet clinical levels (T scores < 67).

For females (n = 50), the average externalizing subscale T-score was 67.08 (sd = 12.22),

which fell within the borderline clinical range. For the males (n = 63), the average T-

scores on both the externalizing subscale (m = 67.33, sd = 12.93) and the total behavioral

problem score (m = 68.29, sd = 10.98) were within the borderline clinical range.
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Table 2

Females and Males CBCL T-Scores at Admission

Std.

Group Scales Range Mean Dievition
Females Internal 41 -89 63.59 10.86
(n = 50) External 39-95 67.08 12.22
Total 34-92 66.65 12.30
Males Internal 22-83 65.41 10.42
(n = 63) External 33-93 67.33 12.93
Total 41-97 68.29 10.98

Note. Internal = Internalizing subscale. External = Externalizing subscale. Total = total behavioral problem
score at intake,

In the intake group, 39 % (n = 44) did not reach the clinical level on the admission
total CBCL. On the total CBCL score at intake, 20% (n = 23) of the youth scored within
the borderline clinical range and 41% (n = 46) youth scored in the clinical range. On the
externalizing subscale of the admission CBCL, 39 % (n = 44) of the youth that did not
meet a clinically significant level, while 22 % (n = 25) were within the borderline range
and 39% (n = 44) had scores above the level of clinical significance. Fifty-five percent of
the youth (n = 62) were below the level of clinical significance on the internalizing
subscale. Twelve percent of the youth (n = 13) fell within the borderline range and 33%

(n = 38) had scores beyond the level of clinical significance.

Further examination revealed that within the group of 44 that did not meet clinical
levels on the total score, 9 youth did have borderline or clinical levels on the
externalizing subscale and an additional 3 had borderline or clinical levels on the

internalizing subscale. Therefore, in the intake group, 29 % (n = 32) did not meet
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borderline or clinical levels on the CBCL total or subscale scores whereas 71% (n = 81)

of the youth at admission met at least borderline clinical level on one of the scales.

In the longitudinal group, the distribution of the admission total behavioral problem
score were similar to the intake group: 32 % (n = 21) did not meet the clinical level, 19%
(n = 12) were within the borderline range and 48 % (n = 30) scored at the clinical level or
above. Within the group of 21 that did not meet clinical levels, 2 had scores that were
borderline or above on the internalizing dimension and 2 had scores that were borderline
or above on the externalizing dimension. Thus, in the longitudinal group, 27 % (n =17)
did not meet borderline or clinical levels on the intake CBCL total or subscale scores

whereas 73 % (n = 46) met at least borderline clinical levels on one of the measures.

The behavioral scores (CBCL) for the intake group (N = 113) were calculated for the
CBCL internalizing dimension; the group yielded an average 18.41 (sd= 10.07). For the
externalizing dimension, the group yielded and average score of 25.95 (sd =14.96). For
the total problems, the group yielded and average score of 64.59 (SD = 33.42). See Table
3. Raw total problem scores above 63 are considered clinically significant; raw scores
between 60 and 63 are in the borderline clinical range (Achenbach, 1991). The CBCL
total scores for females (n = 50, m = 64.06, sd = 34.95) did not significantly differ from

those of males (n = 63, m = 65.03, sd = 32.38), t (111) = - 80, p = .93,



Assessing SED Youth 62

Table 3

CBCL Raw Scores at Admission

Std.

Group Scale Range Mean Deviation
Intake Internal 2-50 18.41 10.07
(N =113) External 0- 7Q 25.95 14.96

Total 3-161 64.59 33.42
DGwgipdinl Internal 2-50 18.67 10.08
(n=63) External 0-70 27.02 15.68

Total 3-139 6557 32.74
Non- Internal 4-47 18.08 10.15
longitudinal External 1-60 24.60 14.05
(n = 50) Total 6-161 63.36 34.55

Note. Internal = Internalizing subscale; External = Externalizing subscale; Total = total behavioral problem
score at intake.

Using independent-sample t-tests, the scores of the longitudinal group (z = 63) did
not significantly differ from the scores of the non longitudinal group (rn = 50) group on
the internalizing dimension, #111) = -.31, p = .76, externalizing dimension, #(111) = -.85,

p = .40, or CBCL total score, #(111) =-.35, p=.73.
Social Competence

The mean scores for the admission Rel-Q total and its subscales are reported in Table
4. The average Rel-Q total score for the non-longitudinal group was 2.05 (sd= 0.26),
which did not differ significantly from the mean score of 2.12 (sd = .18) at admission for
the longitudinal group, #111) =-1.61, p = .11. These scores represent approximately an

8" grade level of social competence.
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Table 4

Rel-Q at Admission (raw scores)

Std.

Group Scales Range Mean Deviation
U 1.24-2.56 2.07 26
Tiflks HIN 1.09 -2.91 2.19 37
(N=113) SPC 1.22-2.75 2.19 35
PM 1.13-2.69 1.88 31
RL 1.25-2.88 2.26 34
Rel-Q 1.42 -2.53 2.09 22
U 1.54-2.56 2.11 .20
HIN 1.31-2.81 240 33
Longitudinal SPC 1.34-2.75 2.25 29
(n = 63) PM 1.13-2.69 1.86 33
RL 1.25-2.88 2.28 .36
Rel-Q 1.65 - 2.49 2.12 18
IU 1.24-2.54 2,03 52
HIN 1.09-2.91 2.15 42

Non-

lonzitafinal SPC 1.22-2,69 2.11 40
(n = 50) PM 1.31-2.48 1.90 29
RL 1.44 —2.88 2.24 32
Rel-Q 1.42 -2.53 2.05 26

Note. 1U = Interpersonal Understanding; HIN = Hypothetical Interpersonal Negotiations; SPC = Social
Perspective Coordination; PM = Personal Meaning; RL = Real Life; Rel-Q = Rel-Q at intake.

Best response scores and norms. To assess for differences in relationship to a
normative population, the best response scores for each group were compared to the
normative best response scores (4", 8™ & 12™ grade) using one-sample, two-tailed t-tests
with an alpha of .05. Scultz and Selman (2001) suggested that the best response
developmental level derivation was more easily observed than the developmental level
derivation for the item rating or overall relationship maturity total scores. The intake
samples were grouped by age using 3 categories: < 12.5 years, 12.5 to 15 years, and > 15

years. The youngest subjects in both the intake (n = 10, m = 1.9, sd = .42) and
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longitudinal groups (n =3, m = 2.14, sd = .21), scored slightly higher than the normative
group (m = 1.8, sd = .36) although these differences were not significant, #(9) = .77, p =
46, 12)=2.78, p=.11. For the 12 — 15 year olds, neither the intake group (n =48, m =
2.07, sd = .35), nor the longitudinal group (n =23, m = 2.13, sd = .30) were significantly
different from reported 8" grade norms (m=2.1, sd = .38), t(47) = -.50, p = .61, and #22)
= .43, p=.67. However, for those over 15 years of age, the intake (n = 55, m = 2.19, sd =
.30) and longitudinal (n = 37, m = 2.18, sd = .22) groups both scored significantly lower
than the 12 grade norm (m = 2.4, sd = .40) <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>