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ABSTRACT OF THE DISSERTATION

Social Convoys of Foster Children after EnteringiRential Treatment

by

Linda Jang Lee
Doctor of Philosophy in Social Welfare
University of California, Los Angeles, 2014

Professor Lené Levy-Storms, Chair

When foster children’s behavioral problems becomaanageable in community
settings, residential treatment centers providiegment option. Upon entering residential
treatment, foster children’s social relationshipsyrashange more or less drastically. The nature
of their social relationships and how they charegeain unclear; yet, social relationships likely
influence children’s behavior both positively aregatively. Using Kahn and Antonucci’'s (1980)
convoy model of social relations as a theoretioal methodological framework, this study
examined changes in the structure and functiowstef children’s social relationships (“social
convoys”) during their first 3 months in residehtr@atment and how those relate to behavioral
problems.

This study used a prospective longitudinal surveyhod to assess social convoys and
behavioral problems of 9 to 13 year-old fosterdrgh in two residential treatment centers. The

researcher administered Children’s Convoy Mappirag&dure to children and Youth Outcome



Questionnaire 30 to child care workers within orenth of intake and 3 months later. Data
analysis techniques included social network methioasdtilevel models, and cluster analysis.

Foster children in this study included a varietyclofse and important individuals in their
social convoys. At baseline, four distinct typesotial convoys emerged: balanced-supportive,
family-focused more support functions, family-foedfewer support functions, and peer-
focused. Over the three months of treatment, amnldeconstructed their social convoys by
adding, keeping, and removing individuals who cauidould not provide social support,
especially long-term tangible aid of providing carerisis. Participants with family-focused
fewer support functions social convoys, tight-kmtworks of family members that provided
relatively less support, had the best behavioredaue.

The results suggest that social convoys of fostdédien change in many different ways
during residential treatment. The environmentallaittes of residential treatment, both at the
time of transition (e.g. multiple caregivers) andidg treatment (e.g. resident turnover), may
influence the way children reconstruct their soc@ivoys. This study demonstrated how the
convoy mapping method can track short-term chamggsster children’s social relationships
and has promise for allowing practitioners to ragylassess children’s social convoys. Such

assessments may provide points of interventiondbasehe children’s perspectives.
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Chapter 1: Introduction

Foster children are minors who are temporarilyaremf someone other than their
parents by juvenile dependency court order. Stadecaunty government agencies that oversee
child welfare services arrange such out-of-home wdren there are serious child safety
concerns in the home, such as child abuse andatégbeit-of-home care arrangements (a.k.a.
“placements”) include individual foster homes (tigiwith non-kin adult caregivers who are
certified by the government as “foster parentsinskip care (living with extended family), and
group care (living with several other children acifities operated by private or public
organizations). Group care facilities vary in sizem small group homes with less than 10
children to large institutions called residentralatment centers.

When a foster child exhibits serious emotional bedavioral problems, the child welfare
caseworker makes a referral to place the childresa&lential treatment centdihis is because
residential treatment centers offer structure amdises that are not readily available in other
types of placements to address the children’s ngedsindlich & Avery, 2005). While
residential treatment centers provide 24-hour girarp and behavioral health services for all
children with emotional and behavioral problems, tiiajority of residents are foster children
(Drais-Parrillo, 2005; Libby, Coen, Price, Silverm& Orton, 2005; Sternberg et al., 2013).

Among a range of behavioral health services aviailfdy children, residential treatment
centers utilize a highly restrictive environment@ed only to inpatient psychiatric hospitals.
Such highly restrictive environments feature lirdifsome prohibited) choice of activities,
monitored interactions with other people, and ledimovement within and outside of the

environment (Rauktis et al., 2009). However, poleguires treatment in the “least restrictive

L “Any recent act or failure to act on the part gfaxent or caretaker, which results in death, serfthysical or
emotional harm, sexual abuse, or exploitation,noaet or failure to act which presents an imminesit of serious
harm.” Child Abuse Prevention and Treatment Act ROA), 42 U.S.C.A. § 5106g (2010).
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environment” for children. Consequently, child vee# professionals often consider residential
treatment centers as a short-term intermediaryepi@at when less restrictive placements such
as individual foster homes have failed (Coen, Lildbryce, & Silverman, 2003). In addition, one
of the most frequently stated goals of treatmeitd i®turn the foster child to a less restrictive
placement (Rauktis et al., 2009).

Many foster children who end up in residential tm@ent centers have multiple prior out-
of-home placements, histories of psychiatric hadigétion, and histories of physical and sexual
abuse (Drais-Parrillo, 2005). Studies report thatrdnalf of the children in residential treatment
centers fall within the clinical range for behawabproblems including aggression (e.g.
destroying others’ things, attacking, threatenegd delinquency (e.g. setting fires, running
away, vandalizing) while only 2 percent of the gahpopulation does (Baker, Archer, & Curtis,
2005). The percentage of children in residentedtiment centers who exhibit clinical levels of
behavioral problems is at least 10 percent highem thildren in individual foster homes (Baker,
Kurland, Curtis, Alexander, & Papa-Lentini, 2007).

While residential treatment results in improveddabrs for some children, the majority
of children with clinical levels of behavioral pidelns remain the same (Cuthbert et al., 2011).
For example, research involving multiple residdrteatment centers in 13 states revealed that,
among the children who showed clinical levels didaoral problems at intake, less than 40
percent moved out of the clinical range at discbdByais-Parrillo, 2005). Yet, behavioral
improvement is essential in achieving the treatngeat of returning to less restrictive homes.

Parental involvement during residential treatmex & positive impact on children’s
behavioral outcomes, such as better impulse cofergl delaying gratification, using problem-

solving skills to cope with stress) and reduced@yms of psychopathology (Frensch &



Cameron, 2002; Hair, 2005; Wells, Wyatt, & Hobfdl§91).However, for many children in
residential treatment centers, parents are absentoda variety of reasons, including custody
issues involving child maltreatment, incarceratisustance abuse, and lost contacts. The social
relations literature suggests that various typea®lationships, including extended family, friends,
and non-kin adults, may be associated with decdeasleavioral problems among at-risk
children (Popliger, Toste, & Heath, 2009). Yetgains unclear if and how foster children in
residential treatment centers can benefit frometwesader social relationships.

Kahn and Antonucci (1980) viewed social relatiopshas dynamically developing over
time (structure) and as being protective (functidrjeir convoy model of social relations
conceptualizes social convoys as three hierarchagals of relationships, in terms of closeness
and importance to the individual, that influencdlvkeing through provision of social support.
Social support refers to one’s perception of avédldnelp as well as actual help from others,
including affective support (expressing love angpeet), affirmation support (validating others’
actions or beliefs), and tangible aid (providingtenals, money, time, etc.) (Demaray & Malecki,
2002; Kahn & Antonucci, 1980; Norbeck, Lindsey, &r@eri, 1981).

Social convoys benefit children’s social adjustmespecially when they include diverse
types of relationships such as parents, siblinggneled family, and friends (Levitt, 2005).
Different people can fill the child’s needs whesaarce of support becomes unavailable and
provide assistance when conflict arises (Levitlgt2005; Perry, 2006). In addition, high levels
of social support provided by members of the samalvoy lead to fewer child behavioral
problems (Amlund-Hagen & Myers, 2003; Appleyardetamd, & Sroufe, 2007) as well as
mitigate the harmful effects of stress (CarothBmykowski, & Whitman, 2006). Thus, in

residential treatment centers, where the most teaufoster children often reside, social convoys



may play an especially protective role. Such agmtdte function is particularly important for
youths transitioning from middle childhood to admence (between 9 years old and 13 years
old), because of distinct social developmental gearand an increased risk for behavioral
problems such as aggression and delinqudaayng this period (Wu-Shortt, Stoolmiller, Smith-
Shine, Eddy, & Sheeber, 2010).

At a more fundamental level, a gap exists in knogyeeabout what foster children’s
social relationships look like and how those soédtionships change during residential
treatment. Social relationships may change qugeifstantly during residential treatment
because of the nature of the place, including asesial environment for the child, varying
lengths of other children’s treatment, and regualaentact with previous social relationships. In
addition, some social relationships may have negatither than positive influence due to
conflict, stress transmission, and unwanted sacipport (S. Cohen, 2004).

This study aimed to understand the patterns ol 9-i@ar-old foster children’s social
convoys during the first few months of residentiabtment. Four research questions led this
study: (a) how do structural and functional projgsrof foster children’s social convoys change
during the first three months of residential treat?; (b) how do relationships between social
convoy members and foster children change durieditst three months of residential
treatment?; (c) are there distinct types of samalvoys among foster children in residential
treatment centers?; (d) how do foster children@aa@onvoys relate to their behavioral
problems during the first three months of residdriteatment?

Chapter 2 presents a review of the literature iggrthe use of residential treatment
centers, the significance of behavioral problemtster children receiving residential treatment,

the link between social relationships and youthalvedr, and the social relationships of foster



children. It also reviews methodologies used faeasing children’s social relationships that
informed the current study. Chapter 3 is a reviéthe theoretical framework of the convoy
model of social relations that guided this studgafter 4 describes the research design,
measurement, and data analysis methods. Chapt®r3 5and 8 report the results of the analyses
performed to address each of the four researchiqossFinally, Chapter 9 discusses the

implications of the major findings for theory andhgtice.



Chapter 2: Literature Review
Residential Treatment Centers

Residential treatment centers provide highly stretd, intensive services for children
with behavioral health needs that individual homesutpatient services cannot adequately
address. Key characteristics that define residetnéatment centers are (a) “a therapeutic milieu”
that offers consistent caregiving, a structuredrenment, therapeutic interventions, and
connection to the community; (b) “a multidiscipligacare team” consisting of psychiatrists,
social workers, nurses, and other professionalsg@diberate client supervision”; (d) “intense
staff supervision and training”; and (e) “consistelimical / administrative oversight” (Butler &
McPherson, 2007, p. 469).

Residential treatment components include individatapy, family therapy, group
therapy, and medication management among otheseaRsh involving 40 residential treatment
centers in a Western state indicates that otharftivanal school hours, which takes up about 45
percent of waking hours not used for meals andopatshygiene, children spend the most time
in intensive one-on-one supervision with staff (38fdllowed by self-planned activities (10%),
recreation (9%), and group therapy (9%) (Libbylet2005). Time spent on individual therapy,
family therapy, expressive therapy (e.g. art thgragnd psychological assessment is one to two
hours per week each. Other services that vary bg@ginclude case management, psychiatric
evaluations, and other types of therapies (Libbal.e2005).

Government entities that oversee child welfareisesvare the most common referral
sources for residential treatment centers (DrarsHi®a 2005; Libby et al., 2005; Sternberg et al.,
2013). In California, individual counties implemgambgrams and services for foster children,

while the state Department of Social Services noosithem (State of California, 2007). This



means that county child welfare departments arenidia public agencies that directly work with
children and families involved in out-of-home cat@aseworkers in those departments are
primarily responsible for finding appropriate plagents for foster children. Residential
treatment centers are one option, especially whanl@ has severe behavioral problems and
when other placements and community-based serhaesfailed (Coen et al., 2003).

Child welfare policies and research have influenbedview on residential treatment
centers by child welfare professionals includingrdy caseworkers. The Adoption Assistance
and Child Welfare Act of 1980 required that caséweos place foster children in the least
restrictive environment (i.e. the most family-ligetting) as much as possible, pushing residential
treatment centers to the bottom of the list. The@mn and Safe Families Act of 1997
emphasized timely planning and execution of legaimanency (i.e. returning to original family
or adoption) as a critical child welfare goal. Asstpolicy deemed long-term foster care as
undesirable, residential treatment centers beceansitional placements from which children
must move out as quickly as possible (NickersonpBs, Colby, Rickert, & Salamone, 2006;
Stott & Gustavsson, 2010). In 1999, the Surgeone@Gais report stated that only 8 percent of
children receiving behavioral health services wenesidential treatment centers but they used
25 percent of the national budget for child behalibealth (U.S. Department of Health and
Human Services, 1999). This highlighted the higst ©b residential treatment centers. Moreover,
research in this area often lacked rigorous metloggowhich brought skepticism about the
effectiveness of residential treatment (Butler &mherson, 2007). The combination of all these
factors resulted in reduced government funds feidemtial treatment (Butler & McPherson,
2007) as well as the perception of residentiaktneat centers as a placement of “last resort”

(Frensch & Cameron, 2002).



Despite this trend, residential treatment centerdigue to serve foster children with
serious behavioral health needs. Proponents afgesal treatment argue that it has a unique
place in the continuum of care with its level alisture and comprehensive services, and that
the lack of behavioral improvement shown in sonseaech is due to the fact that it is being used
too late in the progression of children’s behavidealth problems (Bilchik, 2005; Butler &
McPherson, 2007). In the year 2011, a total of @d@ adolescents aged 12 and older used
residential treatment for behavioral health ne&lgétance Abuse and Mental Health Services
Administration, 2013). Studies consistently refbé&t over 60 percent of all children in
residential treatment centers are foster childBmai6-Parrillo, 2005; Sternberg et al., 2013).
From child welfare standpoint, about 15 percerfoefer children reside in group homes and
institutions including residential treatment ceat@d.S. Department of Health and Human
Services, 2013a). However, due to a national eftoavoid placing young children in group
homes and institutions, the percentage of fostiddreim under the age of 12 in such settings is
lower at 4.5 percent (U.S. Department of Health ldochan Services, 2013b).

The most recent data available from the Substameséand Mental Health Services
Administration (2013) indicate that in 2008, therere 551 residential treatment centers
operating throughout the United States. This isoglnone hundred facilities more than the 458
residential treatment centers in 2004 reportechbyNational Center for Health Statistics (2011).
Another nationally distributed survey indicatesttbrzer half of the residential treatment centers
serve 6 to 12 year-old children, and over 90 pdrserve 13 to 18 year-old adolescents, while
about 10 percent serve children under the age(kéf Bllen, Pires, & Brown, 2010Non-profit

and religious organizations ovatout 95 percent of residential treatment centard the



available number of beds in each residential treatroenter ranges from less than 10 to over
100, with an average of 48 beds. (K. Allen et2010).

Information on the average length of stay in residé treatment centers is not readily
available. A survey of a convenient sample of &idential treatment centers across the country
reports an average length of stay of approximét2lynonths (Sternberg et al., 2013). Other
studies report shorter lengths of stay of 7 to &the (Coen et al., 2003; Stage, 1998; Sunseri,
2003). Serious behavioral health needs, such ahdsic hospitalization during treatment, may
contribute to longer length of stay in residentieahtment centers (Baker, Wulczyn, & Dale,
2005).However, length of stay in residential treatmemitees is generally shorter than other
types of out-of-home care, as national data shaivttie mean length of stay in all types of out-
of-home care is almost two years (U.S. Departméhtealth and Human Services, 2013a).

The state of California classifies group care fae#, which include residential treatment
centers, from levels 1 to 14 according to the isitgrof care and supervision (measured by the
number of hours children receive in service ardéahitdcare, social work, and behavioral health
treatment) as well as staff's education and trgmavels (California Department of Social
Services Foster Care Rates Bureau, 2009). Theslapgeportion (over 30%) of the group care
facilities are level 12 facilities which providdagvely intensive services (Cross, Wakcher, &
Carver, 2009)These level 12 facilities serve over 40 percerdlio¢hildren in group care
facilities (Cross et al., 2009; Sunseri, 2001, 208H8ghtly less than 10 percent of all
California’s foster children between the ages 9 BBdvere in group care facilities in 2013,

while the percentage was lower for Los Angeles @p(ideedell et al., 2014).



Behavioral Problems among Foster Children in Resid#ial Treatment

Foster children in residential treatment centengehexperienced multiple stressful events
prior to placement, including various forms of dnmaltreatment, numerous primary caregiver
changes, caregiver’s behavioral health problend yvasience in the school or in the community
(Brady & Caraway, 2002; Briggs et al., 2012). Th@mreason for placement in a residential
treatment center is often the child’s behaviorabtems, such as injury to self and others and
destructive behaviors in the community (Abt Asstesdnc., 2008; Coen et al., 2003). Studies
report that among children in residential treatneamiters, over half and up to 88 percent show
clinically significant levels of behavioral problemefore and during treatment (Baker, Kurland,
et al., 2007; Brady & Caraway, 2002; Burns et2004; Casanueva et al., 2012; Drais-Parrillo,
2005). This proportion is significantly higher thidre proportion of children in individual foster
homes with clinically significant levels of behakabproblems (less than 50%) (Baker, Kurland,
et al., 2007; Casanueva et al., 2012; Rubin e2@08).

Current literature often categorizes children’sdabral problems into internalizing and
externalizing behaviors. While internalizing belasgimainly represent disturbance in the
emotional state, externalizing behaviors are astttirected toward others (Zahn-Waxler,
Klimes-Dougan, & Slattery, 2000). Internalizing laefors include withdrawn, anxious, and
depressive behaviors such as being fearful of gmirsghool, refusing to talk, and talking about
suicide (Achenbach & Rescorla, 2001). Externalidebaviors include aggressive and
disruptive behaviors such as destroying other e pkelongings, threatening people, and
setting fires (Achenbach & Rescorla, 2001).

Eisenberg et al. (2001) compared children withrimdézing and externalizing behavioral

problems on their emotionality and behavioral ragah. Emotionally, internalizing children
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scored higher on measures of sadness whereasadiziegn children scored higher on measures
of anger and frustration. This suggests that ppedision to negative emotions such as sadness
and anger may cause children to either withdrate @ict out. Behaviorally, children with
externalizing behavioral problems showed much nmopaulsivity (e.g. rushing into an activity
without thinking about it, interrupting others dugiconversation) than internalizing children. On
the other hand, internalizing children showed dess impulsivity than children without
clinically significant behavioral problems. The laoits explain that such a high level of
behavioral regulation may not be healthy becauskatvs that the children are very inhibited
without the flexibility to adapt to different sittians (Eisenberg et al., 2001).

While internalizing and externalizing behaviors @awuch distinct qualities, many
children show both internalizing and externalizbehavioral problems at the same time, as the
underlying negative emotions co-occur and areielated (Zahn-Waxler et al., 2000). In the
study by Eisenberg et al. (2001), 35 percent oktraple children showed both internalizing and
externalizing behavioral problems, while 17 percgmwed internalizing behavioral problems
only and 15 percent showed externalizing behavignatblems only. According to Lilienfeld
(2003), one of the most supported reasons for saabccurrence is that children with
internalizing and externalizing behavioral probleshare a common tendency to “experience
unpleasant affective states of many kinds, suajuds anxiety, mistrust, and irritability” (p.288)
Internalizing and externalizing behavioral problemasy also co-occur because of a sequence of
reactions. For example, children who act out éxnibit externalizing behavior) may experience
peer rejection, and in turn, feel sadness and aaéntwithdraw (i.e. exhibit internalizing

behavior) (Keiley, Lofthouse, Bates, Dodge, & Re&003).
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These behavioral problems relate to a range oftivegautcomes. For instance,

McMillen, Auslander, Elze, White, and Thompson (2P@iscovered that, among foster children,
internalizing and externalizing behavioral problesns associated with problems in school. The
researchers interviewed 262 foster children betwkeemges 15 and 19 in a suburban area in the
Midwest. Of the participants, 54 percent were quityein group homes and residential treatment
centers, and over 80 percent had been placed imgoap care before. The youths’

externalizing behavioral problems correlated withigpems in school, operationalized as having
skipped classes, fought with other students, andHowith teachers both physically and
verbally. Both internalizing and externalizing beiosal problems correlated with having
repeated a grade before. Although the researcingreramined bivariate relationships, this
shows how behavioral problems may not be contaivitdn the residential treatment center and
may affect different areas of life.

In addition, Kosterman and colleagues (2010) fotlvad externalizing behavioral
problems in childhood and adolescence predict gspe in early adulthood. They used
longitudinal data collected from 808 students imaur public schools. The sample
overrepresented children from high-crime neighbodsoand about half were from low-income
families. Parents reported children’s externaliznedpavioral problems such as attacking people
and destroying property at ages 10, 13, 14, 1518ndnd children’s self-reports on the same
behaviors were collected at ages 10, 13, 14, 152rid® 18. Parent-reported behavioral problems
at age 14 and above predicted depressive epis@dge &1, while child-reported behavioral
problems at all ages predicted depressive episoalgea21. Behavioral problems in childhood
and adolescence increased the odds of having depmes early adulthood by 2 to 4 times. The

fact that behavioral problems observed as eargaslO are associated with later depression
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suggests that behavioral problems may carry orhamd cumulative effects on children
(Kosterman et al., 2010).

Likewise, a major problem is that behavioral protdeamong foster children in
residential treatment centers tend to persist aften treatment. In a longitudinal study,
Cameron, Frensch, Preyde, and Quosai (2011) exdrtheeoehavioral outcomes of 105
children in 5 residential treatment centers. Thegngined the clinical records of children at
intake and at discharge, and assessed their beaproblems 12 to 18 months after discharge.
At follow-up, the average age of the children wdsygars old. The clinical records at intake and
discharge included caregiver reports of childreleBnquent and illegal activities such as
stealing, destructing property, and using weapAnhfllow-up, the researchers obtained the
same kinds of information by interviewing the chdd’s parents or guardians on the phone. The
results indicated a significant decrease in sudihglgent behaviors from intake to follow-up,
with a medium-large effect sizef .16. However, the level of those behaviorabpems was
still above the clinical cut-off score set at tl8tBpercentile of the general population. Moreover,
despite some improvement in delinquent behavierptioportion of youth who had contact with
the law (being arrested or legally charged duenisigal attacks, property destruction, etc.)
increased 14 percent from intake to follow-up. @ehtvith the law prior to treatment tripled the
likelihood of having contact with the law at folleup.

Similarly, another longitudinal study with 6 to §&ar-old youths found that those with
high levels of behavioral problems before residdrnteatment continued to be within the
clinical range two years after discharge (Cuthbesl., 2011). It appears that while residential

treatment can help youths modify certain behavibraay not be true for extremely problematic

2 For paired t-test results, effect size=r? / (£ + df) where df is the degree of freedom. Thealues of .01, .09,
and .25 are defined as small, medium, and largpexively (J. Cohen, 1992).
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behaviors. Both authors also discuss that wherhgowith severe behavioral problems leave
intensive treatment settings and return to the comty, they need ongoing supports including
social relationships with adults and peers (Cametal., 2011; Cuthbert et al., 2011). In fact, a
longitudinal study found that youths with strongse of belonging during foster care continued
to have more supportive social relationships détaving care, and in turn, had better adult
outcomes including no depression or suicidal ideatno criminal behavior, and no substance
use problem (Cashmore & Paxman, 2006). While resigldreatment is intended to be a one-
time intervention, positive social relationshipattbhildren develop and maintain within the
therapeutic milieu may endure beyond the treatraffatts and may be a more robust protective
mechanism for long-term outcomes.
Social Relationships and Youth Behavior: The Rolefd&ocial Networks

Social network refers to the interrelated socikdtrenships surrounding an individual.
The study of social networks involves viewing itliodrom the perspective of the individual
(egocentricor personalnetworks) and from a “bird’s eye view” of the eatset of networks
(sociometricor wholenetworks) (Berkman & Glass, 2000). Researchergiatly use the
egocentric approach to study the effects of swelationships on individuals’ behavior. Others
use the sociometric approach when studying a gnotlpa predetermined boundary, such as a
residential treatment center. Network propertietude how many members there ased and
what proportion of the members are connected th etiwer (fensity. Thus, social network is a
structural property of social relationships.

Another important concept in studying social netgas thetie, which refers to the
connection between two individuals within a soci@twork. A social network forms its pattern

according to the characteristics and function$efties. The different tie characteristics and
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functions include roles (e.g. family of, friend byss of), affective/cognitive state (e.qg. likes,
hates, knows), interactions (e.g. talked to, helpsted), flows (e.g. information, beliefs, social
support), and similarities (e.g. in same grouphwame attitude, in same place) (Borgatti, Mehra,
Brass, & Labianca, 2009). This study defines sauedvorks as patterned mainly by roles, the
affective state of emotional closeness, and the @bsocial support and negative interactions.
This section describes roles and emotional closeagstructural properties of social
relationships, and the following sections furthescdss social support and negative interactions
as functional properties of social relationships.

First, some researchers have examined the conpositidifferent roles in children’s
social networks. For example, Popliger et al. (3G29died elementary school-aged children’s
perception of social support from parents, teagleerd friends. They found that social support
from friends was significantly associated with elmoél and behavioral problems such as
internalizing behaviors and interpersonal relatmmsssues, while social support from teachers
was associated with children’s academic and behavtompetence (satisfaction with their own
behavior). Thus, the composition of roles withigiabnetworks (e.g. having more supportive
friends than supportive teachers) may affect céiltr behavioral problems in different ways.
The next section on social support discusses tiy/sn more detail since it involves how these
roles affect children’s behavior through the pranisof social support.

Second, the emotional closeness between individua@social network indicatese
strength which refers to “the emotional intensity of aatednship” (Marsden & Campbell, 1984,
p. 498). Strong ties, i.e. closer relationshipBuence behaviors more easily through behavioral
modeling and social support (Valente, 2010). Moezpsocial networks with strong ties tend to

provide high levels of dependable social suppotabse the members are more likely to be
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responsive to the individual's needs (CotterelD4)9 In a study involving foster youths in a
Midwestern state, Perry (2006) assessed the @agitis of the youths’ biological family
network (biological parents and siblings), fostarecnetwork, and peer network, and their
influence on the youths’ depression and anxietg.sfiength was measured by the youths’
perception of how close, caring, and supportive s of each network are to the youths
themselves. Compared to youths who had no strotwgpnies, those with at least two strong
networks (e.g. strong biological family network asttbng foster care network) had fewer
symptoms of depression. Interestingly, the streoffoster care network had a greater effect on
depression than did the strength of biological fgmetwork (Perry, 2006). This was probably
due to the fact that foster youths in the studitfedt their foster care providers cared about them
more than their biological family did. Importantpgoint out here is that the measure of tie
strength in Perry’s (2006) study included socigisart.

As shown above, research on children’s social nesvand behavioral problems often
includes social support as a functional networkpprty and relatively little attention has been
given to the independent effects of structural nekworoperties. Nonetheless, Neal's (2007)
structural approach to studying relational aggoesée.g. social exclusion) during middle
childhood and adolescence is helpful in understanthe role of social networks. According to
this approach, structural network properties media¢ relationship between individual-level
variables and the level of relational aggressiamn.gxample, as children get older (individual-
level variable), their social networks show morgabsimilarity among members (network
property callechomophily, which may increase levels of intimacy within thetwork (tie
strength), thus affecting the level of relationgdjeession toward peers outside their networks

(Neal, 2007).
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Social Relationships and Youth Behavior: The Rolefd&Social Support

Social networks influence behaviors by providiongial support through the ties
(Berkman & Glass, 2000). Social support refersrte’® perception of available help as well as
actual help from others, including affective sugpaffirmation support, and tangible aid
(Demaray & Malecki, 2002; Norbeck et al., 1981)fektive support includes expressions of
love and respect, while affirmation support valegadnd acknowledges the appropriateness of
the other person’s actions or beliefs (Kahn & Antori, 1980). Tangible aid refers to provision
of things, money, information, or time (Kahn & Antacci, 1980). Others have categorized
social support into emotional, instrumental, apgakiand informational support (Berkman &
Glass, 2000). Emotional support encompasses aféestipport and affirmation support, while
instrumental support equals tangible aid. Apprassglport (help in decision making) and
informational support (provision of advice and imf@ation) are often difficult to distinguish
from emotional support (Berkman & Glass, 2000). Wharious definitions and categories exist,
social support essentially pertains to the funeigmoperties of social relationships.

Research on social support and behavioral outcamesg at-risk youth populations
includes a study by Popliger et al. (2009) discdssehe previous section. The sample included
54 elementary school-aged children with moderaset@re emotional and behavioral
difficulties (EBD), a condition which many childrém residential treatment share. School
teachers nominated children with EBD to participatthe study, and all of the children were in
regular classrooms according to an interventiotopbphy to treat EBD in the community
setting. The researchers measured how much a“éedi$ loved, cared for and valued by” each
of three relationship roles — family, friends arddhers (p.201). The study showed that

perceived social support from these roles was &ssocwith different areas of adjustment.
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Perceived social support from all three roles coradhisignificantly correlated with internalizing
behavioral problems, interpersonal relationshifbfms, emotional disturbance, and self-esteem.
When all of these outcome variables were combiseal single indicator of

emotional/behavioral functioning, social suppoonfrfriends was a significant predictor, with a
medium effect siz&(0.19).

While social support may have an overall positifea on well-being, the stress-
buffering hypothesis posits that it can moderageribgative influence of stressful events as well
(S. Cohen & Wills, 1985; Schwarzer & Knoll, 2003uch a stress-buffering process is
especially relevant to residentially-treated fostatdren who must cope with a variety of
aforementioned stressful life events as well aly ddiessors such as having an argument with a
friend (Parfenoff & Jose, 1989). The stress-buffgeffect is particularly evident in Kaynak,
Lepore, and Kliewer’s (2011) study involving 21@&am-city youths who witnessed and
experienced many types of community violence, idiclg seeing someone attacked with a knife
and being chased by gangs. Social support frommenpand another adult moderated the
relationship between exposure to community violeano@ depressive symptoms, which is an
internalizing behavioral problem. For youths withwllevels of social support, the level of
exposure to violence was positively associated sythptoms of depression. However, for
youths with high levels of social support, exposoreommunity violence did not increase
depressive symptoms, highlighting the significaotthe amount of social support. The effect
size of the interaction between social supportebsure to violence was 0.01. While this is a
small effect size in conventional terms, reseaahdhown that the mean observed effect size in

tests of interaction is 0.009 (Aguinis, Beaty, Ba&kPierce, 2005).

% For multiple regression results, effect size Céhé= R/ (1 — ) where R is the variance in the dependent
variable explained by the independent variable.eb&hf values 0.02, 0.15, and 0.35 are defined as smatljum,
and large effect sizes, respectively (J. Cohen8)198
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Another study that tested the stress-buffering thygsis is Carothers and colleagues’
(2006) longitudinal research involving children bao adolescent mothers. From birth to
adolescence, the 96 children in their study expead many negative life events that are similar
to those experienced by children in residentiattreent, such as residential instability, family
separation, and school problems. When the partiogpahildren were 11 to 17 years old, the
researchers asked them to retrospectively repeirt plerceptions of past social support,
including attachment to parents, the presenceleraupportive figures, and involvement in
social groups. The results indicated that socippstt alleviated the adverse effects of stressful
events on children’s internalizing and externalbiziobehavioral problems. However, this was true
only for children with fewer number of negativeelévents, suggesting that social support may
not be effective for children in extremely stressiocumstances. The effect size of the level of
social support was medium-large (0.23) for intamiiad) behavioral problems and medium-small
(0.12) for externalizing behavioral problems. THfea size of the interaction between social
support and stressful life events was medium-sfoalboth internalizing and externalizing
behavioral problems (0.07 and 0.09, respectivétigeems that social support may have larger
direct effect on internalizing behavioral problethan on externalizing behavioral problems, but
the buffering effect may be similar for both.

Social Relationships and Youth Behavior: The Rolefdnterpersonal Stress

Social relationships are not always protective i@y become a source of stress. Such
negative aspect of social relationships may betdwarious reasons including negative
interactions and social isolation (S. Cohen, 20Bd}.instance, Hoefnagels, Meesters, and
Simenon (2007) studied the influence of perceiwsmdad support on behavioral problems of 40

teenage children born to psychiatric patients. Tinepsured social support in terms of positive
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interactions, negative interactions, and the disamey between demand and supply of support.
Youths in the study reported that they did not nexéhe type and amount of social support they
wanted, but instead experienced negative inter@esoch as criticism and unfair treatment.
Furthermore, their perception of negative intetdj but not positive interactions, strongly
correlated with more behavioral problems. This tiggaaspect of social relationships is
important to consider when studying foster childireresidential treatment centers because they
come from dysfunctional families and have constamtact with other children with social
adjustment problems. In other words, foster childreresidential treatment centers may
experience negative interactions more often thhaarst

Another example of negative interactions is evide\. Lee, Hankin, and
Mermelstein’s (2010) study on youth’s depressivapms. The sample included 350 youths
aged 11 to 17, and the researchers assessed eagthactions such as conflict and criticism
with family and friends at three time points, 5 weapart. As a part of a mediation analysis,
they found that negative interactions with pargméslicted youth’s later depressive symptoms
while controlling for their initial level of depre®n. On the other hand, only a weak correlation
existed between negative interaction with frienad youth’s depressive symptoms, again
highlighting how different roles may influence difént areas of adjustment.

While negative interactions occur when there &gt a social relationship, the lack of
such social relationships may also be a sourcegedssfor youths. Pettit, Green, Grover, Schatte,
and Morgan (2011) examined interpersonal and nterpersonal stress among adolescents who
attempted suicide and admitted into a psychiatgpital. Interpersonal stress in close friendship
and social life was operationalized by lack of afaing relationship, social isolation, and

rejection by peers. The researchers found that gribradolescents who attempted suicide in
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the previous week, those with high levels of inéegonal stress from social isolation were more
serious in their intention to die. A notable pasithat both Pettit et al. (2011) and A. Lee et al.
(2010) defined interpersonal stress as an ongehmgnic stress. With multiple moves between
out-of-home placements, foster children in resid¢tteatment centers may experience high
levels of chronic interpersonal stress due to bibtgin social relationships (Hyde & Kammerer,
2009).
Social Relationships of Foster Children in Residerdl Treatment

In general, research on various social relatiorssbyists, except in certain settings.
Residential treatment research involving sociapsuphas focused mostly on parental support.
Studies indicate that parental involvement duriggjdential treatment is linked to various child
outcomes, including discharge destinations andsaaijent in the community post discharge
(Frensch & Cameron, 2002; Hair, 2005; Landsmanz&rdyler, & Malone, 2001). Specifically,
no or minimal visits with parents increase childsdikelihood of treatment incompletion due to
serious behavioral problems, running away, andragcation (Sunseri, 2001). In addition, Lakin,
Brambila, and Sigda (2004) found that higher rdtamily therapy attendance during residential
treatment relates to fewer youth behavioral proklatdischarge. However, according to a
survey of a national cluster random sample of @i children, children in residential
treatment centers experience frequent cancellagbfamily visits and very few contacts with
mother every month (U.S. Department of Health anchBin Services, 2003). This survey
revealed that during the first year of placeme@tpércent of foster children in group care
reported frequent cancellations of family visitsigared to 28 percent of children in individual
foster homes. Moreover, during the first year @fgelment, almost three quarters of foster

children in group care had fewer than two contaatis mother per month, compared to 69% and
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39% of children in individual foster homes and kipscare, respectively (U.S. Department of
Health and Human Services, 2003). This finding sgtglimitations among foster children in
residential treatment centers as to how much they lmenefit from parental social support.

Nonetheless, research on non-parental social sufggdoster children in residential
treatment centers is lacking. Research on noneesal populations provides evidence for
potential influences of social support from othéisst, siblings may provide social support to
each other (Milevsky & Levitt, 2005; Tucker, McHa& Crouter, 2001). For example, children
who are in foster homes with their siblings tendni@ke better adjustments than children who are
separated from siblings (Leathers, 2005). Resedsthindicates that the quality of sibling
relationships matters more than whether or noingibllive together in the same foster homes. In
a longitudinal study, foster children with closégationate, and nurturing relationship with their
siblings showed fewer behavioral problems at follgqowregardless of whether or not they lived
with their siblings in the same foster homes (LasarLi, Shrout, Brody, & Pettit, 2007). This is
especially relevant to foster children in residantieatment centers, as children placed in group
care are more than twice as likely to be separfabaal their siblings than are children placed in
individual foster homégWulczyn & Zimmerman, 2005), possibly due to diéfiet behavioral
health needs of the siblings (Leathers, 2005).

Extended family may also provide social support #ids children’s adaptive behavior
and overall positive development (Pallock & Lamh&006). Research on kinship care shows
that foster children placed with extended familgaomparison to those placed in non-kin foster
homes exhibit fewer behavioral problems (Kellealet2001; Rubin et al., 2008). Moyers,

Farmer, and Lipscombe (2006) also found that graredys provide social support and help

“ Based on 15 years of administrative records of @86,000 foster children in New York City’s chileelfare
system
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foster youths maintain contact with their familyrishg long-term foster care. These studies
suggest the potential benefits of extended fanailgtionships for foster children in residential
treatment centers due to their unique positioméndhildren’s personal social networks. In
contrast, child welfare professionals who work hnektended family caregivers frequently
report disruptive family dynamics that stem frore thild’s birth family, which may have
negative consequences for foster children (Pe2665).

Other adults, including child care staff and non-k0ommunity members, may also be
significant support figures for foster childrenresidential treatment centers. Research on
mentoring shows that foster children often idenfitigmer placement staff and family friends as
adults who listen, share experiences with them,gande them (Munson, Smalling, Spencer,
Scott, & Tracy, 2010). Moreover, long-term relasbips with such mentors are associated with
lower levels of perceived stress and less likelthobhaving been arrested in the past year for
youths transitioning from out-of-home care to inelegence (Munson & McMillen, 2009).
Foster care providers (e.g. foster parents, resaléreatment staff) may also provide continued
support even after youths leave care. Cashmor@axihan (2006) studied youths who were
about to leave foster care due to the legal agi¢ (fage out of care”) and found that over 20
percent of the youths still lived with their fosfgrents one year after discharge. This continued
residence was associated with how much the yoethkted during care. Likewise, a study
involving young adults discharged from resideriti@htment centers indicates that youths feel
the need for continued connections with non-faradylts (Freundlich & Avery, 2005).

Finally, peer relationships become increasinglyongmt as children transition to
adolescence (Youniss, 1980). This may be espectrakyfor foster children in residential

treatment centers as they spend more time with thrd presence of other children than do their
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counterparts in the general population. Reseadicates that peer social support buffers the
negative effects of inadequate family environmelits.example, Lansford, Criss, Pettit, Dodge,
and Bates (2003) found that peer relationshipsaciarized by helpfulness, emotional security,
and sense of belonging moderate the harmful eftdateadequate parenting on youths’
externalizing behavior. Conversely, exposure tdtrigk peers may exacerbate delinquency via
acontagion effecthat is related positively to the proportion of/idat youths in the peer group
(Dodge & Sherrill, 2006). For instance, Robst, Atrasg, and Dollard (2011) found that youths
with a high proportion of peers with felony and desmeanor charges before and during
residential treatment were more likely to have aonhwith the law after treatment. On the other
hand, B. R. Lee and Thompson (2009) discoveredwhaé peer contagion was indeed present
among youths in a group care facility, it adversdfected less than 10 percent of the youths.
While examining the role of different types of saakelationships independently can help
make practical suggestions for improving residémteatment, it may not accurately reflect the
multidimensional social context. For instance,gh&up care facility in B. R. Lee and Thompson
(2009) employs an established practice model irclvthe child care staff, who are married
couples, live with the youths and act as surrogatents (Kirigin, 2001). Their relationship with
the youths is clearly different from that of chddre staff in other residential treatment centers
who work in shifts, live off-site, and primarily ¢as on managing behaviors rather than
providing nurturance (Jones, 2008). Such relatimssimay influence not only the youths’
relationship with peers, but also their biologifaahily and other significant individuals.
Furthermore, these interrelated social relatiorsship. the social network, may collectively
influence children through interactions that odeath in the presence and in the absence of the

child (M. Lewis, 2005). Thus, it is necessary taenine social relationships of foster children in
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residential treatment centers in their entiretpetter understand their influence on the youths’
adjustment.
Changes in Social Relationships during Residentidlreatment

In residential treatment centers, three factors aweyribute to fluctuations in foster
children’s social relationships: (a) children’s dlpmental stage; (b) children’s behavioral
problems; and (c) residential treatment centeestasnporary placement option. First, children’s
social relationships change both structurally anttfionally as they grow. Levitt, Guacci-
Franco, and Levitt (1993) examined social relathyps of ethnically diverse, lower-middle to
middle class, urban public school children. Theynid that as children grow older, their network
size also grows by including more extended famibuad age 10, while friends replace
extended family at age 14. They also found thafuhetion of those relationships follows a
similar pattern. Around age 10, extended family rbera provide additional social support on
top of parental support, and around age 14, frieedsce extended family to provide social
support. Research consistently reports the shitlationship importance from family to peers in
early adolescence, especially in the context of pttachment to parents (Nickerson & Nagle,
2005).

Other researchers have exclusively looked at amldrpeer relationships and found that
considerable changes occur in relatively shortoglsrof time. For instance, J. P. Allen et al.
(2006) asked urban and suburban middle school stsitie name their closest friend. One year
later, close to 70 percent of the participants rcamdifferent closest friend. To measure such
friendship stability, Ellis and Zarbatany (2007gdsa shorter time interval of 3 months and
asked 10 to 14 year-olds to name all their friamglag the school roster. On average, less than

60 percent of the friends nominated at the inihaasurement were nominated again 3 months
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later. Ellis and Zarbatany (2007) also found tlggrassive behavior (e.g. starting fights, picking
on other people) is negatively associated witmfighip stability. In J. P. Allen and colleagues’
(2006) study, the youths’ initial depressive synmpsovere associated with withdrawal from
friends at follow-up. As foster children in resid@htreatment centers tend to exhibit high levels
of externalizing (aggressive) and internalizingpi@ssive) behavioral problems, their peer
relationships may also show much instability. Hoarevhere is no prior research on this topic
involving foster children in residential treatmeenters.

In addition to age and behavioral factors, the gepee of moving into a residential
treatment center may lead to changes in socidioekhips, as a key factor in social relationship
changes is major life transitions (Levitt et aDP3). Werner and Johnson (2004) observed that
unrelated children in a foster home may developstipve social relationships with each other
that may contribute to positive outcomes such aisfaation with career and romantic
relationships in adulthood. Likewise, social redaghip with caring adults can be a turning point
toward better adaptation for foster youths (Drap&aint-Jacques, Lepine, Begin, & Bernard,
2007). On the other hand, Unrau, Seita, and Py2@38) found both positive and negative
aspects of social relationship changes among fofoséer children who experienced at least
three placement changes. As adults, the studycptits remembered losing friends and
separating with siblings, but also recalled devielgmew supportive social relationships with
non-kin adults including caseworkers and fosteeps. In residential treatment centers, not only
do children experience changes in social relatigssivhen they move in, but they also
experience changes when other children and stafe@nd go. This phenomenon is largely
unknown and it is necessary to examine it befartg whether or not social relationships

affect behavioral problems of foster children isidential treatment centers.
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Methodologies Used for Assessing Children’s SociRelationships

Sampling. Appendix A shows the different methods of empirgtadies discussed in the
preceding sections that examined children’s saelationships. Studies that recruited
participants from schools through availability sdimgp had relatively large samples, ranging
from 143 students in one public middle school (JAlRRN et al., 2006) to 691 students in 8
elementary schools (Levitt et al., 2005). One stuslyd secondary data of 90,000 students from
129 randomly selected schools across the countyriid, 2001). Studies that included foster
children in their samples recruited participantsyirstate/county child welfare departments or
from private foster care agencies, with the exoeptif one study that used secondary data of a
nationally representative sample of over 1,300eioshildren (Rubin et al., 2008). The former
studies had sample sizes ranging from 154 fosi&dreh recruited from 15 counties (Perry,
2006) to 339 foster children from 8 county childifaee departments (Munson & McMillen,
2009). Studies that targeted other at-risk childrad smaller availability samples who met
specific criteria, including 40 children of psyctnia patients recruited from 3 clinics
(Hoefnagels et al., 2007), and 54 children with Eomal and Behavioral Disorders referred by
teachers at 6 elementary schools (Popliger 2@09). In sum, all but two studies used non-
probability sampling methods by recruiting partamps through different sites or agency client
lists. In a study involving a specific sub-groupf@ster children, who reside in unique
environments that may significantly affect theicisb relationships, it is both feasible and logical
to select the sites first and then recruit paréinis from those sites.

Research designln terms of research design, six studies usedaestional methods to
examine the association between children’s soelationships and their behavioral problems.

Eight studies used longitudinal design but measahddren’s social relationships only once.
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The researchers used longitudinal design to eftiesure changes in behavioral problems over
time or to set the temporal order required forl@dghing causal relationship between social
relationships and behavioral problems. The reseasatonceptualized social relationships as
relatively stable and as accumulating social suppoctions. The time period between baseline
and follow-up for studies with one follow-up rangedm 8 months (Kaynak et al., 2011) to 5
years (Leathers, 2005). Three studies had mulyples of data collection, with the total length
of time ranging from 1 year at 6-month intervalsufdon & McMillen, 2009) to 17 years from
birth at 2 to 3-year intervals (Carothers et @0&).

Four additional studies measured social relatiggssaver time. The shortest duration
between baseline and the first follow-up was 5 wggbtal length of study was 10 weeks), and
the reason for such short-term follow-up was taiemsnore accurate measurement of
participants’ depressive symptoms (A. Lee et &13. However, the researchers only used
social relationship measurement from the firstowHup in their multivariate analysis, and did
not report the descriptive statistics from basetinéhe second follow-up. Other studies used 3-
month, 1-year, and 2-year follow-up intervals. Bamonth follow-up study examined the
stability of friendships within school (Ellis & Zbatany, 2007), and the 2-year follow-up study
examined changes in the broader social relatiosghgt included immediate and extended
family members among children in the general pamngLevitt et al., 2005). Both studies
showed considerable changes in the children’s badationship structure over time. As
discussed in the previous section, over 40% otlotiil aged 10 to 14 identified different people
as their friends over a 3-month period (Ellis & Eatany, 2007). Ellis and Zarbatany’s (2007)
work especially highlighted the fast changing psmaial relationships among pre- and early

adolescents, as the friendships were measuree imihdle of the school year, not when the
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classes changed. On the other hand, Levitt andagplies (2005) examined children’s social
relationship structure as patterned by the souwtsescial support (close family, extended family,
and peers). Initially, their 9 to 11 year-old paigants fit into one of three groups, (a) children
who received social support mainly from close fgmib) children who received social support
from close family and extended family, and (c) dreh who received social support from close
family and friends. Two years later, about 40%he&f thildren in the “close family” group
showed different social relationship structure dbeging to either the close family/extended
family group or the close family/friend group), aoer half of the children in the other two
groups showed changes in the social relationshijgtsire.

This review suggests that among youths transitgpfiom middle childhood to
adolescence, a follow-up interval as short as 3thsomay reveal changes in social relationships
even in a relatively stable environment such asth®ol in mid-year. When measuring social
relationships of foster children as they first camte residential treatment centers, even shorter
intervals may detect changes in social relatiorssivforeover, some children in residential
treatment centers stay for less than a few momtlgs, (mean 7.5 months, range 1 day~30 months;
Libby et al., 2005) so longer intervals are notiddse.

Social relationship measuresResearchers operationalized children’s social
relationships in various ways. Studies involvingtés children primarily examined placement
patterns (with/without siblings, with/without kimhile one study looked at the duration of foster
children’s social relationship with one non-kin t@n(Munson & McMillen, 2009). One study
(Linares et al., 2007) used a Likert scale to mesathe relationship quality between siblings in
out-of home care and found that foster childre@scpption of their relationship with siblings

(affectionate, competitive, etc.) stayed similaeoa 15-month period. Another study (Perry,
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2006) used Likert scales to measure the strengbiotdgical family, foster care, and peer
networks by asking foster youths to rate how cltbeg feel to the network members, how much
they can rely on the members for help, and how ntkelmembers care about them.

Of the studies involving non-foster children, fisteidies used Likert scales with known
validity and reliability. Of those, two studies assed children’s perception of social support
(Survey of Children’s Social Support, Network ofl®nships Inventory — positive interactions
subscale), one study assessed negative interatiétween children and others (Network of
Relationships Inventory — negative interactionsssale), and two studies examined both
positive social support and negative interacti@ec{al Support Inventory, Friendship Qualities
Scale). The Network of Relationships Inventory (Ran & Buhrmester, 2009) is a 24-item
guestionnaire that measures two areas of socalanthips — social support and negative
interactions — on a 5-point scale. Each item abksitaa specific person (e.g. How much do you
seek out this person when you’re upset?) and geareher can choose those individuals. For
instance, Lee and colleagues (2010) asked theicipants to answer the questions for each
family member (mother, father, and sibling) as vesllone same-sex friend, one opposite-sex
friend, and one boy/girlfriend. Researchers hawsluke social support and negative interactions
subscales separately as they represent distinttigsiaf the social relationship (Kaynak et al.,
2011; A. Lee et al., 2010). On the other hand Stwerey of Children’s Social Support measures
only emotional support, and the Friendship Quaiseale only measures relationship functions
provided by friends. The Social Support Inventomasures both social support and negative
interactions, but it is only available in Dutch. &0 no researcher has translated and used this
scale to measure social relationships of Englistaking individuals. Therefore, whether or not

this scale is culturally appropriate for youthghe United States is unknown.
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Other measurement methods included the followingp $tudies assessed children’s
social relationship structure (social networkshiaying the children nominate friends from the
school roster. One study measured social suppatlisy of items generated by the researchers,
including attachment to parents, presence of suppdigures, and involvement in social groups
(Carothers et al., 2006). Another study measurepersonal stress by having multiple experts
rate some narratives obtained from semi-structimeaviews with the participants (Pettit et al.,
2011), while another study used observations efautions between the participant and a parent
as well as the participant and a friend (J. P.rA#eal., 2006). Finally, two studies used an
instrument which assesses both social relatiorsthijgture and social support by a combination
of visual mapping technique and a questionnaireld@mn’s Convoy Mapping Procedure). In
this procedure, children place the names of th@lpabey love in concentric circles that
represent the strength of the relationship, and #mswer questions about who provides specific
types of social support. One limitation of thistrasnent is that it does not measure negative
aspects of the social relationships.

Although most of the studies assessed the chiklrefationship with more than one
person, they had predetermined number of peopteckiidren had to answer questions about,
such as “a parent and another adult” (Kaynak e@ll1). Popliger and colleagues (2009)
measured children’s perceived social support framilfy, friends, and teachers, but they
assessed each role as a group rather than havidgeahchoose specific individuals. Lee and
colleagues (2010) asked children about their m@tatiips with each family member and same-
sex friend, opposite-sex friend, and boy/girlfriebdt they combined the responses to form a
parent group and a peer group in their analysmil&ily, Perry (2006) collapsed foster

children’s relationships with parents and siblings a single biological family network.
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Therefore, these studies do not accurately depécstructure of children’s social relationships,
limiting our understanding of the full range of Edsupport that a child receives.

On the other hand, two studies (Levitt, Guacci-Ecart al., 1993; Levitt et al., 2005)
used Children’s Convoy Mapping Procedure which dusdimit the number and category of
people children can nominate and rate on the lefvebcial support. To illustrate different
aspects of social relationships, including thecttme and function, the Children’s Convoy
Mapping Procedure in combination with the negaiiteractions subscale in the Network of
Relationships Inventory may be useful. Combinirgtiio measures allows for inclusion of all
the people that make up a child’s social netwoskgasment of social support provided by each
person, and assessment of negative interactiohseath person.

Behavioral problem measuresThe most frequently used measure of children’s
behavioral problems was Child Behavior Checklisti{@nbach, 1991) in different formats
including self-report and teacher-report questiarasa Often researchers measure other scales’
validity against Child Behavior Checklist as thangtard measure of children’s behavioral
problems (Furlong & Wood, 1998). The caregiver M@rswhich can be completed by staff at
residential treatment centers, asks the raterrisider 112 behaviors during the past 6 months so
that the measurement can capture less frequestdniticant behaviors such as suicide attempts
(Furlong & Wood, 1998). However, this duration atemstrains who can use the instrument, as
a rating by someone who has known the child féeatt 6 months may be more accurate than a
rating by another person who has not observedhi@ that long. In residential treatment
centers where some children receive treatment ¥@ryshort period of time, this instrument
may not be appropriate. Moreover, the length ofghestionnaire may affect the willingness of

staff members who may have to complete it for ntba& one child.
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Besides this instrument, studies in this reviewehased other known scales that measure
more specific behaviors such as depressive symptemsChild Depression Inventory) as well
as children’s self-report of specific behaviorgy(dad ever shoplifted). However, to examine the
level of behavioral problems in general among fosédren in residential treatment centers, it
will be useful to select a scale that measuredairoonstructs measured by the Child Behavior
Checklist, but is easier to administer to treatnstaff and can measure behavioral changes in a
shorter period of time. One such example is Youtltc@®me Questionnaire, which has been used
in children’s behavioral health treatment setti(eyg. Robinson & Rapport, 2002) and has
concurrent validity against the Child Behavior Gtiest (Burlingame, Mosier, et al., 2001). As it
measures children’s behavioral problems duringptst week, the Youth Outcome
Questionnaire is more sensitive to behavioral chamg short treatment terms than the Child
Behavior Checklist (McClendon et al., 2011). Moregw outh Outcome Questionnaire has
different versions with varying lengths, includiag0-item questionnaire that takes 5 minutes to
complete for caregivers.

Summary

The literature reviewed here suggests that vatiypes of social relationships may have
an influence on children’s behavior. However, gissociation among foster children in
residential treatment centers remains unknownaltiqular, a need exists to examine both the
structural properties (composition and strengthet#tionships) and the functional properties
(social support and negative interactions) of a¢biits social relationships, as well as how those
properties change in the context of residentiatiment. The convoy model of social relations

developed by Kahn and Antonucci (1980) includeé lobtthese properties and may provide a
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helpful theoretical framework for examining soarlationships and behavioral problems among

children in residential treatment centers. Theofwlhg chapter describes this model.
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Chapter 3: Theoretical Review —
The Convoy Model of Social Relations
Basis of the Convoy Model of Social Relations

The convoy model of social relations (“convoy midereafter) developed by Kahn and
Antonucci (1980) provided a framework for this studahn and Antonucci viewed social
relationships as changing their structure througlaquerson’s lifetime, and as providing social
support like a “convoy,” a protective escort. Atiatent theory and the life course perspective
informed the development of the convoy model.

Attachment theory. Attachment theory argues that a caregiver’s aviitialand
responsiveness allow a young child to feel secadetlaus appreciate and maintain the
relationship with the caregiver, forming “secureaehment” (Bowlby, 1988; Frey, Cushing,
Freundlich, & Brenner, 2008). Further, such attaehwith the caregiver influences the child’'s
view of the self and, eventually, later relatiomsh{Bowlby, 1969). Specifically, children who
form secure attachment to their caregivers tendew themselves as valued and to trust others
(Frey et al., 2008). On the other hand, childre wb not form secure attachment with their
primary caregivers, especially due to removal ftbeir caregivers, tend to view themselves as
unwanted (Luke & Coyne, 2008). Thus, attachmematti@iship with the caregiver is seen as a
prototype of later relationships in a person’s. life

Researchers have expanded attachment theoryaasittivo ways, to include multiple
attachment relationships and attachment formateyoid infancy. This is especially relevant to
out-of-home care research because foster childaqeerence multiple caregiver changes
throughout childhood and adolescence. Researcbaitedi that children can form secure

attachment with more than one caregiver simultasigpand that additional persons may
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compensate for insecure attachment with the priroarggiver (Van ljzendoorn, Sagi, &
Lambermon, 1992). In addition, youth can develauee attachment with new caregivers (e.g.
foster parents), even in adolescence, throughtsensaregiving and continued relationships
(Schofield, 2002).

Along these lines, Kahn and Antonucci (1980) exéshdttachment theory to adulthood
and developed the convoy model. There are key &speattachment theory that were the bases
of their model. First, as the child grows and exjsahis/her social relationships beyond the
primary caregiver (most often the mother), thesatiomships are shaped by the qualities of the
attachment in infancy. Then, in adulthood, as tiaevidual changes roles (e.g. becomes a spouse,
becomes a parent, becomes an employee), theseaqglese interaction with others, and
therefore the individual forms different relationsh These relationships provide social support
which is equivalent to attachment in infancy, iatteocial support provides a sense of security.
Research supports that over time, children may fattachment relationships outside of the
caregiving context, first with peers and then widmantic partners who fulfill different
relationship functions (Nickerson & Nagle, 2005jlfeet & Kerns, 2009).

Life course perspectiveThe life course perspective emphasizes the infle@hc
multiple life trajectories on human development| 1998). Four principles make up the life
course perspective. First, historical context ieflaes the life course of individuals. Second, the
influence of life events on development is depehdanwvhen they occur in the individual’s life.
Third, the influences of historical and personarg are shared by others through social
relationships. Lastly, individuals make choiceshwitthe social context, and build their own life
course (Elder, 1998). To summarize, the life coperspective examines how the individual

develops over time within social contexts (AntonuyEeri, Birditt, & Jackey, 2010). Kahn and
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Antonucci incorporated the life course perspedtiviheir convoy model by arguing that
individuals’ social convoys develop and changeufrmut the life course. The basis for this
argument was that, as people’s circumstancesrieagls, roles) change, the appropriate type and
amount of social support for each person changesigKahn & Antonucci, 1980). Therefore,
an individual's social convoy grows with him/her.

This is easily applicable to foster children inidesitial treatment centers. First, historical
contexts such as the current child welfare polieled the economy influence foster children’s
out-of-home care trajectories leading up to redidetreatment. Second, moving into a
residential treatment center may have a differeaffact on the foster child depending on
his/her developmental stage and recent experieRoesnstance, if the foster child is still feeling
closer to family and has hopes for reunificatiomving into a large peer group may be a more
stressful experience than it is for an older ydh#t is starting to distance himself/herself from
family and sees the placement move as an oppoyttmméxpand his/her personal network. Third,
moving into a residential treatment center not onfljuences the foster child but also affects the
child’s family members, past relationships, andrpedready in the residential treatment center.
Lastly, within such residential treatment contétg foster child may decide to build new
relationships, modify existing relationships, andka changes to his/her social convoy.

The Structure of Social Convoys: Social Network Tharies

The convoy model includes three levels of relatps varying in closeness and
importance to the individual. It takes the egodemtetwork approach rather than the sociometric
approach, in that its focus is on individuals’ peral networks, and those personal networks are
not necessarily examined together as a networlewfarks. Structurally, the primary level

relationships (“inner circle relationships,” i.betclosest and the most important people) are the

37



most stable over time and often include attachriigates. Because inclusion in the social
convoy depends on the individual's perception, mersin the inner circle are not necessarily
people who keep in direct contact with the indiad(Kahn & Antonucci, 1980). This is
important to consider in research with foster aleildsince they are away from their immediate
family, who would normally be in the inner circle.

Secondary (“middle circle”) and tertiary (“outerae”) relationships represent expanded
social networks which may include extended familyn-kin adults, and peers. These extended
networks may fluctuate over time due to changeherlife course, including non-normative
ones such as being placed in a residential tredtoesrer. Furthermore, the middle circle and
outer circle relationships are likely based onsaach as neighbors and professionals and may
or may not be maintained if members gain or log& gpecific roles (Kahn & Antonucci, 1980).
This is especially relevant for foster childrerr@ésidential treatment centers because moving into
one changes the roles of certain people, suchramefdoster care providers and school friends.

The stability of the relationships is one propatyhe convoy structure. Other structural
properties relevant to such egocentric networkkidesize, tie strength, and density. In
egocentric networks, size is simply the numberewgbe in the network. Roberts, Dunbar, Pollet,
and Kuppens (2009) found that there is a maximumbar of relationships that an individual
can have or maintain. This is because buildingraaohtaining relationships take time, effort,
and emotional commitment. Because of this uppet bimthe network size, the researchers also
found that individuals with a large network of kand to have a smaller network of non-kin
(Roberts et al., 2009). In other words, people Waee many relatives (over which individuals
do not have control as they are born into largealfas) tend to have fewer non-kin relationships

that they try to maintain. This may partly explahy, in early adolescence, friends tend to
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replace extended family in the social convoy witie network size stays similar until adulthood
(Levitt, Guacci-Franco, et al., 1993; Levitt, Web&rGuacci, 1993).

Network size is also related to tie strength, defias emotional closeness between
individuals (Marsden & Campbell, 1984). Researchdates that individuals with large
networks tend to have more weak ties (i.e., thag te be less emotionally close to their
network members) while those with small networkgehanore strong ties (Roberts et al., 2009).
In a ground-breaking paper, Granovetter (1973gdttiat weak ties increase diffusion of
information,because a group of people with strong ties tersthéme information only within the
group. On the other hand, Valente (2010) argudssthang ties influence people’s behaviors
more. This is because strong ties provide role nscated social support, effectively influencing
people to adopt and maintain new behaviors (Val&ti#0). Because the convoy model’s three
levels of relationships are based on emotionaleciess, it can be assumed that the ties between
the individual and his/her inner circle relatiorhare stronger, and therefore more influential in
terms of behavioral change, compared to the indalid ties to the middle circle and outer circle
relationships.

Another network property that is associated withaseor is density. Density is the
number of ties present in the network as a propoi the number of all possible ties (Barnes,
1972; Haynie, 2001). Although density is most oftecognized as a sociometric network
property, the concept can be applied to egocen#ttworks. For instance, in an individual’s
social convoy, if most of the members know one la@gtthe convoy would be characterized as
high in density. Using a combination of egocenamnad sociometric data, Haynie (2001) found
that the effect of having delinquent friends onladoents’ own delinquency increases greatly if

the adolescent’s ego network is dense. This iscpdaitly relevant to foster children in
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residential treatment centers as children who nataipeers in the same facility as members of
their social convoys will have higher density ssotempared to those who do not identify peers
in the same facility as their convoy members, caltig for the number of kin members
nominated.

The Function of Social Convoys: Social Support Thes

Social convoys are vehicles for exchange of satipport, including affective support,
affirmation support, and tangible aid (Levitt, 200bhese types of social support correspond to
the more widely used terms of emotional and insémit@l support, respectively. Social support
has two types of effects on individuals’ well-beitige direct and buffering effects. Social
support could have a direct effect on well-beingause it increases individuals’ positive
feelings, sense of stability, self-esteem, ancebétiat problems can be solved (Antonucci &
Akiyama, 1994; S. Cohen & Wills, 1985). The meclkars for this direct effect include social-
cognitive processes, explained by the theory otephaccessibility — positive or negative
thoughts about a person (e.g. loving) may makéaseck concept (e.g. accepted) more accessible
in memory, and thus affect the evaluation of tHe(&hodes & Lakey, 1999). Much literature,
however, focus on the buffering effect, emphasiziregsignificance of social support that is
apparent in times of crisis.

The buffering hypothesis states that having stsoagal support will moderate the
detrimental effects of stress on individuals’ wieding (S. Cohen & McKay, 1984). While
instrumental support can be an important buffenany instances (e.g. giving money in
financial crisis), the mechanisms of emotional supmay be more relevant in understanding
how social relationships might help foster childnemesidential treatment centers cope with

stress. Emotional support mechanisms include twtndt processes, one that involves sense of

40



belonging and the other involving self-esteem (Ghéh & McKay, 1984). Both sense of
belonging and self-esteem are basic human neemmasptualized in Maslow’s (1943)
hierarchy of needs.

First, emotional support allows an individual &rgeive that he/she belongs to a network
of relationships, and therefore can have a buffeeiiiect especially in times of separation or loss
(S. Cohen & McKay, 1984). Sense of belonging ineslieeling valued by the group that the
individual is involved in (Hagerty, Lynch-Saur, Bsky, Bouwsema, & Collier, 1992). A study
with young adolescents defined sense of belongsrtgaindividual’s belief that his/her active
membership completes a dyad or a group, includkteneled family, siblings, teachers, and non-
kin adults in the community (Baskin, Wampold, Qaim, & Enright, 2010). The researchers
found that sense of belonging moderates the negatfects of peer rejection on loneliness, as
well as of loneliness on depression (Baskin e28l10). In other words, under the stress of peer
rejection, emotional support may alleviate feelimgely by providing sense of belonging.

Another mechanism through which emotional suppatienates the association between
stress and psychosocial outcomes is by bolstealigesteem, through similar others that
provide praise and positive feedback (S. Cohen &8g 1984). Self-esteem is “the degree to
which people see themselves as capable” and tiegldre persons of value” (Cast & Burke,
2002 , p. 1042). Such evaluation of the self isindependent from interpersonal relationships.
The sociometer theory (Leary, Tambor, Terdal, & Dew1995) suggests that self-esteem is
directly related to social inclusion/exclusion, sukat self-esteem can be an indicator (thus the
name socio-“meter”) of whether or not a persoreelf accepted by others, which is a form of
emotional support. Incorporating identity theorgs€and Burke (2002) also argue that self-

esteem increases when an individual’s view of Bisrble identity is congruent with another
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person’s view of the individual regarding that td&cause children’s view of the self is still
forming, children seek positive feedback from oshexgardless of whether they initially have
positive or negative views of themselves, whereastswith negative views of themselves tend
to seek negative feedback in order to confirm thair self-views are correct (Reijntjes,
Thomaes, Kamphuis, de Castro, & Telch, 2010). leiotvords, emotional support through
positive feedback is especially important for thevgng child’s self-esteem. In sum, emotional
support can make the individual to feel acceptedviwo he/she is and thus increase self-esteem,
which in turn alters an individual’s reaction toests (Kammeyer-Mueller, Judge, & Scott, 2009).
S. Cohen and McKay (1984) argue that there arereffit types of stressors that allow
emotional support to be an effective buffer agastigss-induced negative outcomes. Separation
from family or loss of a family member is a strassmat is obviously relevant to sense of
belonging provided through emotional support. Fosiddren are in a constant state of
ambiguous loss, which refers to the uncertaintylaokl of closure about the absence of loved
ones (Boss, 2007). The loved ones can be physiab#ignt but psychologically present, or vice
versa. For instance, even when the biological famiémbers are not physically available for
children in out-of-home care, they can providetrefeal permanence — a sense of continued
belonging — for the foster children (Samuels, 20G9% also likely that foster children, just
before entering out-of-home care and while in caxperience psychological absence of family
members as the family members are unable to prowiderrance (R. E. Lee & Whiting, 2007).
For foster children, R. E. Lee and Whiting (200d@jl @another type of ambiguous loss called
relationship in transition, which occurs becausgdochildren often do not have control over the

decision-making processes for their own destinatioch as family reunification, termination of
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parental rights, and adoption. In such states difigmous loss, emotional support that provides
sense of belonging may be an especially effectifeebagainst its negative effects.

On the other hand, the requirements for emotiomgpsrt that bolsters self-esteem is not
so straightforward. Certain stressors affect sstilé&m while others do not. In most cases,
stressful events that a person has no control sueh as natural disasters, do not result in
lowered self-esteem (S. Cohen & McKay, 1984). Hosvean individual’s perception may be an
important factor in differentiating the stressdrattaffect self-esteem and those that do not (S.
Cohen & McKay, 1984). For instance, a foster chilth multiple placement changes may
believe that there is something about him/hersalf is causing the placement changes, resulting
in a low level of self-esteem. For this child, emapal support that enhances self-esteem may
become an important buffer during a placement cka@®g the other hand, this mechanism may
not be relevant for another child who believes titaers are responsible for the placement
changes and, thus, shows no decrease in self-esteem
The Mechanism of Social Convoys

Figure 3.1 shows the determinants and effects@ébkoonvoys, with arrows indicating
the direction of the effects. Personal attributeg.(age, experience) and environmental attributes
(e.g. resources, stressors) influence a persoed fug social support (Kahn & Antonucci, 1980).
For instance, a person going through a divorce mesy different type and amount of social
support from different people compared to a pekgba recently lost his/her job. This need for
social support, along with the personal and envirental attributes, influences the convoy
structure.Together with the need for social support and #rsgnal and environmental attributes,
the convoy structure affects the convoy functitine-adequacy of social support received by an

individual - which in turn affects life outcomesclading personal well-being. Meanwhile, the
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social convoy moderates the relationship betweesopal and environmental attributes and the
life outcomes. Kahn and Antonucci (1980) emphastaedimportant aspects here. First, the
“adequacy” of social support implies that the fumetof social convoys may take on a negative
meaning, although the main function is a protectime. Second, when examining the structural
and functional properties of social convoys, resleanrs should consider them both as stable

properties at present and as changing properties.
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Figure 3.1. Determinants and effects of social cysv

The Pattern-Centered Approach
Rather than examining a single variable (e.g. feeqy of contact) at a time, the convoy
model allows for a pattern-centered approach wtakks into account the complex nature of

social relationships (Antonucci et al., 2010). Spekterns are “sets of social relations variables
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(e.g. network size, density, social support) thdien considered together, distinguish among
major groups in a population” (Antonucci et al.120p.443). Social convoy patterns can be
identified in a variety of ways. For example, istady involving youths transitioning from
middle childhood to adolescence, Levitt and collessy(2005) identified three distinct types of
social convoys by looking at which combination oheoy members (e.g. close family, extended
family, or peers) were providing the largest amarfrdocial support. Studies with older adults
found various types of social convoys includingsththat are family-focused, friend-focused,
diverse (large networks and frequent contact witth blamily and friends), and restricted (small
networks and infrequent contact with others) (Fidntonucci, & Cortina, 2006; Fiori, Smith, &
Antonucci, 2007).

Taking the life course perspective, Kahn and Anten(1980) posit that the structure
and function of an individual's social convoy charahronologically and developmentally.
Therefore, while within-group variations exist,fdifent age groups have distinctive social
convoys (Levitt, Guacci-Franco, et al., 1993; LewYeber, et al., 1993). There is a need to
develop a typology to identify convoy patterns tfaailitate positive development for children in
specific populations and contexts (Levitt, 2005).date, research using the convoy model has
included children of different ages and cultures, las not given attention to foster children in
residential treatment. This study, therefore, ubedpattern-centered approach of the convoy
model to study the social relationships of fosteldren in residential treatment centers.
Specifically, this study aimed to present strudtarad functional properties of children’s social
convoys, their change over time, and patternsdiséinguish children who show fewer

behavioral problems over time from those who do not
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Research Questions
Feld, Suitor, and Hoegh (2007) suggested a frameforstudying how egocentric
social networks change over time (Table 3.1). Thramework included two levels of analysis
(network/convoy level and tie/member level) and tywes of change (the existence of ties and
the nature of ties). This study applied the framdgwo answer the following research questions:
1. How do structural and functional properties of &wsthildren’s social convoys change
during the first three months of residential treat?
2. How do relationships between social convoy memaedsfoster children change during
the first three months of residential treatment?
3. Are there distinct types of social convoys amorgidochildren in residential treatment
centers?
4. How do foster children’s social convoys relatelteit behavioral problems during the

first three months of residential treatment?

Table 3.1.

Framework for studying changes in social convoys

Level of analysis Structural change Functional gean
Social support Negative interactions
Convoy level ¢ Change in network size e Change in amount of e Change in amount of
(Study participant’'s e Change in composition ~ social support negative interactions
social convoy) e Change in density
¢ Change in average tie

strength
Member level e Which members come e Which members start / ¢ Which members start /
(Individuals in the and go continue / stop continue / stop
social convoy) e Change in tie strength providing social engaging in negative

(Which members become support to the interactions with the

closer to the individual) individual individual
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Chapter 4: Methods

Research Design

This prospective longitudinal survey study exarditiee social convoys and behavioral
problems of foster children in residential treattnemters. Survey methods included structured
interviews with children using a visual relationstmapping instrument and self-administered
guestionnaires for child care staff at the resi@étteatment centers.
Sites

Two residential treatment centers in Los Angelear@ly in California participated in this
study. Initially, the researcher identified fivesigential treatment centers operating in Los
Angeles County with comparable size and servicesitih internet directory search and
contacted them by phone and email. Two of the esidl treatment centers requested a research
proposal describing the purpose of the study, nisthand implications for residential treatment
practice. After reviewing the proposal, the twadestial treatment centers agreed to provide the
researcher with access to their clients.

Los Angeles County is divided into eight geographregions called Service Planning
Areas (SPA) for the purposes of public health pilagand implementation. Both residential
treatment centers that participated in this styasrate in the same Service Planning Area,
within several miles from each other. As mentiobetbre, group care facilities in California
each have a Rate Classification Level (RCL) ran@iom 1 to 14, indicating the intensity of
services provided with 1 being the lowest and Bihtighest. In this study, both participating
facilities are level 12 facilities. Each facility part of a non-profit organization that provides a
comprehensive array of services to children andlisnincluding foster care and adoption,

non-publicschool for special education, and community-bakedapeutic services.
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The first residential treatment center (Site Avssrup to 80 boys and girls between the
ages of 6 and 14. The children reside in 8 cottagénsn the grounds of the facility, separated
into groups by age and gender. Site B has 5 catagehe grounds and serves up to 50 boys and
girls aged 7 to 18 with similar groupings by aged gender. At both residential treatment centers,
one assigned clinician and a cottage supervisarsgllmanage each cottage, with multiple child
care workers working in shifts.

In 2007, California Assembly Bill 1453 authorizadlemonstration project called
Residentially Based Services (RBS) to transforndeggial treatment centers. The main features
of the RBS are intensive therapeutic services shibrtened length of stay, parallel community
services, intensive family finding and involvemeantd post-residential follow-up services (Hay
& Franz, 2013). Four counties including Los Angelesinty participated, and the two
residential treatment centers in this study bottigpated in the demonstration project. Each
site converted two 10-bed cottages to use for B8 Rrogram, and services began in December
2010. At Site A, both RBS cottages were for boysilevSite B had one for boys and one for
girls. Foster children could enter the RBS progmatiner from within the residential treatment
center (i.e. transfer from a non-RBS cottage) omfia different foster care placement. Thus,
some study participants transferred to an RBS gettiuring the study period.

Recruiting Procedure

The Institutional Review Board (IRB) at the Univigyf California, Los Angeles
approved the study protocol. The inclusion critéoiathe youth sample were: (a) newly
admitted into one of the participating residentiahtment centers within the past month, (b) has
an open juvenile dependency case in Los Angelesit@pand (c) 9 to 13 years of age at the time

of admission. The researcher chose this age rangggpture the role of social convoys during the
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transition from middle childhood to adolescence.i#ereased risk for behavioral problems
exists during this period (Steinberg, 2004; WanBi&hion, 2011). Further supporting this
assertion, Levitt and colleagues (2005) also stugaeial convoys of children in this age range:
“Variations in support patterns are likely to b@@&gally meaningful for adjustment during this
unsettling time” (p.400).

Since the eligible children were wards of the cgutite researcher obtained permission
from the county child welfare departmemtd the juvenile dependency court to include them i
this study. In addition, the researcher obtainecer to eliminate the parental informed
consent process, because the participating reg@atleeatment centers do not routinely have
access to the parents of their clients. In somes;dke parents are missing, incarcerated, or may
lack the competence to provide informed consent (exder the influence of drugs). Many
children have histories of child abuse and nedigdheir parents. Without the waiver of parental
informed consent, this study would have likely eshdp with a biased group of children whose
parents are actively involved in the treatment pssc Appropriate child assent procedure was in
place according to the IRB standards.

From the two participating residential treatmenttees, the researcher recruited newly
admitted foster children for thirteen months froep&mber 2012 to September 2013. Whenever
a child fitting the study criteria entered onelud residential treatment centers, a designateld staf
member notified the researcher by phone or emaikagh site, the designated staff member held
a managerial position overlooking the residentihtment services. Following the juvenile
dependency court order, the researcher sent @&wntitification to the child’s attorney that the
potential participant will be contacted. Next, theearcher set up an appointment to meet with

the child individually for recruitment. The firstemating occurred within one month of the child’'s
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admission. One attorney asked that her client m®ved from this study, as the client was
experiencing a difficult transition and would n@t &ble to make an informed decision. Three
attorneys contacted the researcher to ask for mtmamation about the study but allowed the
researcher to continue working with their clients.

After obtaining child assent, the researcher m#t thie child’s primary child care
worker to ask him/her to participate in this stu@iige managing staff who helped with child
participant recruitment identified the most apprater child care worker for each child. The
selection criterion was that the child care wogends the most amount of time with the child
daily. In all, 13 child care workers (6 from Siteafdd 7 from Site B) participated in the study.
Sample

The study sample included 38 foster children. Trarte foster children from Site A and
seven foster children from Site B participated.nxi®ite A, the researcher could not consent 6
eligible children. Two boys refused to participaige girl was discharged within one week of
admission, one girl did not speak any English, avaboys were not present each time the
researcher attempted to contact them. One of the fam away from the residential treatment
center on each of the three days that the researidited. The other boy, who entered treatment
during the summer break, was on an outing on eatttedhree days that the researcher
attempted to meet with him.

Table 4.1 shows the study sample characteristlos.sample included more boys (58%)
than girls (42%), similar to the percentages of(B9%) and girls (41%) who entered group
homes in Los Angeles County during the study period (@&ket al., 2014). Forty-seven

percent of the participants were African America4% Latino/a, 13% Caucasian, and about 5%

®“Group homes” in California include facilities afy size providing 24-hour care, supervision, aTises for
children and adolescents (California Departmergadial Services, 2007). Residential treatment cemtescribed
in this research are a subset of group homes. @atasidential treatment centers only were unabigla
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were of other or mixed ethnicity. Compared to tlos IAngeles County group home data
(Needell et al., 2014), Latino/a youths are ungeasented by about 9 percent. The mean age at
intake was 11.97 years (SD = 1.17). Twelve andaéir year-olds made up 74% of the sample,
which was probably due, in part, to a child welfdepartment policy change that minimized
placing children younger than 12 years of age augrcare. This policy change occurred just
before data collection began. The majority (76%hefparticipants were if'6 7", and &'

grades and 68% attended regular public schoolsrSearticipants attended public special
education or alternative schools, while five papants went to non-public schools on site.

On average, the participants had more than 4 piswat-of-hnome placements (mean =
4.81, SD = 3.54, range 0~13) and spent more thaarksyn out-of-home care (mean = 4.62, SD
= 3.83, range 0~13 years). Most participants haemsmpced neglect (84%) or physical abuse
(74%) at some point before residential treatmeligh8y less than half (45%) of the participants
had experienced emotional abuse, while seven paatits (18%) had experienced sexual abuse.
More than 75% of the participants had a historgnofe than one type of child maltreatment.
The most frequently co-occurring child maltreatmigpes were physical abuse and neglect (10
participants) and physical abuse, emotional albarsg neglect (9 participants).

Of the 38 patrticipants, 11 participants (9 fromeSitand 2 from Site B) transferred to a
Residentially Based Services (RBS) cottage withengame facility between the initial interview
and the follow-up. All except one from Site B wenale. One participant from each site
transferred to a different cottage (Non-RBS to NRBIS) due to developmental needs. Three
participants from Site A were discharged withirelhmonths of admission before the follow-up

interview. The majority of participants (79%) haglyphotropic medication at some point during
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the study period. This percentage is similar toA8% medication use reported in an
independent study at multiple sites across thetepBaker, Archer, & Curtis, 2007).

No statistically significant differences existedvween the two facilities in terms of the
participants’ gender, ethnicity, age, number ofrgea out-of-home care, child maltreatment
history, transfer to RBS, and use of psychotropadication. However, participants in Site A
had fewer previous out-of-home placements comp@argdrticipants in Site B (4.07 versus 8.00

placements, z = -2.617, p < .01).

Table 4.1.

Sample characteristics (N = 38)

Demographic variables Child welfare variables
Mean (SD) Mean (SD)
Age 11.97 (1.17) Number of previous placements 4.81 (3.54)
Number of years in out-of-home care 4.62 (3.83)
Frequency (%) Frequency (%)
Gender Child maltreatment experienced
Boys 22 (58%) Physical abuse 28 (74%)
Girls 16 (42%) Emotional abuse 17 (45%)
Ethnicity Sexual abuse 7 (18%)
African American 18 (47%) Neglect 32 (84%)
Latino/a 13 (34%) Number of child maltreatment types
Caucasian 5 (13%) None 2 (5%)
Other/mixed 2 (5%) Experienced 1 type only 7 (18%)
Grade Experienced 2 types 13 (34%)
3 grade 3 (8%) Experienced 3 types 13 (34%)
5" grade 2 (5%) Experienced 4 types 3 (8%)
6" grade 9 (24%)
7" grade 11 (29%)
8" grade 9 (24%)
9" grade 4 (11%)

Type of school Residential treatment variables

Public elementary 3 (8%) Frequency (%)

Public middle school 20 (53%) Took any psychotropic medication

Public high school 3 (8%) during study period 30 (79%)
Public special education 7 (18%) Transferred to residentially based

Non-public school 5 (13%) services (RBS) program 11 (29%)
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Measures

Children’s Convoy Mapping Procedure.The Children’s Convoy Mapping Procedure
(Levitt, Guacci-Franco, et al., 1993) provided aaswee of the children’s social relationships. It
is a visual instrument adapted from the adult cgnmeasure (Antonucci, 1986) and takes about
40 minutes to administer. The researcher placegtalar sticker with the word “Me” in the
center of a blank convoy diagram picturing threecamtric circles. With prompting, the child
placed in the innermost circle of the convoy diagtpeople who are the most close and
important to you — people you love the most and elve you the most" to indicate their
primary relationships. For each identified persosticker on the diagram had their initials,
nicknames, or relationships (e.g. Uncle J.). Thedhei circle included the secondary
relationships, "who are not quite as close but asgostill important — people you really love or
like, but not quite as much as the people in tte Gircle." The outer circle included the tertiary
relationships, "who are not as close as the otbhetsyho are still important — people you still
really love or like, but not quite as much as tkegde in the middle circle." After the child
identified all relationships, he/she indicatedniaf the people in the convoy diagram know one
another. If so, a line linked their respectivelstrs. In the cases where there were many
connections within a convoy that made it complidatee researcher wrote down notes such as
“A knows all family members except B.”

Next, the child identified persons in the diagrahmovprovide each of six social support
functions. These social support functions tap theains of affective support, affirmation
support, and tangible aid described in the convogeh Affective support and affirmation
support represent emotional support in other liteea Questions addressing these social support

functions were (Levitt, Guacci-Franco, et al., 1993
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1. Are there people who like to be with you and do things with you? (affective support)

2. Are there people who make you feel special or gamulit yourself? (affective support)

3. Are there people you talk to about things thatraed#ly important to you? (affirmation
support)

4. Are there people who make you feel better when sloimge bothers you or you are not
sure about something? (affirmation support)

5. Are there people who would take care of you if ymre sick? (tangible aid)

6. Are there people who help you with homework or otherk that you do for school?

(tangible aid)

In addition to the original procedure, the resear@sked the child to identify persons in
the diagram who provide negative interaction fumtdisuch as conflict and criticism. The
following questions are from Negative Interactieadscale of Furman and Buhrmester’s (2009)
Network of Relationships Inventory — Behavioral 8yss Version (NRI-BSV). While NRI-BSV
asks guestions regarding a specific individual.(eogv much do you and this person get upset
with or mad at each other?), in this study, modifigiestions followed the format of the Convoy
Mapping Procedure. The researcher used two iteingfdiue six original items that represent
conflict and criticism to simplify the procedurer fchildren in this study.

1. Are there people who you get upset with or machahether? (conflict)
2. Are there people who say mean or harsh things t@ yoriticism)

The researcher wrote down the initials of the peapkthe convoy diagram and the social

support and negative interaction functions theyio® if any, on a separate form (Appendix B).

The researcher also asked the child about theaestip role (grandmother, friend, etc.) of each
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person in the convoy diagram and recorded the mdbke form. Lastly, the researcher recorded
whether or not each person resides in the sanserasl treatment facility (peers or staff).

The test-retest reliability of the Children’s Cogvdapping Procedure is .90 for the total
number of individuals in the convoy, and the messt-tetest reliability for the number of people
in each of the three relationship levels is .75v{tteGuacci-Franco, et al., 1993). This mean is
higher at .81 if the tertiary level (.38) is elimbted because, according to the convoy model, the
relationships in the tertiary level tend to fludeiaver time (Levitt, Guacci-Franco, et al., 1993).

Youth Outcome Questionnaire 30The Youth Outcome Questionnaire 30 (Y-OQ-30;
Burlingame, Jasper, et al., 2001) provided a measuchildren’s behavior. The Y-OQ-30
measures treatment progress of 4 tol17 year-olésvirg behavioral health services. Parents or
caregivers complete 30 items on a 5-point Likealestn about 5 minutes. It asks the respondent
to decide how true each statement is for the achilihg the past seven days. The response
categories are “never or almost never true = @rély true = 1,” “sometimes true = 2,”
“frequently true = 3,” and “almost always or alwayse = 4.” Total scores range from 0 to 120,
with higher total scores indicating more behavigmralblems. The staff members at both
residential treatment centers were familiar witls format as both centers have used the longer
version of this scale before.

The Y-OQ-30 covers areas of somatic symptoms, kisalkation, conduct problems,
aggression, hyperactivity/distractibility, and deggion/anxiety (Burlingame et al., 2004,
Burlingame, Jasper, et al., 2001). The differeretevben conduct problems and aggression is
that conduct problems mainly address breaking bndes while aggression is more about
physical violence (Burlingame et al., 2004). Somaneples of items are as follows:

1. Complains of stomach pain or feeling sick more tbtlrers of the same age (Somatic)
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2. Doesn’t have or keep friends (Social isolation)

3. Deliberately breaks rules, laws, or expectatioran(lict problems)
4. Physically fights with adults (Aggression)

5. Has a hard time concentrating, thinking clearlyattending to tasks

(Hyperactivity/distractibility)

6. Appears sad or unhappy (Depression/anxiety)

Somatic symptoms, social isolation, and depresaiiéty items capture internalizing
behaviors, while the other three areas measurenatigng behaviors. These domains are highly
correlated with comparable subscales of the Chdlda®ior Checklist (CBCL; Achenbach, 1991),
a widely used diagnostic measure of child beha@Barlingame, Mosier, et al., 2001). The
researcher chose YO-Q-30 over CBCL because itagesh(30 items vs. 113 items) and is easier
to administer to residential treatment staff withltiple children in care. In addition, the Youth
Outcome Questionnaire is more sensitive to shom-teehavioral change in clinical settings than
CBCL when filled out by the caregiver (McClendoraét 2011).

The internal consistency reliability of this measassessed by Cronbach’s alpha was .92
for a large sample of youth receiving behavioralltieservices (Dunn, Burlingame, Walbridge,
Smith, & Crum, 2005). Test-retest reliability focammunity sample was .80 while inter-rater
reliability between two parents was .71 (Dunn gt2005). Lastly, this measure can correctly
differentiate clinical and non-clinical youth 84rpent of time, indicating good known-groups
criterion validity (Dunn et al., 2005).

The Y-OQ-30 has an established cutoff score t@hfitiate clinical levels and normal
levels of behavioral problems. The cut-off scoreth® Y-OQ-30 caregiver version is 29 based

on large and diverse normative samples includipgtient, outpatient, and community youths
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(Burlingame et al., 2004). Scores at or above 8&ate clinical levels of behavioral problems.
The reliable change index (RCI), devised by Jacolsml Truax (1991), also measures clinical
progress by determining whether the change in ougcecore between two time points is
clinically significant, while controlling for measement error in repeated tests (Burlingame et al.,
2004; Jacobson & Truax, 1991). The RCI value ferYROQ-30 is 10, meaning that score
changes of 10 points or more indicate clinicaliyngicant change beyond measurement error.

Administrative data. This study used existing administrative data frbmn participating
residential treatment centers to supplement thialsa@dationship and behavioral problem
measures. Using existing records has the advantddpesng efficient and less intrusive to
participants (Mirabito, 2001). The designated stdib helped with recruiting participants
provided past data at the time of the baselinevige/s and treatment data after the completion
of all follow-up interviews.

Out-of-home care and child maltreatment history. The researcher obtained child
participants’ number of previous out-of-home cdeecements and the total number of years in
out-of-home care as indicators of severity of bétraV health needs, which should be controlled
for in studying the outcome of behavioral problgiair, 2005; Landsman et al., 2001). In
addition, the residential treatment centers pravigéormation on the types of child
maltreatment that the participants experiencedrbefdake. The specific types included
physical abuse, emotional abuse, sexual abuseyegidct. Child maltreatment history is
important for this study because each of the dfietypes as well as the co-occurrence of
multiple types of child maltreatment may differgrdiffect both social relationships and
behavioral problems (Kim & Cicchetti, 2010). To et out-of-home care and child

maltreatment history, the designated staff at easiential treatment center used case notes at
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intake. Many of the participants had complex trigges involving several foster care
placements over a long period of time. Therefooaes missing values exist and the final data
may not be completely accurate. Using case nopesalfy has validity and reliability issues
(Lalayants, Epstein, & Adamy, 2011). However, sames other types of data, such as child
self-report, are either unavailable or inconsistant researchers have relied on case notes to
collect information about foster children’s pasak®r & Purcell, 2005; Osborn, Delfabbro, &
Barber, 2008).

Family composition and visitation records. Since the Children’s Convoy Mapping
Procedure relies on self-report of the perceptioone’s own social relationships, the researcher
obtained administrative data on the participanttial family composition. The residential
treatment centers provided information on the tygfggarental figures that each participant had
in the past and the number of siblings. Parengairéis included any adult kin who provided a
home for the participant, such as biological paestepparents, adoptive parents, and relatives.
In addition, the researcher obtained the parti¢dgiassitation records during the second and
third months of treatment. The researcher did mdtide the first month of treatment because of
incomplete data. During the first month, the resta# treatment center reports an initial 30-day
assessment for which visitation records are notdatmy. In some cases, children do not have
immediate visitation approval by the court. Afteetinitial assessment, the residential treatment
center keeps visitation records in quarterly repdrhe residential treatment centers provided the
visitors’ initials, relationship roles (e.g. mothesind their visit dates. The purpose was to link
these data and the participants’ social convoy tbatimd out if there is any association between

the participants’ perception of social relationshgmd actual contact.
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Use of psychotropic medication. The participating residential treatment centecvioled
information on whether or not each participant taoly psychotropic medication during the
study period. Such medication use during the fest months of residential treatment may
indicate the level of behavioral health needs atitne (Baker, Archer, et al., 2007). Therefore,
the researcher collected this information to supgelet the behavioral problem measure which
relies on the perception of the child care staff.

Data Collection Procedure

The researcher individually met with each childhivi one month of his/her admission
(baseline) to complete the Children’s Convoy Map@mocedure (mean = 15.05 days, SD =
7.10). At both sites, interviews were conductegnmate in a therapy room, a meeting room, an
office, or the patio when no one was nearby. Inescases the staff asked that the door be not
completely shut for the researcher’s safety. Tlsgument required the researcher to read aloud
each item and guide the child through the multgikgp process. The interviews took 15 minutes
to one hour depending on how many people the alhddtified as close and important. The
researcher administered the same procedure agastthfour months (follow-up) after the
baseline interview. The average time between tlsellvee interview and the follow-up interview
was approximately 3.5 months (mean = 104.91 ddys; 8.42).

At baseline and at follow-up for each child papamt, the researcher delivered the Youth
Outcome Questionnaire 30 (YO-Q-30) to the chilceamorker who is primarily responsible for
his/her care at the residential treatment centéragmeed to participate. Most child care workers
had to fill out the questionnaire for more than chiéd (range 1 ~ 12), at different time points,
depending on the admission rate and timing. Eaelsteqpnnaire took about 5 to 10 minutes to

complete. In some cases, the child care workerdattieeresearcher to wait while he/she
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completed the questionnaire. In other cases, g@areher gave an envelope to the child care
staff so he/she could submit the completed questioa to the managerial staff who helped with
recruiting. The researcher returned to the residetneatment center in at least a week to collect
the completed forms. In some cases, it took mae tnme week for the child care staff to
complete and return the questionnaires. The mearbauof days between the baseline child
interview and the baseline YO-Q-30 was 5.03 (SD64pband the mean number of days between
the follow-up child interview and the correspondivi@-Q-30 was 4.26 (SD = 4.72).

Analysis

This study used various statistical and social ndtvanalytical methods. For statistical
analysis, the researcher entered data in Stat&tagCorp, 2013b). For social network analysis,
the researcher formatted and imported data in E(Bl@tyatti, 2006) to compute network
statistics and in Netdraw (Borgatti, 2002) for \@kgation. The data were multilevel in nature —
social convoy members nested within children (damavoys), who are nested within facilities.
In addition, data collection occurred at two tinrs, so there were observations nested within
convoy members and observations nested withinm@mldSome descriptive analyses involved
examining data only at the member level or at threvoy level. In other cases, analyses involved
both levels.

Variables.

Network size and composition. Network size is the total number of people in thidts
social convoy. This is a convoy-level continuousatale with no upper limit. Network
composition refers to the manner in which diffenexiationship roles combine to make up a
social convoy. Various relationship roles appeatefirst in the child participants’ words, but

then the researcher categorized them into pargbts)gs, extended family, non-family adults,
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and peers. Analysis of the network compositionudeld examining the proportion of kin
(parents, siblings, and extended family) and nan¢kbn-family adults and peers) members, the
proportion of peers, and the proportion of males f@males within the social convoy. In
addition, analysis examined social convoys thduohed members from within the facility
(residential staff and peers). Lastly, member tuenaneasured by the percentage of baseline
members who were no longer members at follow-uatdd the level of structural stability of
the social convoy.

Tie strength. The interview procedure asks the child to name jga@po are close to
him/her in varying levels. Thus, tie strength reyer@s the emotional closeness between the child
and his/her social convoy member. In this studgividuals in the primary level (i.e. inner circle)
received a tie strength score of 3, and individuathe secondary (middle circle) and tertiary
(outer circle) levels received tie strength scafe3 and 1, respectively. Adding all of the tie
strength scores and then dividing the sum by tted tmmber of people in the social convoy
produced the child’s average tie strength at tmeop level. For example, if a child identified
one person in the inner circle, three people imtiidle circle, and five people in the outer circle
his average tie strength would be [(1 person xiBtpp+ (3 people x 2 points) + (5 people x 1
point)] + 9 people = 1.56. Tie strength was incldide both member level (individual score) and
convoy level (average) analyses.

Network diversity. Network diversity, a convoy level variable, indiesathe amount of
variation within a social convoy regarding specifariables (Agresti & Agresti, 1978). This
study used Agresti’s index of qualitative variati®@QV) to calculate network diversity with
respect to relationship roles and gender of theakoonvoy members. The formula for the 1QV

is:
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IQV = [KI(k-DI[1- 3 p’l

where k = number of categories in the variablentdrestj = 1, ...... , K;pi = the proportion of
observations in theh category of the variable of interest.

An IQV value of zero indicates a homogeneous saaal/oy, while an IQV value of one
indicates equal proportions of all available catesgoof the variable (K. Lewis, Kaufman,
Gonzalez, Wimmer, & Christakis, 2008; Valente, 20Hbr example, if a social convoy has 50%
men and 50% women, the network diversity is [2/|P{1-(.25+.25)] = 1. On the other hand, if
a social convoy has 10% men and 90% women, theonlewersity is [2/(2-1)]*[1-(.01+.81)]
= .36. With regard to relationship roles, the netndiversity measured by IQV indicates the
degree to which the social convoy contains equabgntions of various relationship roles
(parents, siblings, extended family, non-family léslLand peers) present.

Network density. Network density, another convoy level variable jcates the
proportion of the number of ties out of all possibes. In this study, the ties between the child
and his/her social convoy members are excluded fhenequation. Rather, the density includes
the members only, specifically what proportiontwé tnembers knows one another. Density is a
count of the number of ties (humber of lines ondbevoy diagram completed by the child)
divided by the number of all possible ties. Forrap&e, if a child has 5 members in his/her social
convoy, the number of all possible ties is 10. Wathr acquaintances, the density score is .4
(Figure 4.1).

Social support and interpersonal stress variables. The functional properties of children’s
social convoys included social support and negatiteractions received from the social convoy
members. Each social convoy member received alsupaort score ranging from O (providing

none) to 6 (providing all six social support functs) and a negative interactions score ranging
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from O (no negative interaction) to 2 (both typés@gative interactions). Member level analyses
used these scores. For convoy level analyses, ¢la@ social support and mean negative
interaction scores derived from dividing the sunalbtonvoy members’ individual scores by the
network size. Other calculations included the ms&amal support and mean negative interaction
scores by each relationship category (parentsngikextended family, non-family adults, and
peers). For example, adding all of the child’s p&esocial support scores and then dividing it
by the number of parents included in the child’evay resulted in the mean social support from

parents.

All possible ties are linked Some members know one another
(Density = 1) (Density = .4)
O Social convoy member —— Tie (Acquaintance)

Figure 4.1. lllustration of network density

Convoy-level description.For descriptive analyses at the social convoyl]dkie
researcher used nonparametric methods due to samafile size and unknown distribution of the
variables in the population. For instance, to cample means of two independent groups, the

researcher used Wilcoxon Mann-Whitney test instdaddependent samples t-test.
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Member-level description. The description of social convoy members involved
multilevel analyses. The researcher mainly usetaSte commands for analyzing panel data,
andmecommands for multilevel mixed effects models (8Tairp, 2013a). For two-level
analyses involving social convoys and their memblrarsdom intercept models allowed for
correlations among members of the same social gotkros minimizing inaccurate estimation
of standard errors and p-values (Rabe-Hesketh &rslal, 2012). For three-level analyses
(social convoys, members, and time points), mwkilenixed effects models controlled for
correlations between observations of the same meavee time as well as between members of
the same social convoy. Random and mixed effectsetlaancluded linear regression, logistic
regression, and ordered logistic regression anglgseording to the measurement level of the
outcome variables.

Social convoy typesA series of cluster analyses allowed exploratibsogial convoy
types based on their structural and functional eriigs. The researcher followed the steps used
in previous social network literature (Fiori et &007). First, since the social convoy variables
were on different scales, the researcher standatdie variables prior to conducting cluster
analysis. Next, hierarchical cluster analysis ushayd’s method (Ward, 1963) helped determine
the appropriate number of clusters for the sanmpléhis type of cluster analysis, each case (i.e.
social convoy) is a cluster by itself in the begngn Then the procedure repeatedly joins two
clusters in a way that minimizes the within-clustariance until only one cluster remains. One
issue with hierarchical cluster analysis concems merged clusters in earlier steps remain
together until the end, so a poor joining in theyestage of the analysis can produce suboptimal
cluster solutions (Aldenderfer & Blashfield, 198%&endorpf, Borkenau, Ostendorf, & van Aken,

2001). For this reason, researchers have useddheral cluster analysis to only determine the
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appropriate number of clusters and then use K-melasger analysis to identify the distinct
groupings (Levitt et al., 2005). The K-means clustealysis method first randomly selects a pre-
specified number of cases (i.e. social convoyshiial clusters. Then it adds cases to the cluster
that has the most similar characteristics (sintjfds determined by the mean of selected
variables of interest). After adding cases, thepdore computes new cluster means and then
moves some cases so that the difference betwebrcase and its cluster mean is minimum. The
last two steps repeat until no cases move fronctuster to another (Aldenderfer & Blashfield,
1984).

A clear guideline regarding the minimum sample $wecluster analysis is lacking.
However, some recommend using the formula fronntatiass analysis:2where k is the
number of clustering variables (Mooi & Sarstedt]l 2D In this study, the researcher selected
five social convoy variables (network size, averagetrength, network density, average social
support, and the proportion of social support fesch relationship category) as clustering
variables. Thus, the sample size of 38 met thermimi requirement for cluster analysis €
32). However, such sample size determination doegumarantee the quality of clustering
outcome because cluster analysis always producesit regardless of the sample size and
number of variables (Mooi & Sarstedt, 2011). Du¢h® small sample size, this study used
cluster analysis only as a guideline to exploretwyyaes of social convoys existed in the current

sample of foster children in residential treatneariters.
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Chapter 5: Social Convoys
Research Question 1. How do structural and funetigaroperties of foster children’s social
convoys change during the first three months atleggtial treatment?
Structural Properties of Social Convoys

The structural properties of social convoys examiim this study include network size,
composition, average tie strength, diversity, aedsity. Table 5.1 presents the descriptive
statistics of these properties at baseline andllatf-up with nonparametric statistical test
results for paired comparisons between the two pmaets. Statistical analysis also included
cross-sectional correlations with various sampkratteristics (e.g. demographics, out-of-home
care history) at each time point.

Network size.

Network size of the entire social convoy. At baseline, the mean network size for all
participants (N = 38) was 13.58 (SD=7.84, range 3¥3able 5.1). A statistically significant
gender difference existed in network size at baselVilcoxon Mann-Whitney test, z = 2.148, p
< .05. The mean network size for girls was 17.38 £3€.51) while the mean network size for
boys was 10.82 (SD = 4.98).

At follow-up, 35 participants remained in the studifaree participants discharged from
the residential treatment center within three memthentering treatment. Of the remaining 35
participants, one participant nominated nobodyisnsbicial convoy. Analyses excluded this
participant, because it was impossible to comphaesalue of some variables (e.g. network
density is impossible to compute if network siz® 3 1). The mean network size for the 34

participants at follow-up (mean = 12.29, SD = 97Ahge 1 ~ 42) was not significantly different
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from the mean network size at baseline. The gedifference in network size no longer existed

at follow-up.

Table 5.1.

Social convoy structure at baseline and at follgav-u

Baseline (N = 38)

Follow-up (N = 34)

Structural properties Mean (SD) Median Range Mean (SD) Median Range
Size
Social convoy 13.58 (7.84) 11.00 3~3€ 12.29(9.71) 10.00 1~42
Inner circle? 5.58 (3.48) 5.00 1~1¢ 5.21 (3.55) 4.00 1~16
Middle circle” 5.00 (4.49) 4.00 0~2% 4.24 (5.21) 3.00 0~25
Outer circle’ 3.00 (3.62) 2.00 0~17 2.85 (4.05) 1.50 0~18
Composition
Number of
Parents 1.76 (0.94) 2.00 0~14 1.62 (0.85) 2.00 0~4
Siblings 2.39 (1.98) 2.00 0~1C 2.68 (2.23) 2.50 0~11
Extended family 4.63 (3.99) 3.00 0~ 1t 3.65 (4.19) 2.00 0~19
Non-family adults  1.53 (2.26) 0.00 0~¢ 1.62 (4.05) 0.00 0~19
Peers 3.24 (4.41) 2.00 0~ 1¢ 2.74 (4.15) 1.00 0~18
Proportion of kin .68 (.26) .69 .18 ~1.00 .73 (.26) .79 0~1.00
Proportion of peers .22 (.23) A7 0~ .82 .17 (.20) .10 0~ .64
Proportion of females .55 (.15) 55 .25~ .8¢t 57 (.17) 55 .33~1.00
Tie strength 2.27 (0.36) 256 1.61~3.00 2.33(0.42) 2.38 1.67~3.00
Diversity
Diversity of roles .85 (.18) 91 0~1.0C .84 (.21) .89 0~1.00
Diversity of gender .90 (.12) 96 .49 ~1.00 .87 (.24) .97 0~1.00
Density .67 (.27) .66 .14 ~1.00 .73 (.25) .76 .33~1.00

Note. Statistical comparison is Wilcoxon signed rank gaest between baseline and follow-up.
2 people who are “the most close and importantadigipant.” People who are “not quite as close but who alle sti

important” to participant People who are “not as close as the others, batasé still important” to participant.

*p<.05

Network size of each concentric circle. At baseline, more than five members were in the
inner circle (mean = 5.58, SD = 3.48, range 1~1®]d&.1). The mean number of middle circle
members was 5 (SD = 4.49, range 0~23), and the foe#me outer circle was 3 (SD=3.62,

range 0~17). Boys and girls differed in the numldenembers in the middle circle only. Girls
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included close to seven people in the middle cificlean = 6.94, SD = 5.69) while boys
included about three people in the middle circlegm= 3.59, SD = 2.74), Wilcoxon Mann-
Whitney test, z = 2.045, p < .05.

The mean number of members in each circle at felipvdid not significantly differ from
the baseline means. At follow-up, slightly morerttiasocial convoy members were in the inner
circle (mean =5.21, SD = 3.55, range 1 ~ 16) ardriean number of middle circle members
was 4.24 (SD =5.21, range 1 ~ 25). Less than 3 rasmere in the outer circle (mean = 2.85,
SD =4.05, range 0 ~ 18).

Network composition.

Relationship categories. The mean number of each relationship categoryarstitial
convoy did not change significantly from baselioddllow-up (Table 5.1). At both baseline and
follow-up, extended family members were in a claldonvoy most frequently, followed by
peers and siblings. The majority of participantd htileast one parent in their social convoy at
both baseline (92%) and follow-up (91%). Eighty-gercent at baseline and 82% at follow-up
included at least one sibling in their social conv®imilarly, most participants included at least
one extended family member at baseline (92%) altalffeup (85%).

Less than half (45% at baseline and 38% at foll@yai the participants included non-
family adults in their social convoy. For thesetgpants, non-family adults made up 20% of
the social convoy at baseline and 24% at followéyer half of the participants had at least one
peer in their social convoy at both baseline (6@%g follow-up (62%). Peers made up 34%
(baseline) and 28% (follow-up) of the social convoy these participants.

Proportion of kin. The next set of analyses examined the proportikimoincluding

parents, siblings, and extended family, at thead@anvoy level. The mean proportion of kin for
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the study participants at baseline was 0.68 (S[26,0ange 0.18~1.00). Boys included more kin
in their social convoys than did girls (78% ver548o) at baseline, Wilcoxon Mann-Whitney
test, z = -2.963, p < .01. At follow-up, the propan of kin increased to .73 (SD = .26, range 0 ~
1). This increase was statistically significant|&kon signed rank sum test, z =-2.117, p < .05
(Table 5.1). Further analysis revealed that ontig'gproportion of kin increased significantly
(from 54% to 67%), z = -2.354, p < .05. Moreovég proportion of kin significantly increased
over time for participants aged 12 or older (frod9a/to 80%, z = -2.920, p < .01) but not for
younger participants. Lastly, change in the praparof kin related to the number of child
maltreatment types (physical abuse, emotional aleses@ial abuse, and neglect) experienced by
the participant. For participants who experienass lthan 3 child maltreatment types, the
proportion of kin in their social convoys increasgghificantly from 68% to 75%, z = -2.218, p

< .05. However, the proportion of kin did not chargignificantly over time for participants who
experienced 3 or 4 child maltreatment types.

Proportion of peers. Peers in the social convoys included any non-kim-agdult member
that the participants described as friend, boytétigmlfriend, or foster sibling. The mean
proportion of peers within the social convoy desszhfrom .22 (SD = .23, range 0 ~ .82) at
baseline to .17 (SD = .20, range 0 ~ .64) at foligeyWilcoxon signed rank sum test, z = 2.107,
p <.05 (Table 5.1). Further examination of thifedence revealed that while boys’ proportion
of peers remained almost the same (13% at baswlithd 5% at follow-up), girls’ proportion of
peers decreased from 36% at baseline to 21% atfalp, z = 2.731, p <.01. In fact, girls
reported significantly more peers in their soc@hwoy at baseline compared to boys (mean 5.88
versus 1.32), Wilcoxon Mann-Whitney test, z = 3,.56% .01. Gender difference in the number

or peers no longer existed at follow-up as girld bays nominated about 3 and 2 peers each.
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The proportion of peers significantly decreased owee for participants with less than 3 child
maltreatment types only (from 23% to 15%), Wilcoxagned rank sum test, z = 2.317, p < .05.

Gender composition. At both baseline and follow-up, slightly more thzadf (55%) of all
social convoy members were female. At baselinegnehad a social convoy entirely composed
of one gender, and the mean proportion of femaléisa social convoy was .55 (SD = .15,
range .25~.86). No gender difference in the proportif females existed. However, the
difference in the proportion of females betweertipigants in the two facilities was statistically
significant, Wilcoxon Mann-Whitney test, z = -2.280< .05. At Site A, the mean proportion of
females in the social convoy was .52 (SD = .14gea25~.79), while the mean proportion of
females for Site B participants was .67 (SD = rhige .42~.86).

At follow-up, the mean proportion of females in #exial convoys was .57 (SD = .17,
range .33 ~ 1.00). This was not significantly défietr from the mean proportion at baseline. Two
participants had social convoys composed of feroalg, one with only one member and the
other with two members. The proportion of femaliesribt differ by site or by participant’s own
gender.

Staff and peers at the residential treatment center. At baseline, 14 participants (37%)
included 37 people that were either staff (7) a@rg80) at their residential treatment center. For
those 14 participants, staff or peers made up 22%ea social convoy on average. Nine
participants included only peers, ranging from &rge 6 peers. Participants mentioned three of
those peers as their boyfriend or girlfriend. Tvestigipants included staff only, and both
included two staff members. Three participantsudet both staff and peers. Two of those
participants included one staff and one peer eablte the third participant included three peers

and one staff.
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At follow-up, 13 participants (38%) nominated 7@®pke who were either staff (33) or
peer (43) at their residential treatment centeer®acluded one cousin and one girlfriend. On
average, staff or peers made up 32% of these jpamnits’ social convoys. Nine participants
included only peers, ranging from 1 peer to 5 pg@re participant included three staff and no
peers. The remaining participants had a mixturgtaff and peers: 1 staff and 2 peers, 3 staff and
4 peers, 19 staff and 1 peer, and 7 staff and éBp&he participant who nominated 19 staff and
1 peer did not nominate any other members.

Member turnover. Participants in this study experienced varying lew® member
turnover measured by the percentage of baselinebersmvho were no longer members at
follow-up. The mean turnover rate for the 35 pgraats with data at both baseline and follow-
up was 49% (SD = 26, range 0 ~ 100), indicating dimaverage, participants did not nominate
about half of the baseline members at follow-ugsTarnover rate differed significantly by site,
Wilcoxon Mann-Whitney test, z = -2.414, p < .05rtR#ants at Site A had significantly lower
turnover rates (43%) compared to participants tat Bi(70%). In addition, the number of prior
out-of-home care placements was positively coredlatith social convoy member turnover,
Spearman’s rho = .415, p < .05.

Tie strength. At baseline, the average tie strength was 2.278036, range 1.61~3.00;
Table 5.1). All 38 participants had at least onenioer in the inner circle. Three participants did
not have anyone in the middle circle, while 9 mastants did not have anyone in the outer circle.
On average, inner circle members made up 46% dadntiee social convoy. Among those who
had at least one person in the middle circle, neiddiicle members made up 38% of the social
convoy. Finally, among those who had at least areqn in the outer circle, outer circle

members made up 25% of the social convoy.
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The mean convoy-level tie strength at follow-up ®&&3 (SD = 0.42, range 1.67 ~ 3.00)
and did not differ significantly from baseline. A&s the case at baseline, all 34 participants at
follow-up had at least one member in the innereirBeven participants did not have anyone in
the middle circle, while 12 participants did notveanyone in the outer circle. Inner circle
members made up more than half (52%) of the esticeal convoy. For participants who had at
least one member in the middle circle, middle eirdembers made up 38% of the entire social
convoy. Outer circle members made up 27% of theakoonvoys of participants who had at
least one member in the outer circle.

Network diversity.

Diversity of relationship roles. The mean baseline index of qualitative variatidp\()
score for diversity of relationship roles was .8®(= .18), indicating that the distribution of
parents, siblings, extended family, non-family asluhnd peers was quite even (Table 5.1). The
mean IQV score at follow-up (.87, SD = .21) was sighificantly different from baseline. No
statistically significant correlation occurred beem this IQV score and the proportion of kin at
each time point, indicating the lack of a pattefrparticipants who had high proportion of kin in
their social convoys scoring high or low on divergf relationship roles.

Gender diversity. The mean IQV score for gender diversity at baselas .90,
indicating that overall the proportions of male d&chale members in the participants’ social
convoys were approximately equal (Table 5.1). Albfe-up, the mean IQV score for gender
diversity was .87 (SD = .24, range 0 ~1), which wasssignificantly different from the baseline
IQV score. At baseline only, a statistically sigraint difference between participants in the two
sites existed, Wilcoxon Mann-Whitney test, z = D17 < .05. The mean IQV score for

participants at Site A was .93 while the mean 1@Wre for participants at Site B was .78. Four
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participants at Site B had gender IQV scores Iawan .75. Further examination of data
revealed that 75% to 86% of their social convoysscied of female members.

Network density. At baseline, the mean density was .67 (SD = .2Wgeal4~1.00;

Table 5.1). Eight participants (21%) had densityss of 1, which means that everyone in their
social convoys knew one another. A statisticaliygicant difference in mean density between
the two sites occurred, Wilcoxon Mann-Whitney test, 1.986, p < .05. At Site A, the mean
density was .72 (SD = .25) while the mean densitySite B participants was .49 (SD = .26),
indicating that more people knew one another irsti@al convoys of children at Site A.

At follow-up, thirteen participants (38%) had depsicores of 1. The mean density at
follow-up was .73 (SD = .25, range .33 ~ 1.00) for 83 participants who had at least two social
convoy members to compute density. This did natiBa@antly differ from the baseline mean
density. However, for participants who had 4 or enout-of-home care placements prior to
residential treatment, the mean density increased 66 (SD = .27) at baseline to .80 (SD = .23)
at follow-up.

Correlation among Structural Variables

Network composition and tie strength.The three concentric circles in the social convoy
diagram represent the degree of closeness betWegratticipant and the convoy members,
which is the tie strength. Table 5.2 shows the@asion between tie strength and network
composition by displaying the mean number and ptapoof each relationship category for
each of the three concentric circles. As showniguie 5.1, extended family members made up
the largest proportion of the middle circle whileeps made up the largest proportion of the outer
circle at both time points. Over time, the propamtof kin (parents, siblings, and extended

family combined) in the middle circle increasedfr64% to 64%, Wilcoxon signed rank sum
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test, z =-1.989, p < .05. Conversely, the propardf peers in the middle circle decreased from

35% to 21%, z = 3.318, p <.001. The proportiopedrs in the inner circle also decreased

significantly from 14% to 6%, z = 2.293, p < .05.

Table 5.2.

Relationship category and closeness at baselinataiotlow-up

Baseline (N = 38)

Follow-up (N = 34)

Frequency Inner Middle Outer Inner Middle Outer
Mean (SD) circle?® circle® circle® circle circle circle
Parents 1.13(0.74) 0.37 (0.59) 0.26 (0.55 1.18(0.72) 0.35(0.77) 0.09 (0.38)
Siblings 1.79(1.82) 0.34 (0.75) 0.26 (0.55 1.97 (2.07) 0.38 (0.70) 0.32 (1.09)
Extended family 1.79 (2.29) 2.21(3.04) 0.63(1.17 1.32(1.59) 1.82(3.15) 0.50 (1.19)
Non-family adults  0.24 (0.59) 0.74 (1.64) 0.55(1.06 0.26 (1.05) 0.91 (2.31) 0.44 (1.46)
Peers 0.61(1.52) 1.34 (1.74) 1.29(2.42 0.47(1.38) 0.76 (1.58) 1.50 (3.35)
Inner Middle Outer Inner Middle Outer
Percent circle circle circle circle circle circle
Mean (SD) (N =38) (N=35) (N=29) (N=34) (N=27) (N =23)
Kin 83% (30) 54% (405 50% (43 88% (27) 64% (41) 44% (47)
Parents 23% (17) 9% (15) 13% (28 30% (28) 10% (18) 4% (15)
Siblings 31% (27) 8% (20) 10% (23 31% (27) 16% (27) 11% (27)
Extended family 29% (28) 37% (36) 26% (38 27% (29) 39% (41) 29% (45)
Non-family adults 3% (7) 11% (24) 17% (27 6% (24) 15% (28) 14% (31)
Peers 14% (295 35% (38y* 33% (38 6% (15) 21% (34) 42% (45)

Note. Statistical comparison is Wilcoxon signed rank gaest between baseline and follow-up.

2 people who are “the most close and important’adigipant.” People who are “not quite as close but who alle sti
important” to participant People who are “not as close as the others, batas still important” to participant.

*p <.05.**p<.001

Relationship categories and member turnoverParticipants with higher proportion of
kin in their social convoys tended to have lowenmher turnover rates, Spearman’s rho = -.381,
p <.05. In addition, diversity of roles at baselimas negatively associated with the member
turnover rate, Spearman’s rho = -.417, p < .0mther words, social convoys that contained
relatively more equal proportions of different tedaship categories at baseline tended to lose

fewer members at follow-up.
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Figure 5.1. Relationship categories and closendsasaline and at follow-up

Other structural variables. Table 5.3 presents the correlation matrix for alictural
variables that have continuous values. The pramouf kin was strongly correlated with
network density in the positive direction at bo#séline and at follow-up, Spearman’s rho
=.704 and .651, p < .01. This was expected beerssty is the proportion of members who
know one another, and kin members likely know amatlzer. On the other hand, the proportion
of peers negatively correlated with density at badkeline and at follow-up, Spearman’s rho = -
.612 and -.796, p < .01. This indicates that fatip@ants who nominated more peers, fewer
members of their social convoy knew each other.tAeoexpected association was the negative
correlation between proportion of female membersgander diversity within social convoys,

Spearman’s rho = -.439 at baseline and .458 aiviellp, p < .01.
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Table 5.3.

Correlation among structural variables at basedime at follow-up

, . % % % Role  Gender . Tie
Baseline(N = 38) Size Kin Peer Female diversity diversity Density strength
Network size 1.000
Proportion of kin -.202 1.000
Proportion of peers .071 -.838 1.000
Proportion of female .045 -.087 -.168 1.000
Role diversity -.291 165  -.099 144 1.000
Gender diversity .207 .034 .088 -439+ -.001 1.000
Network density -.247 704 -612+  -174 272 -.028 1.000
Average tie strength -.308 338 -.308 .189 346 -133  .344 1.000

. % % % Role  Gender . Tie
Follow-up (N = 33F  Size Kin Peer Female diversity diversity Density strength
Network size 1.000
Proportion of kin -412  1.000
Proportion of peers .497% -777 1.000
Proportion of female -.108 316 -125  1.000
Role diversity 0.496* .092 -.145 166  1.000
Gender diversity .021 -.037 -.168 -458* 152 1.000
Network density -429% .65+ -796* -.060 .082 .063 1.000
Average tie strength -.43>*  .265 .261 -.040 .267 .024 440 1.000

a One additional case that had only one social@pmember was dropped from analysis because ofngiss
value on network density which requires at least taembers.
*p <.05.*p<.01.

A notable difference between baseline data andviellp data was that network size
correlated with five other structural variablesakow-up only. At follow-up, network size,
density, and tie strength had a three-way cormatrirst, network size negatively correlated
with network density, Spearman’s rho = -.429, 0%; indicating that the larger the social
convoy, the less its members knew each other. N&tdensity in turn positively correlated with
tie strength, Spearman’s rho = .440, p < .05, widvork size negatively correlated with tie
strength, Spearman’s rho = -.431, p < .05. In othends, small social convoys comprised of
more people who know each other tended to have pewple with strong ties to the participant.

Network size also had a negative correlation withpprtion of kin and a positive correlation

76



with diversity of roles, suggesting that at follays; smaller social convoys had a larger
proportion of kin and fewer different relationslugtegories. On the other hand, larger social
convoys tended to have higher proportion of peers.

Functional Properties of Social Convoys

The functional properties of social convoys inclddecial support and negative
interactions, measured by 8 binary-response it&msh social convoy member could provide up
to 6 social support functions (2 affective supp®draffirmation support, and 2 tangible aid) and 2
negative interaction functions. Adding all sociapport functions provided by all members of
the social convoy produced the total amount ofaatipport for each participant. This number
does not take into account the participant’s nektvaire, so dividing the total amount of social
support by the network size resulted in the aveeageunt of social support by each social
convoy member. Similarly, the total amount of negainteractions was the sum of all negative
interactions by all members of the social convolyilevthe average amount of negative
interactions by each social convoy member wasdta divided by the network size.

Social support.The mean total and average social support didmemge significantly
from baseline to follow-up (Table 5.4). Howevern, §irls only, the mean total amount of social
support decreased significantly over time, Wilcosmmed rank sum test, z = 2.105, p < .05. At
baseline, girls reported receiving close to 30aaipport functions (mean = 29.75, SD = 29.56).
At follow-up, girls received just over 20 socialpgwort functions (mean = 21.21, SD = 17.78) on
average.

The only type of social support that showed a $icgmt change from baseline to follow-
up was tangible aid, which measured the degreehichamembers of the social convoy would

help with school work and provide care if the papant got sick. The average amount of
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tangible aid per social convoy member increaseah 0040 at baseline to 0.58, Wilcoxon signed
rank sum test, z = -2.112, p < .05. Some subgrdftgrehces existed in terms of change in
average tangible aid over time. The mean averageianof tangible aid increased especially for
participants 12 years of age or younger (0.40@8))those with more than 4 years of out-of-
home care history (0.36 to 0.64), and those withentian 4 prior out-of-hnome care placements
(0.42 t0 0.73), p < .05.

Although the amounts of affective support and aféition support did not significantly
change over time for the entire group, they didsimme subgroups. The mean average amount of
affective support increased significantly for thdest participants (13+), from 0.77 at baseline to
1.10 at follow-up, Wilcoxon signed rank sum test, 2.387, p < .05. The mean average amount

of affirmation support increased over time for boydy (from 0.45 to 0.80), z = -2.223, p < .05.

Table 5.4.

Comparison of amount of social support at baselmgat follow-up

Baseline (N = 38) Follow-up (N = 34)
Mean (SD)Median  Range Mean (SD) Median Range

Total social support® 22.13 (21.70) 15.00 3~12( 20.06 (16.23) 13.50 3 ~66
Affective supporf 10.63 (9.76) 6.50 0 ~4¢ 7.92 (7.89) 6.00 0~30
Affirmation supporf 6.03 (7.63) 3.00 0-~31 5.18 (6.51) 3.00 0~30

Tangible aid’ 5.45(8.19) 250 0~ 4¢ 4.87 (5.45) 3.00 0~17
Average ‘ocial support® 1.66 (1.08) 1.44 0.26~¢ 2.07 (1.45) 155 0.40-~6
Affective support 0.80 (0.57) 0.67 0~2 0.89 (0.60) 0.67 0.12-~2
Affirmation support 0.45(0.43) 0.32 0~2 0.61 (0.60) 0.41 0~2
Tangible aid 0.40 (0.41) 0.32 0~2 0.58 (0.49) 0.40 0~2

Note. Statistical comparison is Wilcoxon signed rank gest between baseline and follow-up.

2 Total amount of social support provided by all nbens of the social convoyExpressions of love and
respect® Validation of the appropriateness of the othespeis actions or beliefé Provision of things,
money, information, or timé.Average amount of social support by each membéreo§ocial convoy.
*p<.05
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Negative interactions.The total and average amounts of negative intenastlid not
change significantly from baseline to follow-up.€eTbaseline mean total amount of negative
interactions was 2.39 (SD = 5.27, range 0 ~ 32)thedollow-up mean was 2.41 (SD = 4.81,
range 0 ~ 27). The average amount of negative ttters with each social convoy member at
was 0.18 (SD = .28, range 0~1.45) at baseline &1d(@D = 0.28, range 0 ~ 1) at follow-up.
Correlation among Functional Variables

The average amount of social support by each scoraloy member did not correlate
with the average amount of negative interactioretaer time point. The average amount of
social support by each social convoy member sicpnifily correlated with the amount of each
specific type of social support at both time paifitise strongest correlation was with affective
support, Spearman’s rho = .843 at baseline andasfdllow-up, p < .001. The correlation
between affective support and affirmation suppas won-significant at baseline but moderate
at follow-up, Spearman’s rho = .474, p < .01. The@ations between affective support and
tangible aid and between affirmation support amgitsle aid were moderate at both baseline and
follow-up (Spearman’s rho = .414 ~ .604, p < .05).

Correlation between Structural and Functional Propeties of Social Convoys

Network size and social supportNetwork size was negatively correlated with the
average social support by each social convoy meatifetlow-up only, Spearman’s rho = -.511,
p <.01. This suggests that at follow-up, largeiaaconvoys consisted of members who were
not as supportive as those in smaller social canvoy

Network composition, tie strength, and social suppt. At both baseline and follow-up,
social convoy members in the inner circle provittegllargest proportion of social support. At

baseline, 64% of an average participant’s socigpstt came from inner circle members (SD =
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27), while 27 % of social support came from memirethe middle circle (SD = 22). Outer
circle members provided 9% of the participants'iaglosupport at baseline (SD = 13). These
proportions did not change significantly at follay- The proportion of support coming from
inner, middle, and outer circle members at follogwyere 61% (SD = 30), 29% (SD = 26), and
10% (SD = 16), respectively.

The next analysis examined social support providedach relationship category in each
of the three concentric circles of the social congbable 5.5). These proportions indicate what
percentage of the total social support each relship category contributes within each circle as
well as for the entire social convoy. For instardaga indicate that the proportion of parental
support in the social convoy at baseline is 25%s fhteans that on average, 25% of the
participants’ social support came from parentse®@rprovided 30% of all social support

provided by the inner circle members at baseline.

Table 5.5.

Comparison of percentage of social support by ealetionship category at baseline and at

follow-up
Baseline (N = 38) Follow-up (N = 34)
Inner Middle Outer  Social Inner Middle Outer Social

% (SD) circle®  circle® circle® convoy circle circle circle convoy
Kin 79% (34F 55% (43) 29% (45)68% (32) 87% (29) 57% (46) 38% (49)74% (31)

Parents 30% (22) 9% (21) 4% (15)25% (21) 42% (34) 10% (21) 0 28% (23)

Siblings 28% (29) 11% (24) 17% (36)19% (17) 20% (21) 12% (27)11% (30)19% (18)

Extended family21% (26) 35% (38) 8% (26)25% (23) 25% (31) 36% (43)27% (46)26% (26)
Non-family 4% (12) 10% (20) 15% (25) 7% (14) 6% (24) 16% (31) 9% (27) 9% (21)
Peers 16% (33¥ 36% (40F 55% (43)24% (28) 7% (18) 27% (41)53% (49)18% (25)
Total® 99% 101% 929%  100% 100% 101% 100% 100%

2 people who are “the most close and important’aigipant.” People who are “not quite as close but who alle sti
important” to participant People who are “not as close as the others, batasé still important” to participant.
Some proportions do not add up to 100% becauseuoting.
*

p <.05
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Figure 5.2. Percentage of social support by relahg category and tie strength

Table 5.5 and Figure 5.2 show that on averagenmaesnd siblings provided the largest
proportion of social support in the inner circléath baseline and follow-up. In the middle
circle, extended family and peers provided thedsrgroportion of social support, while peers
provided over 50% of social support in the outeclei Wilcoxon signed rank sum test revealed
that the proportion of peer support in the innet amddle circles decreased significantly from
baseline to follow-up. The proportion of peer suppothe inner circle decreased from 16% at
baseline to 7% at follow-up, z = 2.491, p < .05jlevthe proportion of peer support in the
middle circle decreased from 36% to 27%, z = 2.56%6,.05. The proportion of kin support
(parents, siblings, and extended family combinadhé inner circle increased from 79% at
baseline to 87% at follow-up, z = -2.155, p < B&t the proportion of kin support in other

circles did not change over time.
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Summary

During the first three to four months of residahtreatment, participants’ social convoys
changed in a few ways. Structurally, changes oedurr the proportion of kin and proportion of
peers in the social convoy, but only for girls.I&iproportion of kin increased while their
proportion of peers decreased over time. Age diffees also emerged as the proportion of kin
increased over time only for older participantsatidition, participants who experienced fewer
types of child maltreatment had a significant imsin proportion of kin and a significant
decrease in the proportion of peers, while the @rtigns remained the same for participants who
experienced three or all four types of child maltneent.

Examination of each concentric circle revealed tagardless of child maltreatment
history, the proportion of peers in the inner anddie circles decreased over time.
Consequently, the proportion of peer social supipaitte inner and middle circles decreased
over time while the proportion of kin social supporthe inner circle increased significantly.
The amount of social support in the entire soaavoy did not change significantly over time.
However, the average amount of tangible aid — lemgr care during illness and short-term help

with school work — increased over time.
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Chapter 6: Social Convoy Members
Research Question 2: How do relationships betweerakconvoy members and foster children
change during the first three months of residentieatment?
Relationship Categories

In total, the 38 participants at baseline identiftd 6 individuals as members of their
social convoys. At follow-up, the 34 participantsawnominated at least one social convoy
member included a total of 418 members in theirad@onvoys. These members had 24
different relationship roles, which fell into onéftwve main relationship categories: parents,
siblings, extended family, non-family adults, arekrs (Table 6.1). At baseline, there were 67
parents, 91 siblings, 176 extended family, 59 nionaklults, and 123 peers. Social convoy
members at follow-up included 55 parents, 91 sgdjrl24 extended family, 55 non-kin adults,
and 93 peers. Some participants mentioned pethritds, and God, but this study excluded
those members from analyses, because they weeg aith“close” or not “people”.

Relationship categories and gendeit both baseline and follow-up, slightly more than
half of the social convoy members were female (38%aseline and 54% at follow-up). At
baseline only, the proportion of female differedrblationship category, Ch{4) = 14.499, p
<.01. The proportion of female among non-familyléglwas 76% while the proportion of
female for all other relationship categories wasiad 50%.

The next analysis used logistic regression to emamihether or not participant’s gender
related to the social convoy member’'s gender. Epatnts tended to include same-gender peers
in their social convoys at both baseline (62%) fldw-up (69%). At baseline, boys’ odds of
nominating male friends were more than double tiadsaf girls nominating male friends (odds

ratio = 2.635, log odds = 0.969, SE = 0.438, p3x..At follow-up, the odds of nominating
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same-gender peer was more than 4 times the oddsyohating peers of different gender (odds
ratio = 4.855, log odds = 1.580, SE = 0.465, pG4)0For all other relationship categories,

participants’ gender did not relate to the socmalvoy members’ gender.

Table 6.1.

Relationship categories at baseline and at follpw-u

Category BaselineFollow-up  Category BaselineFollow-up
Parents 67 55  Non-family adult 59 55
Biological parents 54 47 Parent’s unmarried partner 3 2
Stepparents 7 5 Teacher 6 3
Adoptive parents 6 3 Community service staff 4 3
Current staff 7 31
Siblings 91 91 Former staff 8 7
Biological siblings 84 84 Foster parent 7 2
Stepsiblings 7 7 Neighbor 15 1
CASA? 3 2
Extended family 176 124 Psychiatrist 2 0
Grandparents 39 24 Social Worker 4 4
Aunt/uncle 58 a7
Cousins 48 34 Peers 123 93
Niece/nephew 23 15 Friend 107 85
Great grandparents 5 3 Boyfriend/girlfriend 8 4
Sibling’s spouse 3 1 Foster sibling 8 4
Total 516 418

& Court-Appointed Special Advocate: volunteers wHeazate for maltreated children in courts and comities.

Relationship categories and social convoy structurdt baseline, 41% of all social
convoy members (N = 516) were in the inner cir8li&o in the middle circle, and 22% in the
outer circle. At follow-up, 42% of all social conyonembers (N = 418) were in the inner circle,
34% in the middle circle, and 23% in the outerleirdable 6.2 presents the frequency of parents,
siblings, extended family, non-family adults, areegs in each concentric circle. Multilevel
mixed-effects ordered logistic regression analgs@snined the conditional odds of a social

convoy member being in a relatively “closer” redauship (i.e. inner circle versus middle and
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outer circles, and inner and middle circles vemuter circle) compared to parents, given the
random effects of the participant. At both baseéind follow-up, extended family, non-family
adults, and peers were less likely to be in a clodationship with the participant compared to

parents. This difference did not change over time.

Table 6.2.

Closeness by relationship category at baselineaafalow-up

Inner circle®  Middle circle®  Outer circle  Social convoy

Baseline
Parent 43 (64%) 14 (21%) 10 (15%) 67 (100%)
Sibling 68 (75%) 13 (14%) 10 (11%) 91 (100%)
Extended family 68 (39%) 84 (48%) 24 (14%) 176 (100%)
Non-family adult* 10 (17%) 28 (47%) 21 (36%) 59 (100%)
Peer* 23 (19%) 51 (41%) 49 (40%) 123 (100%)
Total 212 (41%) 190 (37%) 114 (22%) 516 (100%)

Follow-up
Parent 40 (73%) 12 (22%) 3 (5%) 55 (100%)
Sibling 67 (74%) 13 (14%) 11 (12%) 91 (100%)
Extended family* 45 (36%) 62 (50%) 17 (14%) 124 (100%)
Non-family adult* 9 (16%) 31 (56%) 15 (27%) 55 (100%)
Peer+* 16 (17%) 26 (28%) 51 (55%) 93 (100%)
Total 177 (42%) 144 (34%) 97 (23%) 418 (100%)

Note.Statistical comparison is based on the estimateeo€onditional (participant-specific) odds of
belonging to a “closer” circle versus less closeles (e.g. inner circle > middle circle, outerc)
compared to parents using multilevel mixed-effectered logistic regression analysis.

2 people who are “the most close and important’aigipant.” People who are “not quite as close but
who are still important” to participarftPeople who are “not as close as the others, batas still
important” to participant.

*p <.05.** p<.001

Membership Change over Time
Out of the 516 social convoy members at baselig®,r@embers (46%) were not in the
social convoys at follow-up (Table 6.3). Less tR@&6 of parents and siblings who were social

convoy members at baseline became non-memberkaatdap. On the other hand, the
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percentages of extended family, non-family adat&l peers who became non-members at
follow-up were 36%, 68%, and 83%, respectively.dgiagn random effects logistic regression
analysis results, these percentages were signifydaigher than the percentage of parents who
became non-members at follow-up (p < .001). Foarasaonvoy members who became non-
members at follow-up were people who had passeg awen before the baseline interview. In
other words, some participants included deceasididuals at baseline but not at follow-up.
These members included one mother, one grandfatheroyfriend, and one friend. On the
other hand, one grandmother, one uncle, and ord get¢at-grandparents who had passed away

some time before the baseline interview remainddeir social convoys at follow-up.

Table 6.3.

Membership change status by relationship categdmgseline and at follow-up

. Remained at Became Participant Baseline
Baseline
follow-up non-members dropped out total
Parents 50 (75%) 13 (19%) 4 (6%) 67 (100%)
Siblings 67 (74%) 17 (19%) 7(8%) 91 (100%)
Extended family** 81 (46%) 63 (36%) 32 (18%) 176 (100%)
Non-family adults** 14 (24%) 40 (68%) 5(8%) 59 (100%)
Peers~ 19 (15%) 102 (83%) 2 (2%) 123 (100%)
Total 231 (45%) 235 (46%) 50 (10%) 516 (100%)
Members New members Follow-up
Follow-up : :
since baseline at follow-up total
Parents 50 (91%) 5 (9%) 55 (100%)
Siblings* 67 (74%) 24 (26%) 91 (100%)
Extended family** 81 (65%) 43 (35%) 124 (100%)
Non-family adults** 14 (25%) 41 (75%) 55 (100%)
Peers= 19 (20%) 74 (80%) 93 (100%)
Total 231 (55%) 187 (45%) 418 (100%)

Note Statistical test is based on the estimate ottmalitional (participant-specific) odds of
becoming a non-member or a new member comparearémis using random-effects logistic
regression analysis.

**p <.01. **p <.001.
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Membership change among residential staff and peeré high proportion of social
relationships that participants made within thedestial treatment center at the beginning of
treatment did not remain after three months. Ouhef37 residential staff and peers who were
social convoy members at baseline, 25 members (88¥aff and 22 peers) became non-
members at follow-up. Additional 4 members (11%:t&f and 1 peer) were no longer in social
convoys at follow-up because they were originailgacial convoys of participants who dropped
out of the study. Eight members (22%, 1 staff ap@&rs) remained in their respective social
convoys at follow-up. Of these members, 4 peergwet in the residential treatment center
anymore at follow-up but still remained in the st@onvoy.

Tie strength and membership changeA random effects logistic regression analysis
tested if an individual member’s tie strength addme relates to the odds of becoming a non-
member at follow-up. Each social convoy memberivecka tie strength score based on which
concentric circle the member was in at each timetptmner circle members received 3 points,
while middle circle and outer circle members reedi2 points and 1 point, respectively.
Compared to social convoy members in the outelegithe odds of becoming a non-member
were 67% lower for members in the middle circley(tmlds = -1.109, SE = 0.322, p =.001).
Inner circle members had 93% lower odds of becoraingn-member compared to outer circle
members (log odds = -2.624, SE = 0.351, p <.001).

Social support and membership changelhe next set of analyses examined if a social
convoy member’s provision of social support at baseelates to the odds of becoming a non-
member at follow-up. Providing an additional sosiapport function resulted in a 31% decrease
in the odds of becoming a non-member (log odds.37%) SE = 0.087, p <.001). However, this

effect became non-significant when the individuainnier’s tie strength was added to the
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random effects logistic regression model. When emang each social support function
separately, four out of the six social support fioms measured in this study were negatively

associated with the odds of becoming a non-menitadi¢ 6.4).

Table 6.4.
Random effects logistic regression of membershgngk on individual social support function

from baseline to follow-up (N = 466)

Log odds SE Odds ratio p <

Affective support

Likes to spend time with participant -1.158 0.286 0.314 .001

Makes participant feel special -1.343 0.295 0.261 .001
Affirmation support

Participant talks to about important matters  -0.772 0.318 0.462 .05

Makes participant feel better -0.204 0.291 0.816 n/s
Tangible aid

Would take care of participant if sick -0.713 0.301 0.490 .05

Helps participant with school work -0.592 0.372 0.553 n/s

Note SE = Standard error.

Visitation and membership changeAside from social convoy members who were in
the residential treatment center (i.e. residestwif and peers), a total of 40 members visited the
participant at least once during the second od timonths of treatment. These visitors included
16 parents (24% of all parents), 10 siblings (11%llcsiblings), 8 extended family (5% of all
extended family), and 6 non-family adults (12% lbhan-family adults excluding staff). During
the second and third months of treatment, thes®rgsvisited less than 5 times on average
(mean = 4.95, SD =5.91, range 1 ~ 29). The numbesits did not differ by relationship
category. Of the 40 members who ever visited, 8nlydividuals (8%) became non-members at

follow-up.
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New Members at Follow-Up

Of the 418 social convoy members at follow-up, I8lividuals (45%) were new
members who were not in the social convoys at eséTable 6.3). Compared to parents, all
other relationship categories were significantlyrenlikely to be new members at follow-up (p
<.01). Less than half of the siblings (26%) antteged family members (35%) at follow-up
were new members, while the majority of non-fanaitiults (75%) and peers (80%) were new
members.

New members from within the residential treatment enter. Out of the 74 social
convoy members who were either staff or peer atdbiglential treatment center at follow-up, 69
members (93%, 30 staff and 39 peers) were new mamDéthe remaining 5 individuals who
were social convoy members since baseline, one miewds a cousin of the participant who
came into the residential treatment center withenthree-month period.

New members’ tie strength.Of the 187 new members at follow-up, 41% weréd t
outer circle and 40% were in the middle circle. yheade up 78% and 51% of outer and middle
circles, respectively. On the other hand, only 2if%he new members were in the inner circle.
A random effects ordered logistic regression coméd that these differences were statistically
significant. Compared to members that stayed irstogal convoy since baseline, new members
had 89% lower odds of being in a closer relatignstith the participant (log odds = -2.167, SE
=0.248, p < .001).

New members’ social supportThe overall amount of social support at follow-ug d
not differ between new members and members who Wwdhe social convoys since baseline.
However, new members were less likely to provide $wecific social support functions. The

odds of being nominated as someone who likes todspee with participant was 66% lower for
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new members compared to original members (log edds071, SE = 0.270, p <.001). In
addition, the new members’ odds of being someonewduld take care of participant when
sick was 59% lower (log odds = -0.897, SE = 0.31¥,.01).

New members’ visits.Seven individuals became new social convoy memddeidlow-
up after having visited their respective particiggasuring the second and third months of
treatment. These members were 2 parents (of atieipant) and 5 siblings (of 4 participants).
They each visited 3 to 6 times during the secorntthind months of treatment.
Change in Tie Strength

Of the 231 social convoy members who were preddmta baseline and follow-up, 156
(68%) remained in the same concentric circle. Tédsttength score of 19% of this subsample
increased at follow-up (i.e. member became clasénd participant), while the tie strength
scores of about 13% of the social convoy membearsedsed. Overall, the tie strength scores of
the 231 social convoy members who were presertdthtimseline and follow-up did not
significantly change over time, and no differencehange in tie strength existed among the
relationship categories.
Social Support

Total amount of social support.At baseline, an average social convoy member
provided less than two social support functionsgmscore 1.63, SD = 1.65) out of 6 possible.
The mean number of social support functions pravigiethe social convoy members at follow-
up was the same as the mean at baseline (mea3,=SD6= 1.73). The amount of social support
provided to the participant varied by relationsbtgpegory. Multilevel mixed effects linear
regression analysis (Table 6.5, Model 1) indicaked at baseline, siblings provided about a

half-point less social support than parents whikereded family provided more than one fewer
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social support functions than parents. Non-famiyles and peers scored .69 and .71 points

lower on social support compared to parents. Thisdtdid not change significantly over time.

Table 6.5.

Multilevel mixed-effects linear regression of sbsigpport on relationship category over time (N34)9

Model 1 Model 2 Model 3
Parameters Estimate SE Estimate SE Estimate SE
Fixed part
Constant 2.399+ 218 -1.621 1.376 -1.703 1.346
Relationship category
Siblings -472 231 -.508 222 - 499 222
Extended family -1.116+ .208 -.990+ 199 -.978* 200
Non-family adults -.690* 262 -.373 .258 =377 .258
Peers -712+ 226 -.364 222 -.358 .223
Time .285 241 .184 .245 .188 .245
Relationship category*time
Siblings -.677 311 -.609 .316 -.610 .316
Extended family -.107 .290 .003 .293 -.002 .293
Non-family adults -.544 .369 -.395 .367 -.386 .367
Peers -.286 313 -.068 313 -.074 314
Member-level covariates
Male -.369** 094 -.366** .094
Tie strength 519+ 070 =519+ 070
Convoy-level covariates
Age 24 112 243 113
Male .108 271
Ethnicity
Latino -.273 .289
Caucasian .088 .392
Other/mixed .552 677
Number of placements .017 .043
Years in out-of-home care -.049 .039
Number of child maltreatment types .090 .133
Random part
Between-convoy variance .632 .535 481
Between-member variance 325 .060 .055
Within-member variance 1.683 1.778 1.783
Log likelihood -1685.474 -1646.577 -1644.805
BIC ¢ 3459.862 3402.585 3446.918

Note SE = Standard error.

2 Reference group is parentfkeference group is African American.

¢ Bayesian Information Criterion = -2log likelihoedn(N)k whereN is the number of observations and k is the
number of parameters estimated. The model wittsithaller BIC is generally preferable (Rabe-Hesket8k&ondal,
2012).

*p <.05.*p<.01. **p<.001.
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Subsequent analysis included both member levesaaidl convoy level (participant
level) covariates: member’s gender and tie streagtine, and participant’s age, gender, ethnicity,
and out-of-home care history (Table 6.5, Modelsi@ 3). Controlling for all other variables,
siblings and extended family provided significarfdyer social support functions than did
parents. Again no effect of time emerged. Maleaamnvoy members provided fewer social
support functions than female members, holding teonisll other variables. Members’ tie
strength score positively related to the amourstoaial support. Older participants reported
receiving more social support from their membemsgared to younger participants.

Types of social support by relationship categoryThe six social support functions
consisted of two affective support, two affirmatsupport, and two tangible aid functions. Table
6.6 shows the percentages of social convoy memtiderprovided each of the six social support
functions at baseline and at follow-up. For eadtiadsupport function, the researcher used
multilevel mixed-effects logistic regression an&yt® test if the relationship category was
associated with whether or not the social convognbexr provided the particular social support
function. Subsequent analyses involved three sepamaltilevel mixed-effects linear regression
analyses to examine the interaction effect of i@ship category and time (baseline and follow-
up) on affective support, affirmation support, aadgible aid. These analyses tested whether or
not the effect of relationship category on the ¢higges of social support changed over time.

Affective support. At baseline only, non-family adults were signifitlg less likely than
parents to be someone who likes to spend timepeaitticipant. Both at baseline and at follow-
up, siblings, extended family, and non-family adwliere significantly less likely than parents to

be someone who makes the participant feel spétgls did not provide as much affective
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support at baseline compared to parents, but thssnet true at follow-up. Overall, the effect of

relationship category on affective support did cleinge from baseline to follow-up.

Table 6.6.

Social support functions by relationship categdrigaseline and at follow-up

Extended Non-family

Parents Siblings family adults Peers

Baseline (n=67) (n=91) (n=176) (n=58) (n=123)
Affective support

Likes to spend time with participant 54%  68% 41% 34%+ 48%

Makes participant feel special 49%  34% 239> 24%  28%*
Affirmation support

Participant talks to about important matters 31%  24% 7% 17% 15%

Makes participant feel better 34% 26% 209%+* 38% 33%
Tangible aid

Would take care of participant if sick 46%  22%* 1696+ 45% 199+

Helps participant with school work 24%  14% 7Y+ 19% 20%

Extended Non-family
Parents Siblings family adults Peers

Follow-up (n=55) (n=91) (n=124) (n=55) (n=93)
Affective support

Likes to spend time with participant 47% 53% 43% 25% 41%

Makes participant feel special 47%  25%G+* 27 %> 22% 30%
Affirmation support

Participant talks to about important matters 38%  19%* 209> 13%" 15%+*

Makes participant feel better 36%  24% 27% 13% 32%
Tangible aid

Would take care of participant if sick 69%  25%** 2695+ 169%+* 159G~

Helps participant with school work 33% 895+ 1495+ 11% 23%

Note Statistical comparison is based on the estimfatieeoconditional (participant-specific) odds obpiding the
social support function compared to parents usiotilevel mixed-effects logistic regression anadysi

*p < .05. % p < .01. **p < .001.

Affirmation support. At baseline, extended family members were the onlgs who

were less likely to provide affirmation support quemed to parents. At follow-up, however,

siblings, non-family adults, and peers were alss likely than parents to be someone with

whom the participant talks about important mattstsreover, at follow-up, siblings were the
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only ones who were less likely than parents to npeikécipant feel better. The interaction effect
of relationship category and time on affirmatiopgart was not statistically significant.

Tangible aid. Non-family adults were just as likely as parentbaseline to be someone
who would take care of participant during illneldswever, at follow-up, non-family adults were
significantly less likely than parents to providke tspecific type of tangible aid. Siblings,
extended family, and peers were less likely thaena to be someone who would take care of
participant at both baseline and follow-up. In terof helping participant with school work,
extended family members were significantly lesslifko provide such help compared to parents
at both baseline and follow-up. At follow-up ongiblings were also less likely than parents to

provide help with school work.

Predicted mean amount of tangible aid
(fixed part)

N i

T
Baseline Follow-up

—e&— Parents — @ — Siblings
----e---- Extended family - ® Non-family adults
- - @ -- Peers

Figure 6.1. Adjusted predictions of tangible aidrblationship category and time
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The overall effect of relationship category on tafeyaid varied significantly by time.
Figure 6.1 shows the predicted mean amount of béagid by each relationship category at
baseline and at follow-up. Parents provided mangitde aid over time while non-family adults
provided less tangible aid over time. The diffeeencthe mean amount of tangible aid between
parents and siblings, parents and non-family adaitd between parents and peers all
significantly increased over time while the diffece between parents and extended family did
not.

Negative Interactions

Not many social convoy members engaged in negatieeactions with the participants
at both baseline and follow-up. At baseline (N $%Darticipants named 51 members (10%)
with whom the participant has conflict and 40 memsl{8%) who criticize them. Out of the 418
social convoy members at follow-up, 61 members (1d%re someone with whom the
participant has conflict and 21 members (5%) weraeone who criticizes the participant.
Taking the two negative interaction items togethesignificant interaction effect of relationship
category and time emerged (Figure 6.2). Parentgtnge interactions increased .18 points at
follow-up (SE = .07, p <.01). Peers had .15 magative interactions than parents at baseline
(SE = .07, p <.05) but peers’ negative interacidacreased about .12 points at follow-up (SE
=.09, p =.001). Siblings’ negative interactiotsoadecreased slightly at follow-up (.03 points,
SE = .09, p < .05).

Summary

Parents were most likely to be in the inner cifolowed by siblings and extended

family. Closer relationships were more stable dirae and provided more social support

compared to relationships that had relatively lotsestrength. Multilevel mixed-effect linear
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regression analysis results indicated that siblargs extended family members provided fewer
social support functions compared to parents dt baseline and follow-up. However, a
significant interaction effect of relationship ogéey and time on tangible aid existed. Parents
and non-family adult members provided similar antewf tangible aid at baseline, but at
follow-up, parents’ mean amount of tangible aid@&ased while non-family adult members

provided fewer tangible aid functions.

Predicted mean amount of
negative interactions (Fixed part)
2
1

N
T T
Baseline Follow-up
—@—— Parents — - — Siblings
----@---- Extended family - o Non-family adults
- - @ -- Peers

Figure 6.2. Adjusted predictions of negative intéians by relationship category and time
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Chapter 7: Social Convoy Types
Research Question 3: Are there distinct types ofasconvoys among foster children in
residential treatment centers?
Social Convoy Types at Baseline
Cluster analysis using network size, average tength, network density, average social
support provided by each social convoy member th@groportion of social support received
from each relationship category resulted in fostidct types of social convoys at baseline.
Table 7.1 displays the key features of the foustelts, and Table 7.2 presents the descriptive

statistics of the social convoys by cluster at lase

Table 7.1. Social Convoy Types at Baseline (N = 38)

Average Sources of Average
social social negative
supporf  support’ interactions

Average tie  Network

Network size strength density

1. Balanced-
- Below Below . Equal Below
supportive Large | | High . |
(N = 11) sample mearsample mean proportions sample mean
2. Family-focused,
more support Below Above Above o Lt
functions sample mearsample mean Dense sample mean 96% kin Low
(N=11)
3. Family focused,
fewer support Above o Li At sample
functions Small Strong sample mean Low 86% kin mean
(N=8)
4. Peer-focused At sample Below 0 :
(N = 8) mean Weak Sparse sample mean69/° peers High
Sample mean 13.58 2.27 .67 1.66 68% kin 0.18
(range) (3~36) (1.61~3.00) (.17 ~1.00) (0.26 ~5.00) (18 ~100) (0~ 1.45)

Note.Value labels such as large and small are rel#ivach other and to the sample mean. Preciseiptager
statistics and the results for tests of compar@erpresented in Table 7.2.

2 Average amount of social support by each membéreo$ocial convoy’. Proportion of social support provided by
different relationship categori€sAverage amount of negative interactions by eacmbes of the social convoy.
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Table 7.2.

Social convoy characteristics by cluster at basglish= 38)

1. Balanced- , 2 Family- 3. Family- 4. Peer-
. focused, more focused, fewer a
supportive X ) focused p<
(N = 11) support functionsupport functions (N = 8)
- (N =11) (N=28) -
Composition: Number of
Parents 1.91 (0.83) 1.91 (0.70) 2.13(1.25) 1.00 (0.76)
Siblings 3.27 (127) 2.82 (1.33) 1.88 (3.44) 1.13(0.64) .01
Extended family 5.45 (5.01) 5.73 (4.22) 3.50(2.20) 3.13(3.31)
Non-family adults 3.45 (2.84) 0.64 (1.43) 0.63 (1.77) 1.00(1.07) .01
Peers 3.91 (2.98) 0.64 (1.12) 1.50(1.51) 7.63(7.01) .01
Network structure
Network size 18.09 (8.87) 11.73 (5.06) 9.63 (6.25) 13.88 (9.03)
Average tie strength 2.14 (0.24) 2.47 (0.41) 2.51(0.23) 1.93(0.19) .01
Diversity of roles .91 (.05) .89 (.13) .79 (.32) 78 (.17)
Diversity of gender .87 (.13) .93 (.07) .95 (.05) .86 (.18)
Network density .56 (.18 .90 (.15) .75 (.26) 44 (.24) .001
Network function
Average social support 2.09 (1.21) 1.80 (1.29) 1.20 (0.63) 1.34(0.78)
Average negative interactions 0.13 (0.17) 0.05 (0.08) 0.18 (0.21) 0.42(0.47) .05
Total social support 38.64 (31.24) 18.91 (12.86) 9.50 (4.84) 16.50 (13.16) .01
Total negative interactions  2.36 (2.54) 0.36 (0.50) 1.25(0.71) 6.38(10.51) .01
Average social support by
Parents 2.52 (1.49) 3.02 (1.60) 1.74(1.14) 1.63(1.85)
Siblings 2.13(1.31) 2.54 (1.08) 0 1.63(1.92) .01
Extended family 1.98 (1.34) 1.14 (1.67) 1.54 (1.00) 0.83(2.09) .05
Non-family adults 1.92 (1.50) 0 0.03 (0.07) 0.25(0.27) .001
Peers 1.64 (1.61) 0.32 (0.90) 0.50 (0.53) 2.04(1.37) .01
Average negative interactions by
Parents 0.18 (0.25) 0.05 (0.15) 0 0.56(0.73) .05
Siblings 0.31 (0.64) 0.06 (0.16) 0.22 (0.39) 0.50 (0.76)
Extended family 0.02 (0.05) 0.03 (0.10) 0.22 (0.27) 0.18(0.35)
Non-family adults 0.05(0.18) 0 0 0
Peers 0.22 (0.40) 0 0 0.37(0.51) .01
Total social support by
Parents 4.45 (2.58) 5.55 (3.14) 4.38 (3.89) 1.88(2.03)
Siblings 6.91 (3.67) 7.27 (4.71) 0 2.00(2.45) .001
Extended family 8.82 (6.24) 5.45 (6.86) 4.00 (2.20) 1.38(2.33) .05
Non-family adults 8.91 (13.30) 0 0.13 (0.35) 0.50(0.53) .001
Peers 9.18 (13.21) 0.64 (1.80) 1.00 (1.20) 10.75 (8.28) .001
Proportion of
Parental support 14% (8) 35% (22) 39% (23) 10% (14) .01
Sibling support 19% (9) 39% (12) 0 12% (14) .001
Extended family support 25% (19) 23% (20) 47% (26) 4% (6) .01
Non-family adult support 22% (19) 0 1% (3) 5% (6) .001
Peer support 19% (14) 4% (9 14% (19) 69% (18) .001

& p values from Kruskal-Wallis test.
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Participants in Cluster 1 (“balanced-supportivediilarge social convoys with members
who provided above average social support. Foetpasticipants, social support came from all
relationship categories almost equally. They hadahgest total amount of social support (mean
38.64), and the largest number of non-family achdmbers (mean 3.45). Consequently, the
proportion of non-family adult support for partiaits in this cluster was the highest (mean
22%).

Participants in Cluster 2 (“family-focused, morgppart functions”) had dense social
convoys with parents and siblings who provided a&bawerage social support. Siblings provided
nearly 40% of all social support for participamghis cluster, with an average 2.54 social
support functions per sibling. The proportion ohAdan support for participants in this cluster
was only 4%, which all came from the small numldfgreers (mean 0.64).

Participants in Cluster 3 (“family-focused, fewepgport functions”) had small social
convoys with strong ties (2.51). Although paremtd extended family provided over 85% of
social support for these participants, the so@alvoy members in this cluster were generally
less supportive than members in Cluster 2. Thisgprovided the least total amount of social
support (mean 9.50). In contrast to the siblingdhefamily-focused, more support functions
social convoys, siblings in the family-focused, é&wupport functions social convoys provided
no social support.

Finally, participants in Cluster 4 (“peer-focusetdgd sparse, unsupportive social
convoys composed of more peers than any otherareddttip categories. Peers provided nearly
70% of social support for participants who had geeused social convoys. At the same time,
peers in this cluster engaged in more negativeaot®ns compared to peers in other clusters.

Participants in the four clusters did not diffetémms of gender, ethnicity, age, number of
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previous placements, number of years in out-of-hoare, number of child maltreatment types,
and psychotropic medication use. Moreover, baselmgters did not relate to whether or not the
participant transferred to a Residentially BasediSes (RBS) cottage during the following
three months of study period.
Change in Social Convoy Properties over Time

In order to examine the stability of social conwtgucture and function over time within
each cluster, the researcher conducted multileedareffects linear regression analysis. Figure
7.1 shows how standardized values of network sizerage tie strength, network density, and
average social support changed over time. Fig@@résents the change in proportions of
support provided by each relationship category fbaseline to follow-up. Cluster 1 (“balanced-
supportive”) social convoys had about 53% (SD =r8@)nber turnover rafeThese social
convoys showed significant changes in averagdreagth, total amount of social support by all
members, and average negative interaction witingibl The average tie strength increased over
time from 2.14 to 2.41 (p < .05). The total amoohsupport from all members decreased over
time from 38.64 to 19.00 (p < .01). It seems thalevmembers of Cluster 1 social convoys
generally became closer to the participant, theyided fewer social support functions at
follow-up. In addition, siblings in Cluster 1 solc@nvoys engaged in fewer negative

interactions at follow-up (.31) compared to baselii02) (p < .05).

® The percentage of social convoy members at basefio became non-members at follow-up. For exanap&%
turnover rate means that 53% of all social conveyniners at baseline were no longer members at faljpw
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Balanced Family-focused, Family-focused, Peer
supportive more support  fewer support focused
functions functions

I \etwork size I Average tie strength
[ Network density Average social support

Figure 7.1. Social convoy clusters at baselinearfdllow-up:

structural and functional properties

Cluster 2 (“family-focused, more support functionsdcial convoys’ structural
properties, such as network size, average tiegtieand network density, did not significantly
change over time although the average member tarmate was about 40% (SD = 25).
However, some changes occurred in terms of thetiimad properties. The proportion of sibling
support decreased significantly from 39% at basdlin21% at follow-up (p < .001). Extended
family members seem to have made up for the difiteebut this increase in the proportion of
extended family support was not statistically digant. Instead, the average negative
interactions with extended family increased siguaifitly from .03 at baseline to .20 at follow-up

(p <.01).
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Figure 7.2. Social convoy clusters at baselinearfdllow-up:

proportion of social support provided by each refahip category

The most notable change in Cluster 3 (“family-faaisfewer support functions”) social
convoys is the increase in the proportion of sgpbapport from 0% at baseline to 21% at
follow-up (p < .001). However, the overall amouhsocial support for this cluster did not
significantly change over time. The average negatiteraction by extended family members
decreased from .22 at baseline to .06 at follovgpup .05). Structurally, the average tie strength
decreased significantly from 2.51 to 2.16 (p < )Q@idicating that the social convoy members
moved away from the inner circle. Slightly lessrd®% of the baseline members became non-

members at follow-up (mean = 38%, SD = 24).
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The dominance of peer support in Cluster 4 (“peeu$ed”) social convoys decreased
over time. The mean proportion of peer supporhis tluster at follow-up was 31% compared to
69 % at baseline (p <.001). Consequently, theaaeenegative interactions also decreased
from .42 at baseline to .19 at follow-up (p < .06h the other hand, the total amount of social
support by all social convoy members increased 16tb0 at baseline to 23.25 at follow-up (p
<.001). Overall, the peer-focused group still hagher proportion of peer support, but changed
to a more supportive social convoy with family admition. Due to the large number of peers in
the social convoy, the peer-focused cluster haPa tirnover in social convoy membership
(SD = 14).

Examples of Social Convoy Types

Cluster 1: balanced-supportive.The balanced-supportive example shown in Figure 7.3
is the social convoy of a 12 year-old African Ancan male participant who had a history of
physical abuse and neglect. He had 10 foster dacempents within 6 years prior to admission
into the residential treatment center. During thuelg period, this participant attendel grade
in the on-grounds non-public school. He transfem¢al a Residentially Based Services (RBS)
cottage about two months after admission. His $coiavoy at baseline shows that he received
approximately equal amounts of social support flmth parents, three siblings, grandparents,
one aunt, and three friends. According to admiaiste data, the participant had no other kin
caregivers than his biological parents and hacethiigings on record. Since the three friends did
not know any of the family members, the overallwak density was .56 at baseline, which was
below the sample average of .67. This exampldypiaal social convoy in that immediate
family members (parents and siblings) were in timer circle, extended family members were in

the middle circle, and non-kin members were indbeer circle. The average tie strength was
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2.18 at baseline which was below the sample avesbBe&7. However it increased to 3 at
follow-up; all members at follow-up were in the @rrcircle. Out of the 35 remaining

participants at follow-up, 6 participants (17%) tsadial convoys in which all members were in

the inner circle.

other's_boyfriend

Baseline Follow-up

A Male . :Female : Size of the symbols indicate
. the amount of social support

X :Non-members at follow-up provided by the member

% :New members at follow-up : Members know each other

Figure 7.3. Example of Cluster 1 balanced-suppesncial convoy

In this example, the participant’s grandparentstanee friends who were social convoy
members at baseline were no longer members atvfalm Instead, the participant added four
new members at follow-up: mother’s boyfriend, tvousins, and one friend. In other words, the

structural stability of his social convoy was joser 50%. The three friends at baseline and the
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new friend at follow-up were all peers in the sae®dential treatment center. In terms of social
convoy function, the average amount of social suppovided by each member of the social
convoy decreased from 2 at baseline to 1.6 atvielp. The proportion of social support
provided by each relationship category changedigréighe proportion of extended family
support decreased from 27% at baseline to 6% lawfalp. On the other hand, parental social
support increased from 18% at baseline to 38%llaweup and siblings’ contribution increased
from 27% to 56%. With only one non-kin member ia #ocial convoy, the participant did not
receive any social support from non-kin at follopi-rhe participant did not have any visits
from his social convoy members other than the esttidl treatment peers.

Cluster 2: family-focused, more support functionsThe family-focused, more support
functions cluster example (Figure 7.4) is the damavoy of a 9 year-old African American
male participant with a history of physical abusd aeglect. This participant had been in out-of-
home care for 5 years prior to coming to the regidetreatment center. The exact number of
previous foster care placements is unknown. He chawe an RBS cottage between baseline
and follow-up interviews. During the study peritie participant was in3grade in a local
public K-5 elementary school. At baseline, thistigatar social convoy was a tight circle of
family members including parents (caregivers obrdy, two siblings, aunt (caregiver of record)
and uncle, and one cousin. Due to having only kemimers who knew each other in the social
convoy, the network density at baseline was 1. 8terage tie strength was relatively high (2.43)
as the outer circle contained no one. The partintipanother and two sisters were in the inner
circle and provided the most amount of social supf@ia% and 33% of total amount of social

support).
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ACousm

Baseline Follow-up
A :Male . :Female : Size of the symbols indicate
. the amount of social support
X :Non-members at follow-up L provided by the member
* :New members at follow-up : Members know each other

Figure 7.4. Example of Cluster 2 family-focused rensupport functions social convoy

The social convoy structure was stable over tinherothan the addition of a cousin at
follow-up. Functionally, some changes occurredaltih no one visited the participant. The
participant’s father, who was in the middle cirateboth time points, provided an increased
amount of social support at follow-up. The partarips father had not provided any social
support at baseline. However, at follow-up, he s@®meone who made the participant feel better
(affirmation support) and would take care of thetipgpant if he became sick (tangible aid).
While the two sisters’ social support decreaseel pdrticipant’s aunt and uncle became more
supportive, especially in the domain of tangibkd #it the same time, the participant reported at
follow-up that he had conflict with his uncle amabtcousins. This increase in negative
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interactions with extended family was one of th#gyas noted for the family-focused, more
support functions cluster.

Cluster 3: family-focused, fewer support functionsFigure 7.5 shows an example of
the family-focused, fewer support functions clusiéris example is the social convoy of a 10
year-old Latino who had 3 foster care placemen&nmonths preceding residential treatment.
The participant had a history of emotional abusgual abuse, and neglect. He attendéd 3
grade in a local K-5 public elementary school dgtine study period. At baseline, this
participant’s social convoy members were all kinept for his girlfriend and friend.
Administrative data indicated that the participhatl numerous caregivers during his early life,
including his biological parents, stepfather, armtimer’s boyfriend. However, he included only
his biological parents in the social convoy. He hadsiblings. The members of this social
convoy were generally unsupportive. Each membeexane aunt in the inner circle provided
one social support function. However, the membense\wstill relatively close to the participant,
as 6 of the 10 members were in the inner circleraore were in the outer circle.

At follow-up, the social convoy changed greatlyenms of both structure and function.
Half of the baseline members became non-membéofi@ai-up. Among these individuals were
the aunt who used to provide more social suppart tithers at baseline. Six new members
appeared at follow-up. All of these new membersawmzers who did not provide much social
support. Two peers liked to spend time with theip@ant and one peer made the participant
feel better. Five of the six new friends were frira residential treatment center. Four were in
the outer circle. The only peer who was in theaambnvoy at both baseline and follow-up was
the participant’s girlfriend who became just arideat follow-up. This peer was in the same

residential treatment center at baseline but hechdrged before follow-up. Overall, the average
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tie strength of this participant’s social convogased from 2.60 at baseline to 2.00 at follow-

up.

Baseline Follow-up

: Size of the symbols indicate

A Male @® :remale
'. the amount of social support
X :Non-members at follow-up ° provided by the member

% :New members at follow-up : Members know each other

Figure 7.5. Example of Cluster 3 family-focusedyde support functions social convoy

The participant’s mother and father provided inseshamounts of social support at
follow-up. Both parents provided only one socigbort function at baseline. At follow-up, the
participant’s mother provided 4 social support tiots (2 affective support and 2 tangible aid)
and the father provided 2 social support functidnaffective support and 1 tangible aid). Both
became someone who would take care of the pantitiphe got sick. Particularly, the

participant’s mother visited the participant 9 tsyduring the second and third months of
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treatment. With this shift and the addition of mpeers in the social convoy, the proportion of
extended family support decreased from 64% at lvestd 17% at follow-up. At the same time,
the average negative interaction by extended faméynbers decreased as one cousin who used
to have conflict with the participant at baselielonger did. In addition, network density also
decreased due to the peer network that was disctethom the family in the inner circle.
Network density at follow-up was .38, which was Mmlow the sample mean of .67.

Cluster 4: peer-focusedThe peer-focused social convoy example (Figureig.gjat of
a 12 year-old Latina who had a history of physatalse and neglect. She had 5 foster care
placements in just 4 months of out-of-home carwhys During the study period, she attended a
local public middle school in thé"&rade. At baseline, this participant’s social ampincluded
her mother, sister, uncle, boyfriend, and two fi®nAccording to the administrative data, the
participant also had a stepfather and two moréngiblbut did not include them in her social
convoy. With 3 out of 6 members in the outer cirthe average tie strength at baseline was 1.83.
Only peers (including boyfriend) provided any sbsigpport. However, all of these peers were
no longer in the participant’s social convoy atdwal-up. Instead, the participant added two new
friends at follow-up. One of these new friends wathe same residential treatment center.
Although these peers were in the middle and outeles, they still provided much social
support — 70% all social support received.

The participant’s mother stayed in the inner ciaohel provided two social support
functions at follow-up (none at baseline). She tawflict with the participant at both baseline
and follow-up. Another notable change is that tAgipipant’s sister who used to be in the outer
circle at baseline moved to the inner circle. Meerpthe participant added two more sisters in

the inner circle at follow-up. However, these sistgid not provide any social support. The sister
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who was in the social convoy at both baseline alldw-up criticized the participant at both
time points. The participant’s mother and thregesssvisited the participant 5 times during the
second and third months of treatment. Taken togetihis participant’s social convoy remained
peer-focused at follow-up but the proportion ofpeecial support decreased because of

mother’s increased social support. The average atadisocial support by each social convoy

member increased from 1 at baseline to 1.5 atellp.

Baseline Follow-up
A :Male . :Female : Size of the symbols indicate
. the amount of social support
X :Non-members at follow-up ® provided by the member
% :New members at follow-up : Members know each other

Figure 7.6. Example of Cluster 4 peer-focused $coavoy

110



Summary

At baseline, four distinct types of social conveyserged as a result of cluster analysis:
balanced-supportive, family-focused more suppartfions, family-focused fewer support
functions, and peer-focused. Changes in the stialcand functional properties of these types
over time made it difficult to classify the soc@nvoys into the same clusters at follow-up.
Participants with balanced-supportive social conablgaseline generally received less social
support at follow-up. Family-focused, more supgonictions social convoys remained similar in
terms of structure, but participants in this clusied more negative interactions with extended
family. On the other hand, negative interactionthweixtended family decreased and sibling
support increased for family-focused, fewer supparttions social convoys. Peer-focused
social convoys became less dependent on peer sagipbrt at follow-up but still remained

peer-focused.
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Chapter 8: Social Convoy Types and Behavioral Prokims
Research Question 4: how do foster children’s damavoys relate to their behavioral
problems during the first three months of residartteatment?
Behavioral Problems among Participants

Baseline.At baseline, the mean Youth Outcome Questionrgréy-OQ-30) score for
all 38 participants was 41.97 (SD = 21.65, rang€l2~90 statistically significant difference in
total Y-OQ-30 scores existed between participamSiie A and participants in Site B. The mean
Y-0OQ-30 score for this sample is similar to the mparent-reported score of 43.3 for the
outpatient normative sample (Burlingame et al.,£0Bor Y-OQ-30, the cut-off score that
distinguishes the clinical sample from the commus#ample is 29 (Burlingame et al., 2004).
Out of the 38 participants, 9 participants (24%9red below the cut-off score indicating that
their level of behavioral problems was within thege of youth who do not generally need
behavioral health services. Three participants (8€6yed above 68.1, which is the mean score
of the inpatient normative sample (Burlingame et2004).

A significant gender difference emerged in Y-OQs80res at baseline. Contrary to the
normative sample, girls in this study had more beiral problems than boys shortly after
entering residential treatment. Girls in this stixdyl higher scores than boys on the Aggression,
Conduct Problems, Hyperactivity, and Depressionigétyxsubscales. Table 8.1 contains the
comparisons between boys and girls and betweestily sample and the normative sample.
Boys in the study sample scored lower on the Sanaaiil Hyperactivity subscales compared to
boys in the normative sample. Consequently, boysarstudy sample had lower total Y-OQ-30
scores than boys in the normative sample. Girteernstudy sample scored lower on the Somatic

subscale but significantly higher on the Aggressind Conduct Problems subscales compared
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to girls in the normative sample, which broughttluir total Y-OQ-30 score above the
normative sample’s mean.

Following the Y-OQ-30 manual, participants fellarttvo age groups: one group
consisting of children younger than 12 years of age the other group consisting of children 12
years old or older. No statistically significaneagyoup difference in total Y-OQ scores or in
each of the subscale scores appeared. Furthertherstudy sample’s scores did not differ from

the outpatient normative sample’s scores when agefactored in.

Table 8.1.

Comparison of Youth Outcome Questionnaire 30 (Y-B3)scores at baseline

Study Sample Normative Sample (Outpatient)

Boys (N=22) Girls (N=16)" Boys (N=3368f  Girls (N=1764)"

Somatic 1.41(1.65) 1.88(2.03) 3.95 (2.32) 4.49 (2.52)
Social Isolation 1.73 (1.70) 2.25(1.84) 2.51 (2.32) 2.51 (2.10)
Aggression 3.32(259) 6.25(3.59) 3.24 (2.90) 2.41 (2.52)
Conduct Problems 8.50 (5.15) 13.69 (6.13) 9.84 (5.22) 8.16 (5.46)
Hyperactivity/Distractibility 4.18 (2.44) 6.63 (2.58) 7.21 (2.90% 5.84 (3.36)
Depression/Anxiety 6.64 (4.35) 9.63 (3.77) 7.66 (4.64) 8.16 (4.62)

Total score 33.36 (19.00)53.81 (19.82)  44.01 (18.57  40.90 (18.48)

2 Summary statistics from Burlingame et al. (2008tatistical comparison is against boys in theyssample®
Statistical comparison is against boys in the staipple® Statistical comparison is against girls in thelgtu
sample.

*p<.05

Change in behavioral problems over timeThe mean YO-Q-30 score for the 35
participants who remained at follow-up was 50.6D £520.89, range 1 ~ 89). This mean score
was significantly higher than the baseline mearlc¥ion signed rank sum test, z =-2.343, p
<.05. The higher mean score indicates that thicpaants’ behavioral problems worsened

during the first three months of residential treattn This increase in behavioral problems was
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especially salient in the domain of physical aggies The mean score on the Aggression
subscale increased significantly from 4.55 (SD343at baseline to 5.31 (SD = 3.00) at follow-
up, Wilcoxon signed rank sum test, z = -2.426, .05

The mean change in the YO-Q-30 scores from bas#ifalow-up was 10.29 (SD =
23.55, range -30 ~ 82). The behavioral change awer did not relate to the participants’
demographic characteristics or out-of-home car®thjisMoreover, the change in YO-Q-30
score did not differ by site or by psychotropic necation use. No difference between
participants who moved to a Residentially BasediSes (RBS) cottage and those who did not
emerged. The participant who improved the mostext@? at baseline and 44 at follow-up. The
participant who had the largest increase in bemalvroblems scored 7 at baseline and 89 at
follow-up. Using the reliable change index (RCI)16f (Burlingame et al., 2004), 6 participants
(17%) showed significant improvement (i.e. fewehndaoral problems) while 16 (46%) showed
significant deterioration. The remaining 13 papaits (37%) showed no reliable change in YO-
Q-30 scores from baseline to follow-up.

Following a more specific outcome classificationNigison, Warren, Gleave, and
Burlingame (2013), the researcher used both theaR@lhe clinical cut-off score of 29 to
further categorize the participants. One partidigagnificantly deteriorated but remained within
the normal range of behavioral problems. Of tha@igpants who significantly improved, 2
participants remained within the clinical rangébehavioral problems. Thus, 4 participants
clinically improved, showing significant improventeand falling within the normal range of

behavioral problems at follow-up.
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Social Convoy Types and Behavioral Problems

Baseline.At baseline, the total Y-OQ-30 scores did notetdithy social convoy cluster
(Table 8.2). Statistically significant differencenang clusters emerged only for the hyperactivity
subscale, Kruskal-Wallis test, p < .05. The hypivdg subscale contains three items and the
possible range of scores is 0 to 12. Participan@luster 4 (“peer-focused”) had the highest
mean hyperactivity score (mean = 7.00, range 5);-viltdile participants in Cluster 2 (“family-
focused, more support functions”) had the lowesamigyperactivity score (mean = 3.27, range

0-~9).

Table 8.2.

Youth Outcome Questionnaire 30 (Y-OQ-30) scoresdwyal convoy cluster at baseline

2. Family- 3. Family-
. 1. Balanced- focused, focused, 4. Peer-
. Maximum :
Score at baseline ible supportive  more suppor fewer suppot focused
possi (N=11) functions functions (N=28)

(N=11) (N=28)
Somatic 12 2.36(2.01) 0.73(1.01) 2.25(2.31) 1.13(1.36)
Social Isolation 8 2.36(1.91) 1.18(1.54) 2.50(1.85) 1.88(1.64)
Aggression 12 4.18(2.93) 4.09(3.99) 3.25(3.41) 7.00(1.77)
Conduct Problems 24 10.55(4.89) 8.27(7.17) 9.50 (5.07) 15.38 (5.15)
Hyperactivity/Distractibility 12 6.09(1.92) 3.27(3.07) 4.88(2.30) 7.00(2.27)
Depression/Anxiety 24  8.64(3.14) 5.27(4.86) 9.13(4.52) 9.25(3.92)

Total score

120 44.36 (15.14) 30.09 (25.80) 40.50 (21.73) 56.50 (15.87)

Note p values from Kruskal-Wallis test.
*p<.05

Social convoy types and behavioral problems oventie. The change in YO-Q-30

scores from baseline to follow-up differed sigraiitly by cluster, Kruskal-Wallis test, p < .05
(Table 8.3). As a group, participants with the figafibocused, more support functions social
convoys deteriorated the most with the mean chany©®-Q-30 scores of 31.11 (SD = 27.14).

On the other hand, the mean difference in YO-Q&20es for the family-focused, fewer support
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functions cluster was -8.00 (SD = 18.55), indiogfihat this group generally improved their
behaviors. As for specific subscales, the clustgsificantly differed in terms of change in

conduct problems and depression/anxiety, KruskaliS\fast, p < .05.

Table 8.3.

Change in Youth Outcome Questionnaire 30 (Y-OQs&@yes by social convoy cluster

2. Family- 3. Family-

1. Balanced- focused, focused, 4. Peer-

Change in score supportive more support fewer support focused
(N=11) functions functions (N=7)
(N=9) (N=28)

Somatic 0.46 (2.88) 1.11 (2.32) -1.38(2.13) 0.71 (1.50)
Social Isolation 0.64 (2.11) 1.56 (1.33) -1.25(2.55) 0.86 (2.04)
Aggression 1.09 (1.64) 2.67 (4.03) 0.13 (2.80) 0.57 (1.99)
Conduct Problenis 2.91 (4.57) 8.22 (8.04) -1.00 (5.93) -0.71 (5.77)
Hyperactivity/Distractibility 0.73 (3.13) 3.33(2.65) -0.50 (3.25) 0.14 (2.34)
Depression/Anxiety 1.27 (3.93) 5.44 (5.92) -3.13(3.98) 2.29 (4.89)

Total change 10.91 (13.40) 31.11 (27.15) -8.00 (18.55)  3.434ay

Note p values from Kruskal-Wallis test.
*p<.05

As shown in Figure 8.1, three participants infdmaily-focused, fewer support functions
cluster scored above the clinical cut-off at bamsebut showed clinical improvement (i.e.
showed improvement of more than 10 posmsl scored below the clinical cut-off) at follow-up.
On the other hand, five participants in the fanfidgused, more support functions cluster scored
below the clinical cut-off at baseline but clinigadleteriorated at follow-up. The following

sections illustrate examples of clinical improvemamd clinical deterioration.
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1) YO-Q-30: Youth Outcome Questionnaire 30. Higher scores indicate more
behavioral problems.

2) Clinical cutoff: Cases on the right side of the vertical dotted line have clinical
levels of behavioral problems at baseline. Cases above the horizontal dotted
line have clinical levels of behavioral problems at follow-up.

3) Reliable change index: Cases falling outside the shaded area have significant
change from baseline to follow-up.

Figure 8.1. Scatterplot of behavioral problem ssa@tebaseline and at follow-up by cluster

Clinical improvement example. Among those who showed clinical improvement, the
participant who showed the most improvement in biginal problems was a 12 year-old bi-
racial boy in ¥ grade at a local public middle school. After eimgthe out-of-home care
system soon after birth, he had 6 different fostee placements prior to residential treatment.
The participant’s parental figure during early yewams his grandmother who passed away
before the study period. Administrative data intkdathat he did not experience the types of

child maltreatment specified in this study, but iathessed a murder. During the study period,
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the participant was on psychotropic medicationelp lwith treatment. The participant’s Y-OQ-

30 score decreased from 44 at baseline to 21latvalp.

. Friend ™
Adoptiye” father

Baseline Follow-up
A :Male . :Female : Size of the symbols indicate
. the amount of social support
X :Non-members at follow-up ° provided by the member
% :New members at follow-up : Members know each other

Figure 8.2. Example of clinical improvement (famibcused, fewer support functions)

At baseline, this participant’s social convoy skeovwhe family-focused, fewer support
functions pattern (Figure 8.2). It was a small abconvoy with 6 members, 5 of whom were
kin. However, network density was lower than expddt40) because the social convoy
included two adoptive parents who knew only onghefother kin members. The average tie

strength was quite high at 2.67 with four of thersiembers in the inner circle. Inner circle
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members included the participant’s grandmother (b passed away), adoptive parents, and
niece. The participant included his biological nestand a friend in the middle circle and no
one in the outer circle. Most of the participargttzial support came from his adoptive parents
(4 functions each) and grandmother (3 functiong)il@ other hand, the participant’'s mother
and niece provided one social support function each

At follow-up, the participant replaced his friemdthe middle circle with another friend.

Moreover, he added 4 of his siblings (5 on recardhe outer circle which brought the average
tie strength down to 1.8. While his deceased gratkden remained in the inner circle, the
participant’s perception of the amount of socigdmart from grandmother decreased at follow-
up. On the other hand, his adoptive parents’ secipport increased although their position in
the social convoy moved farther away from the pgréint. The participant’s adoptive parents
traveled from a different state to visit him oneeidg the study period. At follow-up, the
adoptive parents provided all six social suppanttions. Together with the increased network
size, the patrticipant received an increased amaiusticial support at follow-up compared to
baseline.

Clinical deterioration example. The participant who showed the most deterioration
behavioral problem was a 12 year-old Latina'frgéade at a public middle school. She had
experienced physical abuse and neglect, and hadibh&edifferent foster care placements in 3
years prior to residential treatment. Administratdata showed that adults who lived with the
participant earlier included both of her biologipalrents and her mother’s boyfriend. During the
study period, the participant’s Y-OQ-30 score iased from 7 at baseline to 89 at follow-up.

She was on psychotropic medication.
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Baseline Follow-up
A Male ® remale : Size of the symbols indicate
. the amount of social support
X :Non-members at follow-up ° provided by the member
% :New members at follow-up : Members know each other

Figure 8.3. Example of deterioration (family-focdsenore support functions)

At baseline, the participant’s social convoy folkavthe family-focused, more support
functions pattern (Figure 8.3). In the inner cirt¢hee participant included her mother, three
biological siblings (everyone on record), her steftier (not on record), and her boyfriend who
was also in the residential treatment center. Themmbers provided 2 to 4 social support
functions each at baseline. Other social convoy begmincluded her aunt, two cousins, and a
friend in the same residential treatment centefoAdw-up, the participant did not include any
peers in her social convoy. She also excludedtepbsother, but instead included her father in
the inner circle at follow-up. One of her cousinguad into the inner circle at follow-up but the

other cousin became a non-member. Overall, mothe'siblings’ social support decreased
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over time. The participant’s mother and two broshasited the participant twice during the
second and third months of treatment. With the eies® in network size and decrease in parental
and sibling social support, the participant’s t@adount of social support decreased from 21
functions at baseline to 6 at follow-up.

Summary

Overall, participants in this study showed anéase in behavioral problems during the

first three to four months of residential treatmdrite family-focused, fewer support functions
cluster was the only group that showed a decrealsehavioral problems over time. Of the four
participants who recovered completely, three hadlfafocused, fewer support functions social
convoys at baseline. An example of this case shamezkpansion of the social convoy by

addition of siblings at follow-up and increasediabsupport from stable relationships.
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Chapter 9: Discussion

This study explored how social relationships otéogouths change during the first few
months of residential treatment for behavioral prots. Research indicates that transitions such
as a placement move or a school transfer may vegjatiffect foster youths’ behavior (Rubin,
O'Reilly, Luan, & Localio, 2007; Sullivan, Jones,Mathiesen, 2010). With no prior research on
the effects of such transitions on social relatnps, this study described the social convoys of
foster youths during a significant transition pdrgpon after entering a very unique environment.
This chapter offers an interpretation of the méjudings and a discussion of the methodological
and theoretical contribution of this research.
How Do Foster Children’s Social Convoys Change dung Residential Treatment?

Foster youths in this study included a varietylobe and importafindividuals in their
social convoys. Social convoys varied greatly itwoek size, ranging from just one individual
to forty-two members. Although excluded from anakjsone participant did not include anyone
in his social convoy at follow-up. Participantsa@kin members, especially parents, as closer
and more important to them compared to non-kin,tande closer relationships provided more
social support. This supports the convoy modebofas relations which states that inner circle
relationships are likely attachment figures thavide most of the social support coming from
the social convoy (Levitt, 2005). Research alsaciaes that although some foster youths might
have mixed feelings about their biological paretitgy still consider their parents as very
important (Bailey, 2010).

Although this study did not attempt to draw infeces beyond the study sample,

nonparametric statistical tests revealed some raytawpatterns that could aid in building

" The Children’s Convoy Mapping Procedure uses wgétloseness and importance (“most close and ritzpi
to “not as close but still important”) togetherdategorize social convoy members.
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hypotheses for future research. Structurally, tlog@rtion of peers within each social convoy
decreased from baseline to follow-up while the prtipn of kin increased over time. This trend
occurred among girls and among patrticipants thatfaer types of child maltreatment history.
First, girls included more peers in their sociahwoys at baseline compared to boys. However,
after three months of residential treatment, @irld boys did not differ in the proportion of peers
in their social convoys as girls nominated fewegrpghan before. The baseline finding supports
previous research on how early adolescent developvagies by gender. More specifically,

girls receive more social support from peers thabalys during this developmental phase
(Bokhorst, Sumter, & Westenberg, 2010; NickersoN&gle, 2005; Rueger, Malecki, &
Demaray, 2008). So, among girls, entering a resi@eneatment center may have provided an
opportunity to make new friends within the facilag well as in their new schools outside of the
facility.

On the other hand, the decrease in the proporfipe@rs and the replacement by kin
members in girls’ social convoys at follow-up méuither comment. Pre- and early adolescent
girls have larger but more unstable peer netwookspared to boys (Chan & Poulin, 2007; Ellis
& Zarbatany, 2007). Ellis and Zarbatany (2007) d&sond friendships to be shorter among
youths that are aggressive toward peers. Moreamaong early adolescent girls, depressive
symptoms lead to decreased peer support, possikblyodwithdrawal, peer rejection, or selective
friendships with other depressed girls that areblento provide lasting social support (Stice,
Ragan, & Randall, 2004). As girls in this study Isgghificantly more depression, aggression,
and conduct problems than boys at baseline, thgyhaae been more inclined to switch friends
than boys. Instead of replacing old friends witkvrigends, girls substituted them with kin

members while maintaining their network size.
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Multiple factors may explain the girls replenishitiigir social convoys with kin. The
school-based study by Levitt et al. (2005) fourat thihile boys’ social convoys remained
similar over a period of two years, girls’ sociahwoys changed structurally. Girls whose initial
sources of social support were immediate familysegoiently added more peers to their social
convoys. On the other hand, girls who initiallyee@d social support from both immediate
family and peers added more extended family mentbefseir social convoys (Levitt et al.,
2005). Over time, girls try to balance their sogroésocial support by adding different and
potentially helpful relationship categories. At teme time, the current child welfare policies
and practices emphasize creating and preservindyfaonnections. Therefore, the residential
treatment practitioners may have put more effodliciting kin social support for girls that were
more peer-oriented at intake. By the time of foHopy girls in the current study may have lost or
abandoned their connections with old friends, andesof the new friends they had made within
the treatment facility may have left. Accordinghe literature, girls care more about same-sex,
one-on-one friendships and seek more emotionalstippch as intimacy, affection, and
nurturance than boys (Rose & Rudolph, 2006). Howéwehavioral problems that interfere with
providing emotional support as well as short leagthstay may explain their not forming new
intimate relationships. Moreover, fewer girls regldn the participating residential treatment
centers, limiting the pool of potential same-seerfds for girls. The process of making new
friends amid the fluctuating social environmentesidential treatment centers needs further
research.

Based on the literature and the sample distributlue study compared participants that
had experienced zero, one, or two child maltreatrityges and those that had experienced three

or four child maltreatment types prior to residehtreatment. Youths that had experienced fewer
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child maltreatment types showed a decrease inrtipotion of peers and an increase in the
proportion of kin. However, the proportions of peand kin did not change among youths that
had experienced three or four child maltreatmemesy A history of multiple types of child
maltreatment is related to more problems in ematgulation and externalizing behavior (Kim
& Cicchetti, 2010), which may influence foster yositability to develop and maintain
meaningful relationships with even kin memberstiien; interactions with kin members may
not always be positive experiences for foster yp(Browne & Moloney, 2002; Nickerson et al.,
2006). Nonetheless, certain youths in this studyedthose relationships more than others.
Moreover, kin members were more stable than nordembers during the first three months of
treatment. Despite their physical absence, kin negmbave more potential to become
permanent relationships for foster youths who reygerienced many network disruptions
including those following parental abuse or neg(€e&trry, 2006). Future research will benefit
from examining the reasons why foster youths ineladexclude family members as treatment
progresses.

The functional properties of social convoys wesodairly stable. An exception was the
average amount of tangible aid, which increaseah fioaseline to follow-up. This was mainly
due to the increase in the proportion of socialvogmmembers identified as persons that would
take care of the participant if he or she becarie 8lember-level analysis also indicated that
social convoy members who provided this particalgsport function were more likely to remain
in the convoy through follow-up. The increase iri@ge tangible aid was especially evident
among participants with more than four years ofaftitome care history and more than four
prior out-of-home care placements. Youths who heshbin foster care longer and had more

placement moves may have felt in the beginningttiet had no one to rely on as the
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cumulative transitions up to residential treatnraal leave foster youths with fewer trusting
relationships (Hyde & Kammerer, 2009; Stott & Guston, 2010; Unrau et al., 2008). At the
same time, some foster youths may encounter a tea&ment as an opportunity to reconnect
with their family (Unrau et al., 2008). Both facédit into the convoy model of social relations
(Kahn & Antonucci, 1980) in which properties of thieuation — in this case, a new environment
after multiple experiences of rejection — influereeindividual’s need for social support that
triggers modification of the social convoy. Perh#ps most desired type of social support for
foster youths with longer and more complex out-ofde care history, while adjusting to group
care, is the belief that someone will actually takee of them in times of trouble. Foster youths
in residential treatment centers may continualbprestruct their social convoys by evaluating
each member’s potential to provide specific typesoaial support.

How Do Foster Children’s Relationships with SociaConvoy Members Change?

As expected, parents were most likely to be inither circle followed by siblings and
extended family. While the mean social convoy sizenot change significantly over time, the
average member turnover rate was nearly 50 periceother words, participants lost or
abandoned about half of their social convoy memipetisree months but replaced them with
new members. Structurally, closer relationshipsewsore stable over time compared to
relationships that had relatively lower tie strdndtunctionally, closer relationships provided
more social support functions. Controlling for $teength and other member-level and convoy-
level variables, siblings and extended family meralpeovided less social support compared to
parents at both baseline and follow-up. Howeveigaificant interaction between relationship

category and time existed for tangible aid. Parantsnon-family adult members provided
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similar amounts of tangible aid at baseline, bdoldw-up, parents’ mean amount of tangible
aid increased while non-family adult members’ pstam of tangible aid decreased.

While kin members may provide more tangible aichthan-kin (Rook & Ituarte, 1999),
early adolescents rate affective support as the mpertant and frequently received type of
parental support (Malecki & Demaray, 2003). Thisg, increase in tangible aid by parents in this
study suggests that foster youths in the earlyestdgesidential treatment may have different
needs for social support as mentioned earlier. denag the physical absence of parents (more
than half of the participants had no visits fromgoeis during the study period), this increase may
reflect foster youths’ tendency to include familgmbers in their social convoys as an
expression of hope and need for connection (Bai@$0; Preyde, Cameron, Frensch, & Adams,
2011; Samuels, 2008). Moreover, these foster yautnsbe in another phase of experiencing
ambiguous loss of family relationships, during whiamily members are physically absent but
have strong psychological presence (Samuels, 2009).

The decrease in tangible aid by non-family adults @ue to their high mean turnover
rate (68%). Further examination of data indicateat hon-family adults that provided tangible
aid at baseline but became non-members at followene mostly former foster parents and
adult family friends or neighbors. Paradoxicallyese lost ties could have been valuable sources
of support. Maintaining social relationships witbnafamily adults such as former caregivers and
neighbors may serve to compensate for the low lefvearental support (Farrugia, Greenberger,
Chen, & Heckhausen, 2006). Also, developing trgstedationships with non-family adults may
facilitate better adaptation for foster youths (rau et al., 2007). On the other hand, non-family
adults who provided tangible aid at baseline anttinoed to do so as social convoy members at

follow-up were former residential treatment or ggdwme staff and Court-Appointed Special
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Advocates (CASA). Such formal relationships magwlthe maintenance of connection with
the youths as they transition from one placemeantather, but further research is necessary to
confirm this postulation.

A more remarkable finding is that among the forhemon-family adults who became
new social convoy members at follow-up, thirteesividuals provided tangible aid and eleven
of those were current residential staff. This fimglsupports emerging knowledge that some
foster youths may perceive social relationship$ wesidential treatment staff as valuable and
reliable (Bailey, 2010). However, the emphasis tlizing residential treatment as a temporary
intervention has extended to include temporartiggiahips with residential treatment staff. On
the other hand, Stott and Gustavsson (2010) almiefta foster youth has created stable social
relationships within a group care facility, keepthg youth in the facility may be better than
transferring the youth to a different home for siaée purpose of providing a less restrictive
environment. In residential treatment centers wipeexs continually come and go and family
members can be nonexistent, discouraging bonditigthe staff may be, for some foster youths,
depriving an opportunity to connect at all.

Are There Distinct Social Convoy Types among FosteChildren in Residential Treatment?

This study found four distinct types of social cogs among foster youths entering
residential treatment. A unique type that did rgesar in previous research among youths in the
general population (Jackey, 2009; Levitt et alQ®0s the family-focused, fewer support
functions type. Social convoys of this type werabntight-knit networks of kin members who
did not provide much social support compared tork@mbers in the balanced-supportive and
the family-focused, more support functions clustétsdaseline, they were structurally similar to

the family-focused, more support functions typeeptdor the amount of social support provided.
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The opposite of the two family oriented social coyptypes was the peer-focused type,
characterized by relatively sparse and unstableorks of peers who provided few social
support functions and engaged in negative inteyastwith the participants. On the other hand,
the balanced-supportive type contained large ndisvitrat provided above average social
support from diverse relationship categories.

To date, studies that have employed the pattertemhapproach of the convoy model
of social relations are scarce. Levitt et al. (20@bind three types of social convoys among
youths transitioning from middle childhood to admence: those receiving social support from
immediate family members only, a second grouprietived social support from immediate
family and extended family members, and the resi wceived social support from immediate
family and friends. While the differences amongtiimee types are clear, a common attribute is
the presence of supportive immediate family. Iis #tudy, however, social support was not
always available. This reflects how the particgi@ample composition is one of the deciding
factors for the types of social convoys that camdeatified in a study (Fiori et al., 2007). This
study clearly points out the different views betwéaster youths and non-foster youths
regarding their own social relationships. Someeiogbuths may consider their family important
but not as supportive as others, and some magoédyy on friends more early on. This may be
especially true for those in residential treatnreitters because of their out-of-home care and
child maltreatment history that led up to such Heglrel of care. Because of current policies and
practices that discourage the use of residengatriment centers, by the time a youth enters such
service, families may be burned out, frustrated, @erwhelmed to provide any support

(Sharrock, Dollard, Armstrong, & Rohrer, 2013).
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Another unique contribution of this study is titatbserved short-term changes in the
social relationships of foster youths during restad treatment, beginning at intake. While the
structural and functional properties of social aoys/as a group were quite stable over time, the
four social convoy types transformed significamlser the three months of treatment as a result
of high member turnover. The aforementioned studiduvitt et al. (2005) reports a similar
phenomenon. Using cluster analysis, they discoviiredame social convoy types at baseline
and two years later. However, there was consideraidnge within each social convoy, with 46
percent of the social convoys switching to a défertype at follow-up. While the convoy model
of social relations is useful for generating presilLevitt et al., 2005), it is important to coresid
individual changes that occur. Generating cludtassed on the changes in the social convoys
rather than the convoy properties at one poinime tmay capture the dynamic nature of social
convoys among foster youths during residentiakmneat.

In the current study, more supportive social conymes became less supportive while
the less supportive types became less negative bdenof balanced-supportive social convoys
became closer and more important to the youth ttigled fewer social support functions than
before. Family-focused, more support functionsacmnvoys were structurally stable, but
negative interactions with extended family memiwecseased over time. On the other hand,
family-focused, fewer support functions social coysrbecame structurally more scattered with
more people in the outer circles. Functionally, akerage amount of social support provided by
the members stayed the same but negative intemaottgh kin decreased. The peer-focused
social convoys had increased amounts of support kio and decreased amounts of negative
peer interactions at follow-up, although they s$tdld more peer social support than the other

types.
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As discussed earlier, the convoy model of soelations conceptualizes social convoys
as evolving over time due to personal and envirartaléactors that change the individuals’
need for social support (Kahn & Antonucci, 1980)tHis study, the baseline social convoy types
were not associated with any of the measured pafsbaracteristics such as demographics and
out-of-home care history. However, numbers canulbt tlescribe the complexity of the foster
youths’ past experiences. Moreover, other curractiofs may be associated with the structural
and functional changes in the identified sociahv@yntypes. Unmeasured variables that may
have influenced the social convoy types to chanvge time include individualized treatment
process for each participant and the group dynantign the facility during the study period.
First, clinicians modify therapy sessions to adsliggecific problems for each client, but group-
level measurements such as types of services ma\zannot capture such practice (Libby et al.,
2005). For instance, some clinicians may have fedus restoring family relationships for
certain youths based on their individual needs. Sdme may be true for other practitioners
involved in residential treatment, such as caseagers, child care staff, and county social
workers. They may have helped youths with familgefeed, fewer support functions or peer-
focused social convoys to find or keep in touchhvdan members and receive social support
from them. With the emphasis on treating the eriéingily as a unit, it is also possible that kin
members of certain social convoy types receiveghweintions that target modification of their
attitudes and behaviors toward the youths.

Second, the data collection phase of this studgdias6 months during which the
participating residential treatment centers expere constant turnover of residents. It is likely
that the changing group structures and procesfiasmeed the participants’ beliefs, emotions,

and actions toward their social convoys (Forsyfi&). Negative peer influence on behavioral
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problems of youth in group treatment settings i d@cumented. For instance, the presence of
other youths who engage in or enjoy conversatibositarule-breaking behaviors may alter the
effectiveness of residential treatment (Zakriskijght, & Cardoos, 2011). On the other hand,
the effects of peers and group dynamic on youttestwf family relationships is unknown. In
the future, combining egocentric and sociometrdametwork methods may help explain how
group structures and processes factor into theggsaim the personal networks within residential
treatment centers.
How Do Social Convoys Relate to Behavioral Problerfis

Whereas previous research indicates that havirgyskvsocial relationships leads to
positive outcomes across the life course (Fioal t2006; Levitt, 2005), this study found
otherwise. Participants who had family-focused,desupport functions social convoys at
baseline had the best behavioral outcome whileggaaihts who had family-focused, more
support functions convoys had the largest incr@abehavioral problems, especially conduct
problems and depression/anxiety issues. Moreower plit of six participants who clinically
deteriorated had family-focused, more support fionstsocial convoys at baseline while three
out of four participants who showed clinical impeovent had family-focused, fewer support
functions social convoys. The increase in negatiteractions with kin among family-focused,
more support functions convoys and the decreasegdative interactions with kin among
family-focused, fewer support functions convoysraume suggest that the quality of
relationships between youth and family members h@ase influenced the participants’ behavior.
In fact, prior studies demonstrate that negativeractions with family relate to adolescents’
behavioral problems (Hoefnagels et al., 2007) udiclg depression (A. Lee et al., 2010). While

this study only measured conflict and criticisnfaets of negative interactions, future studies
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should include other relevant concepts such asdaekarmth, rejection, unfair treatment,
betrayal, and dishonesty (Hoefnagels et al., 26§de & Kammerer, 2009). Due to their
multiple placement moves (Hyde & Kammerer, 2008kapt promises for permanency
(Samuels, 2008), and frequent cancellations oflfawsits (U.S. Department of Health and
Human Services, 2003), the feelings of rejectiasgppointment, and betrayal may reveal more
about the youths’ family relationships than conféad criticism alone.

An alternative explanation for the contradictanding is that there may be unmeasured
social convoy functions. They may even be partitylaeaningful for foster youths in
residential treatment centers. The reason othdrestiound diverse social networks more
helpful for youths is because different relatiopshmay fill in different needs that stem from the
youths’ experiences (Perry, 2006). Moreover, irdlial and developmental differences exist in
terms of which type of social support is importamthe youth (M. Lewis, 2005). The family-
focused, fewer support functions social convoysmitiprovide much of the six social support
functions specified in this study, but may havevpied other types of social support that were
not measured. For example, the clinical improvenegample showed that the participant
received increased amount of family social suppeetr time, partly by adding four siblings to
his social convoy at follow-up. Although the silgsdid not provide much social support, their
role in the social convoy should not be minimizedtas study did not measure sibling-specific
functions such as sibling nurturance, companiongng competition included in other studies
(M. Lewis, 2005; Linares et al., 2007). On anothete, it is also possible that residential
treatment practitioners and county social workéagg a role in the appearance of siblings
three months after entering a new placement. Asudsed earlier, residential treatment

practitioners may have deliberately provided ma#p fand services to youths who lacked kin
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social support (Collins, Spencer, & Ward, 20093uieng in those youths’ behavioral
improvement.

The distribution of behavioral problems in the gésrequires attention when
interpreting the results. Initially, girls in thesudy had more behavioral problems compared to
boys, which is consistent with previous resear@ygsating that placing girls in residential
treatment centers perhaps requires more seriobéepne than placing boys (Baker, Archer, et
al., 2005; Connor, Doerfler, Toscano Jr, Volungis§teingard, 2004; Handwerk et al., 2006).
What is not consistently supported by the literatsrthat behavioral problems of youths in this
study generally increased from the first monthhicdtmonth, resembling a pattern known as the
honeymoon effect. In a study using archival dadanfresidential treatment centers, dosReis et al.
(2010) found that the frequency of seclusion amstraent usage for managing acute aggression
or suicidal behavior was very low in the first momwif treatment but increased dramatically
during the second and third months. On the othed ha@search in short-term intensive
residential treatment and acute psychiatric treatrsettings shows no such honeymoon effect or
a very short one lasting less than a week (Bladlaikoff, Foley, & Koplewicz, 1994; Leichtman,
Leichtman, Barber, & Neese, 2001).

That the study sample’s baseline behavioral proldeone was similar to the outpatient
normative sample, when it should have been clastra inpatient normative sample, suggests
that a honeymoon effect may have existed. dosRei€alleagues (2010) describe that both
youths and staff may contribute to this effect tlglo changes in their perception and behavior.
Youths may initially try to appear well-behaved ighthey are adjusting to a new environment
and then start to exhibit more behavioral problasithey become aware of the prospect of

staying long-term. Staff may be more attentive tdble toward new residents in the
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beginning and become more strict as their expectsitiise (dosReis et al., 2010). In this study, it
seems that the honeymoon effect was greatest tahgavho had family-focused, more support
functions social convoys at baseline as their bieinalvproblem scores increased the most.
Youths with large amounts of perceived family suppb intake may have tried to behave better
to increase their chances of reunifying with thamily. However, long-term treatment plans or
failed reunification plans may have negatively etféel the youths’ behavior after the honeymoon
period. Residential treatment practitioners andasshers should further examine whether or not
positive appearances of youths in the early stagygeatment — deliberate control of behaviors
and strong family support — work to their disadaget via unequal distribution of help and
services.
Methodological Contribution

Pattern-centered approach.This study used the pattern-centered approaciudy she
association between social relationships and ybekavior. Instead of examining the effects of
isolated relationship properties such as netwar wsihile controlling for other properties, this
study found patterns that contain multiple progsrthat concur to influence an individual. Such
approach better reflects the reality in which peadsocial networks include a combination of
relationship properties such as small networks Wigfn density and high emotional support or
large networks with weak tie strength and high infational support (Antonucci et al., 2010;
Fiori, Antonucci, & Akiyama, 2008). While the sot@nvoy mapping technique has been used
gualitatively in research involving foster youtliga(ley, 2010; Samuels, 2008), this study was
the first to identify social convoy patterns inagple of foster youths in residential treatment

centers.
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In pattern-centered approach, the researcher @aifisplly select relationship variables
most relevant for the study sample, while simultarsty limiting the types of social convoys
that can be identified (Fiori et al., 2007). Thisdy used network size, average tie strength,
density, average social support, and proportiorsooial support from different relationship
categories to perform cluster analysis. If the darhpd more variation in negative interactions
or visitations, analysis including those variabiesy have resulted in different types of social
convoys. Nevertheless, this study showed that altkeqm-centered approach to studying foster
youths’ social relationships is feasible and maypruseful in identifying areas of intervention
during residential treatment.

Clinical use of the social convoy mapping techniqud his study tested the feasibility
of a tool to assess foster children’s social refeghips during residential treatment. The
Children’s Convoy Mapping Procedure is a visuatrimeent to measure the personal network’s
hierarchical structure and functional propertiesthis study, the researcher added to the
procedure extra components to measure networktgiearsd negative interactions. Such visual
diagrams have been used in clinical practice whildcen. Visual diagrams can organize vast
amount of information about the child’s ecologisgstem through time (Hartman, 1995). The
most salient advantage of using visual diagrantkenapy is that it facilitates easy
communication, encourages active participation, assists with building rapport and
collaboration between the youth and the clinicRailgey, 2010; Chase, Medina, & Mignone,
2012; Hartman, 1995). When conducting this stuldly,darticipants readily shared their thoughts
once presented with the diagram template, and gameipants asked for their own piece of

paper so they can complete a parallel diagram.ré@$earcher also encountered conversation
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opportunities when participants placed a memberptetely outside of the social convoy
diagram or on the border between two circles, ot a member to self.

Using visual diagrams could also empower youthbddging them gain a better
understanding of self and giving them control adefining their own social convoys (Curry,
Fazio-Griffith, & Rohr, 2008; Hartman, 1995). Theifdren’s Convoy Mapping Procedure
places the youth in the center of the concentrdes of relationships, which may have symbolic
importance for foster youths who have experiencadyrosses in their lives. Clinicians can use
the diagram to help youths identify their supp@twork and to determine what kind of changes
theywant in their social convoys (Curry et al., 2008)ch practice may lead to reconnecting
with certain relationships or to devise other imégttions (Hartman, 1995).

Lastly, the ease and effectiveness of using vidizgrams in therapy would be fitting for
developing practitioner-led research (Bailey, 20T®js study revealed that although foster
youths’ social relationships change rather quicitlis possible to track those changes
systematically. Residential treatment practitioreans use the Children’s Convoy Mapping
Procedure regularly to assess youths’ social cglaliips, to intervene to strengthen the most
important relationships, and to measure and evaliig changes made.

Theoretical Contribution

Continuous reconstruction of social convoysThis study revealed that foster youths in
the inherently fluctuating social environment dfickential treatment centers reconstruct their
social convoys within a short period of time. Emtgra residential treatment center was a non-
normative (i.e. atypical) life transition that afl the participants experienced in common. Such
transitions can directly affect an individual’'s ed@convoy (Wrzus, Hanel, Wagner, & Neyer,

2013). For example, relocation accompanied by addhansfer during adolescence may lead to
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behavioral problems through changes in the youtb&r network (South, Haynie, & Bose, 2005,
2007). In the face of non-normative life transigpthe protective function of social convoys
becomes even more important. For instance, Piah €2008) document that non-kin social
support reduced the level of posttraumatic streastions among youths that had experienced
family network disruption and displacement due tatural disaster.

According to the convoy model of social relatioesyironmental attributes directly
influence the individual’'s need for social suppastwell as the social convoy itself (Kahn &
Antonucci, 1980). Moreover, the need for socialmmurpmediates the link between
environmental attributes and the social convoyh&current study, the transition into a
residential treatment center seems to have inalgaseneed for long-term tangible aid, i.e.
having someone who would provide care. Whereasishal foster homes have a single
caregiver or a couple, residential treatment centethis study had multiple child care staff
working in shifts. While residential treatment $tafay be better able to control behavioral crises
(Hyde & Kammerer, 2009), individual foster caregs/enay have more attachment-like
relationship with foster youths (Bailey, 2010). t&wsyouths in group care are significantly less
likely than those in individual foster homes tolféeat their care providers care a lot about them
(Perry, 2006). Due to the increased need for lengrtangible aid, foster youths in this study
seem to have reconstituted their social convoymas that provide more tangible aid by keeping
certain members and drawing more support from iegishembers. Future research should
include ways to accurately measure the youths’gpeed need for certain types of social support.

The whole network structure of the residentiahtimeent centers seems to have directly
influenced the social convoys as well. When fogterths enter residential treatment, the

government authorities and the residential treatroenter regulate the youths’ contact with
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families and other relationships (Sharrock et2013). Within the residential treatment centers,
the continual and unpredictable movement of peeend out of the environment creates
emotional disturbance among youths (Hyde & Kamme&®@09). The physical and emotional
availability of others as well as the emotionalaaty of the youths may influence how they
reconstruct their social convoys during the tramsiperiod.

Figure 9.1 shows the possible determinants andtefté social convoys for foster youths
in residential treatment centers, adapted fronotiggnal model by Kahn and Antonucci (1980).
A youth'’s past experiences, such as child maltreatrand out-of-home care history, have
already influenced his past social relationships laehavioral problems, ending in his placement
in a residential treatment center. Upon enterimgrésidential treatment center, the youth
experiences physical removal from his past neigidiaal, encounters a different caregiving
structure involving multiple staff, meets many ngeople in both formal and informal contexts,
and likely transfers to a new school. This entryesidential treatment center also affects the
youth’s past relationships because of the physiiséhnce and other barriers to contact. The
youth’s past experiences, move to a residentiatrtrent center, and past relationships all
influence the youth’s current need for social suppas well as who is available to fulfill the
need.

Due to the change in the need for social supgduetybuth reconstructs his social convoy.
The reconstruction process involves both volunfarg. abandoning a relationship) and
involuntary (e.g. losing contact) actions, alsduahced by the aforementioned personal and
environmental factors. Then, the reconstructedas@oinvoy influences the youth’s behavior
through its protective and negative functions. ybeth's behavioral problems, in turn, further

influences past relationships and residential tneat components such as the individual
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treatment approach and the group dynamic. Othamtient components, such as the movement
of peers in and out of the residential treatmentere the youth’s relationships with staff, and the
youth’s response to treatment influence his needdoial support again. Thus, the youth
reconstructs his social convoy repeatedly, althdabglspeed of going through the cycle may
vary by individual. While this study could not sséically test all of these links, it added a time
component in applying the convoy model of socidtrens for foster youths in residential

treatment centers.
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Figure 9.1. Determinants and effects of social cgs\wf foster youths in residential treatment

Negative function of social convoysAs the name implies, the convoy model of social

relations emphasizes the protective function ofad@onvoys as vehicles of social support. This
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study attempted to measure negative functionsthiege vehicles may carry because foster
youths in residential treatment centers live wigers who have high levels of behavioral
problems and tend to have extensive family dysfongiConnor et al., 2004). The results
indicated that the negative aspect of social cosweyninimal compared to the amount of social
support they provide. While foster youths in resitid treatment centers may often experience
negative interactions, they choose not to inclirgeindividuals associated with those
interactions in their social convoys. During seVerterviews, when the researcher asked the
participant to point out anyone who “says meanassh things to you,” the participant named
someone not on the social convoy diagram. Whenetbearcher asked if the participant would
like to add the individual to the social convoyg tharticipant adamantly refused. This could
explain why parents’ negative interactions increlaseer time while peers’ negative interactions
decreased in this study. Youths can easily exghades from their social convoys, but they may
consider parents important despite the negatiwantions and may even perceive negative
interactions as a normal part of family relatiopsn{Preyde et al., 2011). In fact, negative
interactions with family may be related to the tielaships becoming emotionally closer over
time (Fung, Yeung, Li, & Lang, 2009). Despite thenimal amount of negative interactions, the
four social convoy types did have differing amouriteegative interactions with parents and
peers. Thus, research should continue to exam@edbative functions of social convoys.
Limitations

This study addressed four exploratory and deseeipesearch questions using a small,
specific sample. Moreover, the use of bivariate @ndter analyses prevents the researcher from
drawing conclusions about causality. In bivariatalgses, multiple testing likely increases the

chance of finding a false significant result. Howewthe researcher did not make multiple test
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adjustments (e.g. Bonferroni correction), as th@aatory nature of the current study does not
require such adjustments (Bender & Lange, 2001is Study did not have predetermined
hypotheses, and used multiple tests only for detee purposes. Therefore, the results
presented in this dissertation cannot be genethleaad further research is necessary to confirm
the results with testable hypotheses (Bender & £agg01).

Although this study did not attempt to generalize findings to a larger population,
issues in sampling warrant attention. Just befeceuitment began, the county child welfare
department implemented a policy amendment to rethecaumber of children aged 12 and
younger in group care. Consequently, it became mlifiieult than before to place a younger
child in residential treatment centers. As a resui$ possible that younger participants in this
study had behavioral problems and family backgreuhdt are more serious than older
participants that eventually allowed their placetmenesidential treatment centers. Moreover,
recruitment and data collection lasted 16 montlestduhe overall low admission rate of foster
youths from the county that the researcher obtaueedhission from. As residential treatment
centers continue to serve older and more trouldstkf youths, it is important to continue to
develop an appropriate knowledge base to helpgitien youths’ social convoys.

Measurement issues also existed while condudtiisg¢search. The Children’s Convoy
Mapping Procedure has never been tested with foaterpopulation. It contains some questions
that may not have applied well to some social i@tships in the out-of-home care context. For
example, to the question “is there anyone who ltkespend time with you?” some participants
asked if they can nominate someone who cannotlactyeend time with them. Others seemed
to nominate those people without considering tiserdpancy between the reality and what they

think those people like to do. Seibert and Ker@ report similar issues when using the
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nomination method, in that whether or not childcan nhominate someone as providing a
specific social support function may depend ongiieson’s physical availability. For instance,
in non-foster care settings, a sibling could hap ¢hild with school work, but in residential
treatment centers, staff or peers may provide keghmore frequently.

Omitted variables discussed so far include indigldreatment approaches, the group
dynamic change within the treatment milieu, andedént types of social support and negative
interactions that are directly relevant to fosteaths. Another variable that this study did not
include is the frequency of contact other thantatgin. Frequency of contact can be a
distinguishing factor in some social convoy patse(ffiori et al., 2008). Yet, in this study, there
was not enough variation in the frequency of vistaduring the first few months of residential
treatment as some participants were still awamisdation approval. Using archival data, Robst
et al. (2013) examined monthly family contact patseduring residential treatment and found
that children had phone contact in more than Hati@ months. While youths in this study may
have contacted their family and friends by phonmtarnet, archival data on such modes of
contact was not readily available for this studithBugh self-reports of frequency of contact in
residential treatment centers may not be accukit&é€rson et al., 2006), youths’ perceptions of
contact frequency may still reveal an importanteaspf their relationships.

Directions for Future Research

Future research should include more in-depth eaptm of reasons why foster youths in
residential treatment centers include and exclediin relationships in their social convoys. It
would help clarify the link in the convoy modelgdcial relations that this study did not
explicitly examine: the mediating role of the ndéedsocial support in the association between

personal and environmental attributes and the igoaction of the social convoy. Useful
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approaches may include qualitative case studi¢sizanine each social convoy more
rigorously. While the current study lost some infation by coding social convoy members into
five broad relationship categories, such in-depbreach may reveal differences among
biological, adoptive, blended, and foster families.

In addition, practitioner-led research would allfow an examination of how treatment
approaches and legal and personal circumstandamdy members influence foster youths’
social convoys during residential treatment. Furthéure research should assess the degree to
which foster youths are satisfied with their cutreocial convoys, identify unmet needs for
social support, and devise and test interventioreltiress those needs. Strengthening social
convoys may influence not only youth behaviors amsbtions but also other areas of life such as
physical health and academic achievement (Duncan¢c@n, & Strycker, 2005; Legault, Green-
Demers, & Pelletier, 2006).

Conclusion

Three parties influence foster youths’ social aysvduring residential treatment: the
treatment environment, the past, current, and piatesocial convoy members, and the youths
themselves. Residential treatment centers providetare and instability at the same time. They
provide the whole social network that is in consfaux of individuals as well as restrict the
physical availability of certain social convoy mesnt They are also under the influence of
policies and treatment approaches that affectdsef youths’ social convoys. The relationships
between foster youths and their social convoy mesibeed to be understood in the context of
the youths’ out-of-home care history. These membav® varying levels of involvement,
motivation, and capabilities to provide social soiplue to the youths’ and their past

experiences, shared or not shared. Foster yowtpsmd to these environmental and
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interpersonal factors and reconstruct their samaloys while transitioning to a residential
treatment center, resulting in distinct patterreg thay influence their behavior. This study
presented a picture of what some foster youthgasoonvoys look like during their early
adaptation in residential treatment. The distirattgrns may have emerged from the youths’
complicated past, but their changing propertiedyrtipat the present social environment has a

strong influence.
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Appendix A

Summary of studies on children’s social relatiopshi

Out-of-home care sample

Source Purpose of study Sample Method Measures [tResu
Keller et al. (2001) Compare behavioral e Foster children who had e Longitudinal survey e Child Behavior e Children in kinship
problems of children in been in Casey Family e Used agency clinical Checklist care had significantly

kinship care to those of

children in non-kin

Program (in 14 states)
for at least 1 year

records at intake and
after 12 months

fewer behavioral
problems than children

foster homes and e N =240 in non-kin foster
childreq inthe general o Age =M 14 homes(effect size .54)
population e 46% male

Leathers (2005) Examine the o Foster children in ¢ Longitudinal method e Placement disruption = e Separation from

relationship between
sibling placement

patterns and placement

disruption

individual foster homes
randomly selected from
Cook County (lllinois)
Children who had been
in out-of-home care for
1~8 years and had at
least one sibling in care
N =197

Age =12 and 13

49% male

Phone interviews

with caseworkers

and foster caregivers e
State records for 5
years after initial

data collection

moving to another out-
of-home placement
Sibling placement
patterns (categorical)

siblings during care
significantly increased
odds of placement
disruption (odds ratio =
2.68)

Linares et al.
(2007)

Study the influence of
sibling placement
patterns and sibling
relationship quality on
child behavioral
problems

Foster children in
individual foster homes
from 12 foster care
agencies in New York
City

Siblings who entered

foster care system at the

same time

N =158

Age = older sibling M
10, younger sibling M 7
58% male

Longitudinal method e
Data at intake and
10~15 months later e
Individual survey
interviews with
children and
biological parents o

Eyeberg Child .
Behavior Inventory
Loneliness and Social
Dissatisfaction Scale
Child Depression
Inventory

Sibling placement .
patterns (categorical)
Sibling Relationship
Questionnaire

Regardless of sibling
placement pattern,
positive relationship
with sibling related to
fewer behavioral
problems at follow-up
Negative relationship
with sibling related to
more behavioral
problems at follow-up
(effect size not
available)
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Appendix A

Summary of studies on children’s social relatiopshi Continued

Source

Purpose of study

Sample

Method

Measures

ofdetc

Munson &
McMillen (2009)

Study the influence of e
non-kin mentoring
relationship on foster
youths’ psychosocial e
outcomes

Foster children in
Missouri child welfare
system

Same-age cohort in 8
counties

N =339

Age = 17 at time of
recruitment

Longitudinal survey
Individual interviews
with adolescents at
age 18, 18.5, and 19

Depression Outcomes e Having a long-term

Module

Global Measure of
Perceived Stress
Student’s Life
Satisfaction Scale
Dichotomous variable
— had ever been

mentor was associated
with less perceived
stress at age 19 (effect
size .30) and 54%
decrease in the
likelihood of having

been arrested in the past

e 44% male arrested year
¢ Stability of mentoring
relationship
Perry (2006) Examine the o Foster children e Telephone interviews e Center for Combinations of 2 or
relationship between randomly selected with youths Epidemiological more strong network
strength of biological from 15 counties in Studies — Depression domains (e.g. strong
family, foster family, Indiana Scale (CES-D) biological family and
and peer networks and ¢« N =154 e Langner Index peer networks) relate to
depression/anxiety e Age = 15~18 e Set of questions to fewer depression
e 39% male measure strength of symptoms compared to
networks no strong networks
e Network size Strong foster family
 Frequency of contact network has a stronger
e Placement type positive influence on
depression than strong
biological family
network
Rubin et al. (2008) Examine the long term e Nationally e Prospective e Child Behavior Children in kinship care

influence of kinship
care on child behavioral
problems .

representative sample
of foster children

N =1,309

48% male

50% in kinship care

longitudinal study
(National Survey of
Child and Adolescent
Well-being, NSCAW)
Data collected at
baseline, 18 months,
and 36 months later

Checklist

had .14 lower probability
of having behavioral
problems than children
in non-kin foster homes
at 18 and 36-month
follow-up
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Appendix A

Summary of studies on children’s social relatiopshi Continued

Community sample

Source Purpose of study Sample Method Measures ofetc
J.P. Allenetal. Study effects of parent e Students from one ¢ Longitudinal study ¢ Child Depression ¢ Lack of autonomy and
(2006) and peer relationships public middle school with 1-year follow-up Inventory relatedness with mother,

on depressive
symptoms over time o

in the southeast °
N =143

Age =M 13 at

baseline

48% male

At baseline
adolescents came to
interview with parents
and then with best
friend

o At follow-up
adolescents came to
interview alone and
then with current best
friend

Parent-child discussion
on an area of
disagreement was
videotaped and coded
Inventory of Parent and
Peer Attachment
Observation of .
adolescent asking best
friend for help and
solving dilemma with
best friend

Withdrawal subscale
from the Pupil
Evaluation Inventory
(peer rated)

lack of relatedness with
peer, emotional
dependency on peer, and
social withdrawal
predicted later depression
symptoms (effect size .18)
Baseline depression
symptoms predicted
increase in social
withdrawal over time

Carothers et al.

(2006)

Examine whether social e
support buffers the
relationship between
exposure to negative

life events and

children’s behavioral .
problems

Children of adolescent e
mothers recruited from
hospitals and teen .
parent service

programs in two cities

N =96

Age (child) =M 14.41
55% male

Prospective
longitudinal survey
Children and/or
mothers were
interviewed before
birth and when
children were age 3,
5,8,10,and 11~17

¢ Life Events Checklist

¢ Protective Factor Scale:
children chose
protective factors from a
list and rated the
importance of
attachment, religiosity,
support networks, and
social groups/activities

¢ Child Behavior
Checklist and 3 other
scales

e Social support served
as a buffer between
negative life events and
internalizing behavioral
problems (effect
size .07) and
externalizing
behavioral problems
(effect size .09)
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Appendix A

Summary of studies on children’s social relatiopshi Continued

Source

Purpose of study

Sample

Method

Measures

ofdetc

Ellis & Zarbatany Study the influence of

(2007)

victimization and
aggression on
friendship formation
and stability

Students from 4
elementary schools
and 1 middle school in
Canada

e N =605

Age =M 12.05
57% male

¢ Longitudinal survey
with 3-month follow-

up

e Group questionnaires e

Children nominated
friends from the school
roster

Children nominated up
to 3 people in school
who fit behavioral
profiles of overt
aggression, relational
aggression, and
victimization

e Overt aggression

predicted friendship
instability, and this was
only so for younger
children

Haynie (2001)

Examine how friendshipe
structure moderate the
association between
peer delinquency and
individual's delinquency

Nationally
representative sample
of adolescents in 129
randomly selected
schools

e N =90,000
e Age = 7" grade ~ 19

grade

e First wave of a
longitudinal survey
(Add Health)

e Interviews in school
and home

e Students nominated up e

to 5 male best friends
and 5 female best
friends using school
roster

o Self-report of
participation in 14
delinquent activities

When a student has
delinquent friends and
his/her network is
dense (high proportion
of friends nominated
each other as friends),
the student’s likelihood
of delinquency
involvement increases
by 139%

Hoefnagels et al.
(2007)

Examine the influence
of social support on
behavioral problems

Children of psychiatric e Cross-sectional survey e

patients in 3 clinics in
Belgium

N =40

Age =M 13.98

63% male

¢ Individual survey
interview

Maastricht University

Stress Instrument for

Children

e Social Support
Inventory — Positive
interactions, negative
interactions,
discrepancy between
supply and demand of
support

e Youth Self Report

(Child Behavior

Checklist)

Negative interactions
had a main effect on
behavioral problems,
controlling for
perceived stress
(r=.63)
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Appendix A

Summary of studies on children’s social relatiopshi Continued

Source Purpose of study Sample Method Measures ofMetc
Kaynak et al. Examine moderating e Participants of a e Longitudinal survey e Children’s Depression e Exposure to violence
(2011) effects of social support  randomized controlled e Predictors assessed Inventory (CDI) was positively

and community violence
exposure on depressive
symptoms

trial in 3 urban public
middle schools in
southeast

N =216

Age = 7" grade

45% male

first and outcome
assessed 8 months
later

e Computer-assisted
survey interview

Survey of Children’s
Exposure to
Community Violence
Network of
Relationships
Inventory — parent and
other significant adult

associated with
depressive symptoms
only for youth with low
levels of social support
(effect size .02)

Lansford et al.
(2003)

Examine whether
friendship quality
moderates the
relationship between
negative parenting and
externalizing behavioral
problems

Availability sample
recruited from
kindergarten pre-
registration sites in
Indiana and Tennessee
N =362

Age = 7" grade

51% male

e Longitudinal survey

¢ Data were collected
every year from
kindergarten to 7
grade

e This study used data

from 5", 6" and 1"
grades

Negative parenting o
measured by a scale
designed by the
researchers — unilateral
parent decision
making, low
supervision and harsh
discipline

Friendship Qualities
Scale

Externalizing subscale
of Teacher Report
Form (Child Behavior
Checklist)

When children had high
friendship quality, the
association between
unilateral parenting and
externalizing
behavioral problems
were mitigated (effect
size .05)

Lee et al. (2010)

Test whether negative
interactions with parents
and peers mediate the
relationship between
social competence and
depressive symptoms

Adolescents from 5
schools in Chicago
N = 350

Age =M 14.5

45% male

e Longitudinal survey

e Data collected 3 times,
5 weeks apart

o Written questionnaire
for students in the
classroom

Children’s Depression e
Inventory (CDI)
Self-Perception Profile
for Children

Network of

Relationships

Inventory — parents and
peers

Negative interactions
with parents mediated
the relationship
between perceived
social competence at
baseline and depressive
symptoms at 10-week
follow-up (37% of the
association)

150



Appendix A

Summary of studies on children’s social relatiopshi Continued

Source

Purpose of study

Sample Method Measures

ofdetc

Levitt et al. (1993)

Study the social
relationships of children
at different ages, and
their associations with
social adjustment

Students from one o Cross-sectional surveye Children’s Convoy .
middle school and two e Individual interviews Mapping Procedure —
feeder elementary with children and visual diagram to
schools in southeastern questionnaires for nominate close and .

metropolitan area teachers important

N = 333 relationships, with
Age =7, 10, 14 questions to assess
45% male social support

e Self-Concept Scale
e 1-item measure of
sociability and mood

Each age group showed
different patterns of
social relationships
Total amount of social
support and social
support from the closest
relationships were
associated with self-
concept and
sociability/mood (effect
sizes .02~.07)

Levitt et al. (2005)

Identify patterns of
social support during
transition from middle
childhood to
adolescence, and
examine their impact on
social adjustment

Students from 8 public e Longitudinal survey
elementary schools in  with 2-year follow-up
the southeast ¢ Individual interview

e Children’s Convoy .
Mapping Procedure
e Harter Self-Perception

N =691 with children and Profile

Age =M 9.72 for guestionnaires for e Children’s Loneliness
younger cohort, M teachers Scale

11.7 for older cohort e Child Behavior

49% male Checklist Teacher .

Report Form

Three patterns of social
support — 1) support
from close family and
friends, 2) support from
close and extended
family, 3) support from
close family alone
Children who received
social support only
from close family
showed more
internalizing behavioral
problems at follow-up
(effect size .02~.04)
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Summary of studies on children’s social relatiopshi Continued

Source

Purpose of study

Sample

Method

Measures

of@etc

Pettit et al. (2011)

Examine the
relationship between
specific domains of
chronic stress and
suicidal behaviors

Consecutively
admitted psychiatric
inpatients who
endorsed suicidal
ideation / attempt in
the past week

N =131 (55 attempted
suicide)

Age =M 15.02

30% male

o Cross-sectional survey e

¢ Individual interviews
with adolescents

Modified Scale for
Suicide Ideation

e Suicide Intent Scale
e Chronic Stress and
Episodic Life Events
Interview for
Adolescents — semi-
structured interview

that produces narratives

about stress

e Among suicide

attempters (n=55),
interpersonal stress in
close friendship and
social life areas were
associated with
seriousness of intent

Popliger et al.
(2009)

Investigate the
relationship between

perceived social support

from family, friends,
and teachers and
behavioral adjustment
of children with
Emotional / Behavioral
Difficulties (EBD)

Children with EBD in
6 elementary schools
in Canada

Teachers referred
children for
participation

N=54

Age = M 8.57

e 80% male

o Cross-sectional survey e

¢ Individual survey
interview with
children, phone
interview with
parents, drop-off
guestionnaire for
teachers

System for Children
(BASC)

e Children’s Depression

Inventory (CDI)

e Self Perception Profile e

for Children (SPPC)
e Survey of Children
Social Support —
Abbreviated Version
(SOCSS-AV)

Behavioral Assessment e

Friend support
predicted child
emotional / behavioral
functioning (effect
size .19)

Teacher support
predicted child
emotional / academic
functioning (effect
size .19)
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Appendix B

Researcher’s form for social convoys

Person
(Initial)

Relationship to child
(e.g. Parent, friend)

Does this person provide a social

support function? (Y/N)

Does this person provide
a negative interaction
function? (Y/N)

Lives in
same facility?
(S=staff, P=peer)

Affective

Affirmation

Tangible

aid

Conflict

Criticism

Q1

Q2

Q3

Q4

Q5

Q6

Q1

Q2
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