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Abstract

In this study, a picture of the psychological, bebaral, and academic functioning of children
living in care was provided and those factors whitipact upon their current psychosocial
adjustment were highlighted. A survey was condueteng all children living in residential
or foster care between the ages of 5 and 18 yaatswith a response rate of 92.8%, data for
270 children was collected. Children’s carers dilia the Child Behaviour Checklist (CBCL).
Carers and teachers filled in the Strengths andicDifies Questionnaire (SDQ), and young
people between the ages of 11 and 18 years alspletmu the SDQ self-report version.
Demographic data was also collected from the ofldrfiles within theLooked-After Children
Service. Results show that a greater degree oicdiies and mental health problems are
present among children in out-of-home care whenpaoed to their peers. Several adverse
pre-care experiences, a greater number of transitturing care, being male, having a low
degree of participation in extra- curricular adies, a lack of interpersonal competence and
difficulties with peer relations were among the kaspects that predicted a lower level of
psychosocial adjustment. Children in foster camedabetter than those in residential care in
terms of their overall psychosocial functioningeewhen comparing children with similar
pre-care backgrounds. Whereas there is a signifassociation between formal diagnosis and
the use of mental health services, not all childmbio scored in the clinical range on the CBCL
make use of such services. Children who do not leavermal diagnosis also attend these

services.



Dedication

We would like to dedicate this work to all thosdéldten in out-of-home care in Malta and Gozo.



Acknowledgements

We would like to thank all those who contributedite realisation of this major research
project which consists of three studies, each fimgusn a particular aspect of children in
out-of- home care:

First and foremost, Ms Carmen Zammit, former Consioiger for Children, who in 2007
included looked-after children as one of her magaa of action in her three-year work
plan. She was the one who inspired us to takeptioigct on board;

Ms Helen D’Amato, current Commissioner for Childrevho dedicated time and energy
in seeing that this work was brought to the gengualic in the most professional way;

The focus group composed of all stakeholders aace¥perts in the area of out-of-home
care for their advice and helpful feedback in thierent stages of this research project;

The whole team at the Looked-After Children (LA@r8ces withinAgenzija APP@G

for their valuable contribution during the field vkophase of Study 2. The social workers
were the ones to make sure that our research metris were duly filled and returned.
Without their cooperation the study would not haeen possible;

The teachers in schools, the carers in the resaddrmes, as well as the foster carers who
helped us by completing the assessments when ajhyaway the social workers from
LAC services;

Special thanks go to Dr Liberato Camilleri PhD, iserecturer at the Department of
Statistics and Operations Research of the UniyedditMalta, for his generous help and
advice. Dr Camilleri not only reviewed our statsli work, but also worked out some of
the more complex statistical analyses of Study 2;

The Director of the Children’s Homes, Mons ZammitK#on, and his team of social

workers for their cooperation in tracing care leaver the qualitative study, which is the

third and last study. Thanks also go to the Re¢oCharles Said, and the team of social
workers at St Patrick's Home; Fr Frankie Cini, Rier, and his team of social workers at
St Joseph’s Home, as well as to Ms Marisa Cannatiaen Director at Conservatorio

Vincenzo Bugeja;



Ms Suzanne Gili, Mr Glen Gauci and Ms Irene Muséam the Office of the
Commissioner for Children for gathering all theeash protocols from LAC Services
within Agenzija APP@G, and inputting all the data in the Statistical ke for the
Social Sciences (SPSS) for Study 2. They alsodrédredd all our interviews for Study 3;

The ten research participants, who we interviewsdStudy 3, who trusted us with their
stories. We hope that our renditions will bringtfothe desired changes from policy
makers in the country;

Mr Charles Sammut MA for his work as proofreadenslator of participants’ quotes and
copy editor.

Our families who so patiently and lovingly suppdrigs in this endeavour, believing like
us that the endless hours we spent on this piecgodt would spur the much needed
changes for children in out-of-home care.

Without the help, cooperation and support of al #bove mentioned persons this study
would not have been possible.



Study 2: Contents

Y 013 1= VX U [
[D1=To o= 110 ] o PSPPSR ii
Yo (o 1V [=To (o =T 1 0= ) P iii
Study 2 Chapter 1: General INtrodUCHION..........ceiii i e 1
1.0 1o To 11 Tod 1T o [ 1
1.2 Context fOr the STUAY ......cueeiiie e e e e e e e e e eeaann s 1
B AN 11 ¢ L3 TSI (0 [0 | 2
1.4  Conceptual Framework informing the STUAY . .oveereeiiie e 2
RS T @ o Tox 1113 (o) o PP PPUPUURSRR 3
Study 2 Chapter 2: LItErature REVIEW.........cciieeeiiii et e e e et e e e ee e e eeens 4
2.0 )£ To 11X 1T o [ 4
2.1 Vulnerability of Children Living in Out-Of-HomBlacements to Mental Health
Problems ..4
2.2 Problems in Other Areas of the Child's Develeptn............c.covviiiiiiiiiiiiie e 6
2.3  Factors Impacting on the Mental Health of Qeifdin Out-Of-Home Care...............ccc..... 8..
2.3.1  Adverse Life Experiences prior to Entering into @ere System..........ccccooevvvvieiiiniinnnnns 8
2.3.2 Further Experiences within the Care SYSIEM.........ccoiiiviiiiii i e 9
2321 Psychological factors underlying behavimanifestations ...............ccccc...coo. 11.
A TR T Vo [T T o o I 1= g o L= 12
2.3.4  Contact with Family of OFigin.........cuuuiiiiiiii e eee e e e e e aee 13
2.3.5  Quality of Child-Caregiver Relationship...........ccoooiiviiiiiiiiii e 14
2.3.6  Child-To-Child RelationNShips........cuoiieiiiiiiiec et 16
0 T A o | o - U 16



P2 R S T O (B = PSP 16
2.4 CONCIUSION. ...ttt ettt e e e e et e e et e e e e e e e e e e e et aeebbbbe e eas 17
Study 2 Chapter 3: MethOdOIOQY ......ui it e e e e e e e e e e eeeae 19
3.1 Y i oo [8 o1 1To] o PSPPI 19
3.2 RESEAICH QUESTIONS .. .ovtiieiie et et e e e e e e e et e e e e e e e e eat e e e eaeeeeanns 19
TR T = LYY= Y= Tl T D=1 T | o 20
I Lo Ty C T T o T I o (PSR 20

3.4.1 Rationale for Using the SDQ and the CBCL........cccoooviiiiiiiciiii e, 21

3.4.2 The Demographic Data Sheet .........cocceomiiiii e 22

3.4.3 The Child Behaviour Checklist/6-18 (Achenb@001) ............cccoeeviiiiiiiiiiiiiiiiiiiieees 24

3.44 The Strengths and Difficulties Questionng8BQ; Goodman, 1997) ..................... 34.

3.4.4.1 Informant and self-report versions of tlES.............ccccoeiiiiiiiiiin e, 34
3.4.4.2 The SDQ impact supplement SNEEL ... eerrniieriiiiiieeeeiiiiieeere e erenne a0 3D
3.4.4.3 SDQ: Validity and reliability ...........ccooeiiiiiiiiiiei e 36
3.4.4.4  ScorinNg the SDQ ... ..ccccuuiiieiie s st e et e r e e e e e e e e e et e e seaa e e e e e eaeaes 37
3.5  Procedures adopted for the StUAY .......coccceee i eeiiiiii e e 39

3.5.1  Seeking the Collaboration of APBG and the Education Division....................... 39

3.5.2  Sample COmMPOSItIQN........c.uuiiieeiiiie e e e e e e e e e e e e e e e e e eaaa 39,

3.5.3  Obtaining Consent and Delivering Training SEMINArS.........cccccvveiveiiiiiiiieeeeiiinnn 40.

3.5.4  Administration of QUESTIONNAITES..........oiiiiiiiii e e 41

3.5.5  Piloting the researCh toQlS..........cooiiiiii i e 43
3.6 ANAIYSIS Of DALA ...iiviii et ermmme e e a e e e aaana 43

3.6.1 General Description Of DAta............ccammmeeeeeeeeiiiiee e e e e e e eea e e eeaaensd 43

3.6.2 Inferential Data ANAlYSIS .........ooovvieeeciiiieeeein e e eee e A

vii



3.6.2.1 Comparison of children in this study with normatpepulations.......................... 44

3.6.2.2 Identifying and addressing children’s méhtalth needs .............ccccoooeeeeeeeen 4B
3.6.2.3 Examining differences between childreroster care and children in residential
care TP UUPPTRUPPN o
3.6.2.4 Variables affecting children’s psychoso@igctioning ...........cccccveeiivvviiiin e, 47
I O o Vo 11 ] [ T 49
Study 2  Chapter 4: Results — Sample CharacteristiCS.........cccuiiiieiiiiiiiiiiececiiie e 50
4.0 Y i oo [8{od1To] o USRI 50
4.1 Presenting the DemographiC DAt ........ o o oeeeeernieeeieiiiiseeeeei e ee e seese e e eeanenas 50
41.1 DemographiC DetailS ...........coeiiiiiimmmmmm e e 50
41.2 Reasons for AdmISSION iNt0 Care.......couuuueiuiiiiiiei e eeeeea s 51
4.1.3 TranSItioONS IN CAr ....ccovuiiiiiii et e e e e e bae b as 55
414 Child-To-Adult Ratio within the Setting ceeeee...vv oo, 57
415 1 o] T aTo [T I o= = 2P 58
4.1.6 Contact with Biological Par€ntS........ccccmeiiiiiiiiiiiciiin et eee e 60
4.1.7 Professional Services RECEIVEd.......ocoo i 61
4.1.7.1 Professional services received iNABSL............ccooveiiiiiiiiiiiiii e 61
4.1.7.2 Professional services being received atithe of the study ...............ccoeee s 62
4.1.8 The Educational Profile ...t 62
4.2  The Child Behaviour CheCKIIST ...« eeeeeiiiiiiiiiiis e 65
42.1 Extra-Curricular ACHVItIES .........oooiiiiii e 65
422 NUMDET Of fFrIENUS. ... e 66
4.2.3 Getting Along with Family Members and Othbil@en ..............cccooeeeviiiiiiiiviiinnn e 67
424 Breakdown of Scores Obtained on the CBCLeSCal.............cceeiiiiiiieiiiiiiiiiid 68



4.3  The Strengths and DifficultieS QUESHIONNAILE e vvvvneiiiiiii e 72

43.1 The SDQ SUDSCAIES .......ccovviiit et en e e e 2

4.3.2 SDQ — Impact SUPPIEMENT SCOIES......cccceeeee e et e e e e 74
A4 CONCIUSION.....coiiiiiiiiiiitit ettt a e e e e e et e e ettt e e e e e e e e e e eeeaebabbn e e eeeas 77
Study 2 Chapter 5: Presentation of FINAINGS.....cceuuiiiiiiiiiir e 78
5.0 INTFOAUCTION ... e ettt e e e e e e eeeaaeees 78
5.1 Comparing Maltese Children in Care with Clihigad Normative Samples in Other
SHUAIES oottt ——— ettt e et e e et e e e e e et et eeae bbb as 78
5.2 Identifying and Addressing Mental Health Pesht among Children in Care ........... 80

5.2.1 Overlap between the child’s formal diagnasis scores obtained on the CBCL DSM —
L@ 41T o1 (To R o= 1= RS 80

5.2.2 The Relationship between A Child’s Formaldbiosis and the Services being utilised by

tNE CRIIA ..ot a e e e 84
5.3 Comparing Children in Residential Care andéf0SBIre ..............uuveeiiieiieeeeeeeeeeeiians 86
5.3.1 Differences in Demographic variables.............coiiiiiiiiiiicciee e 87

5.3.2 Comparison of Children according to ReasarEfttry into Care............ccoeeeeeevevnnnnnnn. 89
5.3.3 Children’s Contact with their Family of Ofii..........ccooooviiiiiiiiiii e, 93
5.34 Services utilised by Children ........coooeeeiiiii e e, 95
5.35 The Educational Profile..............euu e 97
5.3.6 The Relationship Profile.............oime i e 98
5.3.7 Differences in Children’s CBCL SCOMES ....cceiieiieiiiiiiiiiiiiiie e 98
5.3.8 Differences in Children’s SDQ SCOIES. ommrrvneeirineeeieeeeieeeeieeeeiee e e e eeannns 100
5.3.9 Matched Comparisons between Children indeegial Care and Children in Foster
Care for the CBCL and SDQ SUDSCAIES ... eeeieeiieee e tee e e 103

5.4 Variables Affecting Children’s Psychosocial Etioning among the Whole Sample

of Children in OUt-Of-HOME-Care ........ccoiieeeeeeee et e e s 109

5.4.1 The Impact of Demographic Variables on CBGH SDQ ScOores.........cccceeeeevvvvnnnnnn. 110



5.4.2 The Impact of Reasons for Entry into Car€8€L and SDQ scores...............uuu..... 113
5.4.3 The Impact of Contact with Family of Origim GBCL and SDQ scores..................... 117
5.4.4 The Impact of the Services Being UtilisethieyChildren on CBCL and SDQ Scores.... 118

5.4.5 The Impact of Extra-Curricular Activities datinterpersonal Relationships on the

CBCL aNd SDQ SCOMES .. .ivtuiiiiii it et eeeetee e et e et e e e e e et e e eat e e e ateeean e eesttaeesataaees 124
5.5 Variables Affecting CBCL and SDQ Scores Obthamaong Children in Residential
L7 PP 132
5.5.1 The Impact of Demographic Variables on CBGU SDQ SCOres..........ccccceeevvevennnnn. 132
5.5.2 The Impact of Reasons for Entry into Car€8CL and SDQ SCOreS.........ccceeeeveeeeen. 134
5.5.3 The Impact of Contact with Family of Origim CBCL and SDQ scores.................... 137

5.5.4 The Impact of the Services Being UtilisethbyChildren on CBCL and SDQ Scores. 138

5.5.5 Impact of Extra-Curricular Activities andtémpersonal Relationships on the CBCL

ANA SDQ SCOIES ... iiitiiii ettt e et e et e e e e e e e e et e e st e e et e e e eeaeeeeteeebaaeeeras 142
5.6 Variables Affecting CBCL and SDQ Scores Obtdiamong Children in Foster
Care 147
5.6.1 The Impact of Demographic variables on CB@U SDQ SCOreS........cccoevvevvvvrnnneennns 148
5.6.2 The Impact of Reasons for Entry into Car€8CL and SDQ SCOreS........cccceeveveeeen. 149
5.6.3 The Impact of Contact with Family of Origim CBCL and SDQ scores.................... 151

5.6.4 The Impact of the Services being utilisethbychildren on CBCL and SDQ scores ... 152

5.6.4.1 Impact of extra-curricular activities aimderpersonal relationships on the CBCL
ANA SDQ SCOMES...uuiiiii it e ettt e e+ e e e e e et e e e ettt e e et e e s et e s aeaest e estn e eesnneaesens 154

5.7 Regression Analysis of the Variables Predict8tores on the CBCL and SDQ
YU o= 1 1= 161

5.7.1 Analysis of the Variables Predicting Scameghe CBCL............ccoevveiiiiiiiiiini e 162
5.7.1.1 Analysis of the variables predicting scamashe cbcl for the whole sample........ 162

5.7.1.1.a: Competence scale (combined SAMPIE) o vevvevverieieiiiiiieeieeiiiieeee e 162



5.7.1.1.b: Internalising scale (combined SAMPIEY w..ccevvvniieiiiiiiieeeiiee e, 163
5.7.1.1.c: Externalising scale (combined sample)........ccccoooeriiiiiieiiiiiin e, 164
5.7.1.1.d: Total Syndrome scale (combined sample)..........cccoceeeeiiiiiiiiiiiiiiiineeeeenns 165
5.7.1.2 Analysis of the variables predicting ssaze the cbcl for the residential sample....... 166
5.7.1.2.a: Competence scale (residential care s@mpl..........cccoceeviiiieeiiiiieiiiiiiiinne. 166
5.7.1.2.b: Total Internalising scale (residentiare sample) ..........ccccceeiviiiiiiinieevim 168
5.7.1.2.c: Total Externalising scale (residentiate sample).............ccccovciiiiiinennenna 168
5.7.1.2.d: Total Syndrome scale (residential CEBBIE)............evveeieiiiiiiiriiiiiiieereien 169
5.7.1.3 Analysis of the variables predicting ssaze the cbcl for the foster sample............. 017
5.7.1.3.a: Competence scale (foster care sample).........ccooeevveiiiieiiiiiiii e, 170
5.7.1.3.b: Total Internalising scale (foster cagT®Ie)..........cceevviieiiiiiiiieeci e 172
5.7.1.3.c: Total Externalising scale (foster casaple) ..........cccoovvvvviiiiieeieeiiniieeevieees 172
5.7.1.3d: Total Syndrome scale (foster care sample)........cccooeeeviiiiiieiiiiiiiiieeeiiennn, 173
5.7.2 Analysis of the Variables Predicting Scameshe SDQ ..........ccoovevvvviiiiiiiviiiiee, 174
5.7.2.1 Analysis of the variables predicting ssava the sdq for the whole sample............. 4.17
5.7.2.1.a: Total Difficulty scale using Carers’ éwations (combined sample)................ 174
5.7.2.1.b: Total Difficulty scale using Teachergakiations (combined sample)............. 175
5.7.2.1.c: Total Difficulty scale using child’s SeValuation (combined sample)............. 176
5.7.1.2.d: Prosocial scale using Carers’ evaluaidgnombined sample).............ccccvven.... 177
5.7.1.2.e: Prosocial scale using Teachers’ evahgi@combined sample) ....................... 178
5.7.1.2.f. Prosocial scale using child Self evéilom (combined sample).............cc......... 178
5.7.2.2 Analysis of the variables predicting ssava the sdq for the residential sample......... 179
5.7.2.2.a: Total Difficulty scale using Carers’ éwations (residential care sample)....... 179
5.7.2.2.b: Total Difficulty scale using Teachergakiations (residential care sample) ... 180

Xi



5.7.2.2.c: Total Difficulty scale using Self evdlaas (residential care sample) ............. 181

5.7.2.2.d: Prosocial scale using Carers’ evaluatidresidential care sample)............... 182
5.7.2.2.e: Prosocial scale using Teachers’ evabrai(residential care sample) ............ 182
5.7.2.2.F: Prosocial scale using Self evaluatiomsidential care sample) ...................... 183
5.7.2.3 Analysis of the variable predicting SD@rss for the sample in foster care .............. 183
5.7.2.3.a: Total Difficulty scale using Carers’ éwations (foster care sample) .............. 183
5.7.2.3.b: Total Difficulty scale using Teachergakiations (foster care sample) ........... 184
5.7.2.3.c: Prosocial scale using Carers’ evaluatigfoster care sample) ............ccc........ 185
5.7.2.3.d: Prosocial scale using Teachers’ evahuagi(foster care sample).................... 185
5.7.2.3.f. Prosocial scale using Self evaluatifosier care sample)...........ccccceeeeerannnnd 861
LTS T ©o ] o] 1113 o] o 190
Study 2 Chapter 6: Discussion Of FINAINGS.......ccciieiiiiiiiiceiie e 191
6.0 Yo To [1Tod 1T o P PO 191
6.1 Children living in Out-Of-Home Care have a HighRate of Mental Health
Problems that fall in the Clinical Range, when canep with the Normal Population................ 191
6.2 Are Mental Health Problems among Children int-OfitHome Care being
Adequately Identified and AdAreSSEA? ........ciiiiiii e 193
6.3 What are the Variables having an Impact On Bnedicting the Psychosocial
Functioning of Children in OUt-Of-HOME Care? .. iiviiiiiiiieeiei e e e 197
6.3.1 What Factors Predict Strengths among Childne@ut-Of- Home Care?............... 197

6.3.2 What Factors Predict Children’s Overall Diffities among Children in Out-of-
[ [0] 0 4 [ O T = PP TP UPPPPTT 201

6.3.3 What Factors Predict Internalising and Extdising Problems among Children in
OUL-OF-HOME CAIE7? ... ittt ettt e e e e e e e b s 205

6.3.4 Which Clusters of Factors Most Commonly Ingzh€hildren’s Overall Outcomes208

Xii



6.4 Comparing the Profiles and Outcomes of ChildreResidential Care and Children

N FOSTEE CA ...ttt e bbbttt ettt et e e e e eeeeens 210
0 R 1= o Lo T = o] Tt PP 210
6.4.2 The Care Setting SYSIEM ... ..cciiiii e e 211
6.4.3 Services utilised by Children ..........coeiiiiiiiiii e 213
6.4.4 Relationship BUildiNg ..........ooiiiiiiicei e e e e 215
6.4.5 SChOOI PEIfOIMANCE .........uuiiiiiiiit i oot e e eeeee s 216
6.4.6 Contact with Family-Of-OFigin ...........ummeereniriee e e 218
6.4.7 Quality of Care: Extra-Curricular ACtVItI®S..........c.uvivieeiiiiii e, 219

6.5 CONCIUSION ...t e e e eee s 219
Study 2 Chapter 7: Recommendations and Further Resech ...............cccoooiiiiii 220
7.1 INEFOTUCTION L.t 220
7.2 Recommendations fOr POLICY...........uuricceeee et e e e e e e e 220
7.3 Suggestions for Further RESEarCh .......cccuuiiviiiiii e 223
7.4 CONCIUSION ...ttt ettt et e e e e e e et e e e e ae e e e e enannes 224
RETEIEINCES ...t e+ eabe e e e e e 226
Y 0] 01T T 13 AT P EPERRRSRRRRR 234
F Y o] o L=T o 13 272
Y 0] 0 1= T 13 S 279
Y o] o LT o 13 S PP EPEPRRSRR 285

xiii



List of Tables

Table 1: Ranges for metric raw scores on the CBCL Profile Girls — Competence Scales
categorised according to age and Clinical Borderlin and  Normal

Table 2: Ranges for metric raw scores on the CBCL Profile Boys—Competence Scales
categorised according to age and according to &@liniBorderline, and Normal Ranges

Table 3: Ranges for metric raw scores on the Internalisibxternalising, and Total

Syndrome Scales of the CBCL/6-18 Profile for Gids Syndrome Scales categorised
according to age and according to Clinical, Botlidetl and Normal

RANGES. ..ottt e e e ae e e e e e e e et e e aee b 32

Table 4: Ranges for metric raw scores on the Internalisibxternalising, and Total
Syndrome Scales of the CBCL/6-18 Profile for Boys Syndrome Scales categorised
according to age and according to Clinical, Boidefl and Normal

Table 5. Ranges for metric raw scores obtained for eachesadl the CBCL DSM -
Oriented Scales for Girls categorised accordingdge and according to Normal, Borderline, and
ClNICAl RANG . .. ce it e e e e e e e e e e e e e 33

Table 6: Ranges for metric raw scores obtained for eachesadl the CBCL DSM-
Oriented Scales for Boys categorised accordinggeamd according to Normal, Borderline, and

(O[T a1 o= 1 == T g To =TSSR 34
Table 7: SDQ scales grouped by item NUMDET.........vceceeeee e e e 38
Table 8: Carer's SDQ scale scores for normal, borderlind,abnormal ranges...................... 39..
Table 9: Teacher's SDQ scale scores for normal, borderind,abnormal ranges................. 39..

Table 10: Self-Rated SDQ scale scores according to normaidebine, and abnormal
0= LT[ OSSP 39.

Table 11: Descriptive statistics for Age of admission intaecand Total length of rtie spent
in care, categorised by type of child’s present@iaent......-..........ocooiiiiiiiiie e 50

Table 12: Parental issues that influenced children’s admisgito care according to thrumber

Of tiIMES theyY WEre CIEd.........uiiiiee e e 51

Xiv



Table 13: Child issues that influenced children’s admissioto icare according to the number of
tiIMES thEY WEIE CItEA... ...t ere e e e e e e e e e e e s s e e e e e e e e e e s e e e s e e anaans 52

Table 14: External factors that influenced children’s adngissnto care by the number of times

101 A= = o 1 (= o 52
Table 15: Significant associations between reasons for eimity care and children’s legal
L] €= LU PP TPTRR 54.
Table 16: Descriptive statistics for Siblings iN Care ..., 59
Table 17 Professional services received in the past............cccccviiiiiiiiiiice e 61
Table 18: Professional services received at the time obthey................ccooooiiiiiin e 62

Table 19:Competence Scale scores categorised by age andrgendhe Normal, Borderline
=T o O T o Tor= I =T a o = 68

Table 20: Syndrome Scale scores categorised by agegander for the Normal, Borderline
AN CHNICAI FANGES. .. .. e e e et et s memem e et ee e rr e e e eeaeeeaeeesas s e e s e aanaanes 69.

Table 21: DSM-Oriented Scale scores categorised by age amlegefor the Normal,
Borderline and ClNICAl FANQES..........ccoivuuiieiieieiee e reeeee s reeees 71

Table 22: Descriptive statistics on the different SDQ scalms carer, teacher and self-
1] 010 PP 12.

Table 23: SDQ subscales scores for the Normal, BorderlineGlirdcal ranges usinghé caer,
teacher and self-informant evaluations.........c.coouveeiiiiiiiii e 73

Table 24: Pearson correlations relating scores provided Ifferdnt evaluators on the SDQ

o107z | [ F T 74.
Table 25: Perception of difficulties according to Carer, Tleag and Self..............c.coconnnniiild 5.
Table 26: Perception of duration of difficulties accordingGarer, Teacher, and Self ............ 75..

Table 27: Perception of the how the difficulties upset thélccland impact on his or her
functioning at home, with peers, in classroom lg@ynleisure time, and people around the child

Table 28: Percentages of the total sample rated on the npimoatierline, and dlical range
Of the CBCL DSIM SCAIES.....coiiiiiiiiiit ettt ee e e et s s enre e e e e 80



Table 29: Crosstabulation of the ratings on the Attentioni@gHyperactivity Problems scale
of the CBCL (DSM scale) and the children’s formaghosis of ADHD..........cccccceveeeeennennn. 81

Table 30: Cross-tabulation of the rating on the Affective Blemns scale of the CBCL (DSM
scale) and the children’s formal diagnosis of DEBIEN.............ccuvivieeeeeeeeiiiiiie e cmeemn e 81

Table 31: Cross-tabulation of the rating on the Anxiety Pevh$é scale of the CBCL (DSM
scale) and the child’s formal diagnosis of ANXIBISOrder ...........cccccvvviiiiiiieieieiees e 82

Table 32: Cross-tabulation of the rating on the Somatic Rnoisl scale of the CBCL (DSM
scale) and the children’s formal diagnosis of SGASOrder ...........covvvveveiiieeiiiiii e 82

Table 33: Cross-tabulation of the rating on the Oppositiddafiant Problems scale of t88CL

(DSM scale) and the child’s formal diagnosis of @gifional Defiant Disorder.............. 33.
Table 34:. Cross-tabulation of the ratings on the Conduct Rrob scale of the CBCL
(DSM scale) and the children’s formal diagnosi€ohduct Disorder ..............ccccceeeeiiicene 84
Table 35: Cross-tabulation of the child’s current placemertt kegal status....................... 89..

Table 36: Percentage of children in residential and fostae day reason for admission into
Table 37: Percentage of children in residential care, kinecand unrelated foster care by
reason fOr Care adMISSION. .........oiuuie et e et e e e s eme e e s e e e s senneeeeeens 92

Table 38: Percentages of children making past use of servameE®rding to their current
placement (Residential VS. FOSIEr CAre)....uueeeeeeerieeeeiiiiiiiiieieceiiriiereireeeeeseseeneeeeeeeeeenees 96

Table 39: Percentages of children making past use of servamedrding to their current
placement (Residential vs. Kin care vs. Unrelatestielr Care).............uvvvvvveevieieieieivieceeeennnnd 96

Table 40: Independent Samples t-test according to the chitddisent placement (Foster vs.
Residential) for the CBCL SUDSCAIES.........cceeeeeiiiiieic e e e e 99

Table 41: ANOVA according to the child’s current placemenefRlential vs. Unrelated Foster
care vs. Kin care) for the CBCL SUBSCAIES. . coeeeeeevvvieieeeeeeecic e eee e Q9

Table 42: Independent Samples t-test according to the childisent placement (Residential vs.
Foster care) for the SDQ SUDSCAIES.........cooi it eneeee e 100

Table 43: Independent Samples t-test according to the childsrrent placement
(Residential vs. Unrelated Foster care vs. Kin)camrethe SDQ subscales..................... 102.

Xvi



Table 44: Significant correlations between the number of gitaons in care and the CBCL and
SDQ SUDSCAIES.....cuuuuiiiiiiiiiiei ittt e et et e et e e et e e e e e e e eeaaeaeesr et e e b b rebrrraaaaaaaaaaaas 111

Table 45: Independent Samples t-test according to the presemcabsence of emotional
neglect for the CBCL & SDQ SUDSCAIES........cooooeieiiii et e e 115

Table 46: Independent Samples t-test according to the presesrc absence of Child
behaviour problems on admission into care for tBEC& SDQ subscales.................... 116

Table 47: Independent Samples t-test according to the us®miuse of a high support service
(HSS) for the CBCL & SDQ SUDSCAIES..........cmmmeeeeeeeeeeeeiccciivirsrereeeeeeseeesseeessssesseenes 118

Table 48:Independent Samples t-test for the CBCL & SDQ sallesc according to whether
the child is statemented OF NOL...........cccceeeeei e e e e e e 119

Table 49: Independent Samples t-test according to the psdance of psychotherapy for the
CBCL & SDQ SUDSCAIES..... oo ettt ettt e e e e e e 120

Table 50: Independent Samples t-test according to the pastotigsychiatric services for the
CBCL & SDQ SUDSCAIES .....covvvieiiiee et ee e e e e e e e e e e e 120

Table 51: Independent Samples t-test according to curreenddince of psychotherapy for the
CBCL & SDQ SUDSCAIES .....ovvviriiiieie ettt eeeee e 121

Table 52: Independent Samples t-test according to the cutreatof psychiatric services for the
CBCL & SDQ SUDSCAIES .....cvvviiiiieee et et ee e e e e e 122

Table 53: Independent Samples t-test according to currenénddince of occupational
therapy for the CBCL & SDQ SUDSCalES........coueeeiiiiiiiiiieeee e eeeee s 123

Table 54:Independent Samples t-test for the CBCL & SDQ sallesc according to whether
the child is belongs to at least one organisatiQn...............ccoeeee i 125

Table 55: Mean scores for CBCL subscales analysed by chifidedships and parental
relationships among the Whole SAmMPIE ... eeeieeeeeei e 126

Table 56: ANOVA values for CBCL subscales analysed by chilitiendships and parental
relationships among the Whole SAMPIE ... eereeieeeee e e e 127

Table 57: Means and standard deviations for Total Difficulsing teacher, carer and self- report
versions analysed by child’'s friendships and patenglationships among the whole sample

Xvii



Table 58: ANOVA for Total Difficulty using teacher, carer arsglf-report versions analysed
by child’s friendships and parental relationshipmag the whole sample ..................... 128.

Table 59: Means and standard deviations for Prosocial Bebavising Teacher, Carer and
Self report versions analysed by child’s friendstapd parental relationships .............. 129.

Table 60: ANOVA for Prosocial Behaviour using teacher, camsrd self-report versions
analysed by child’s friendships and parental refeghips among the whole sample.....129.

Table 61:. Independent Samples t-test for the CBCL & SDQ salesc categorised by

Table 62 Independent Samples t-test by presence or absér@@ieild behaviour problems for the
CBCL & SDQ subscales among children in residegi@k ..................c.ceeeeeiiiiiiiiiiiiceennnn. 134

Table 63: Mean and standard deviations of the SDQ scaleshitaren who used and did not use
the psychiatric services in the Past .......cccciiiii e 138

Table 64: Mean and standard deviations of the SDQ scalegdiegachildren’s current use of
PSYCRIALIC SEIVICES ..vviiiiiiiiiiiiiiii et e e e e e e e e e e e s e s s smmmr e e e e e e e e e e e e e e e e e e annes 139

Table 65: Independent Samples t-test for the CBCL subscalesrding to allocation of a high
RS 0 0] 010 4 o T4 <= PSP UUUUR 140

Table 66: Means and standard deviations for CBCL subscalafysed by child’s friendships
and relationship with parents among the resideséiaiple.......c.cccccccviiii i, 143

Table 67: ANOVA values for CBCL subscales analysed by chilitiendships and parental
relationships among the residential SAMPIE coeceeiiviiiiiiiiii e, 143

Table 68: Means and standard deviations for Total Difficulsing teacher, carer and self- report
versions analysed by child’s friendships and palemtiationships among the residential sample
..................................................................................................................................... 144

Table 69: ANOVA for Total Difficulty using teacher, carer arslf-report versions analysed by
child’s friendships and parental relationships agihe residential sample.................. 144

Table 70: Means and standard deviations for Prosocial Belbiavising teacher, carer and self-
report versions analysed by child’'s friendships gadental relationships among the residential
Y= 1101 0] (= UUPEUERU 145
Table 71: ANOVA for Prosocial Behaviour using teacher, camrd self-report versions
analysed by child’s friendships and parental retehips ..............ccccoieiiiini e 146

Xviii



Table 72: Independent Samples t-test according to the presericsexual abuse upon
admission into care for the CBCL & SDQ SUDSCALES.........cvuiiiiiriiiiiiiiieeeeeeeee e 149

Table 73: Independent Samples t-test according to curreehdédince of psychotherapy for the
CBCL & SDQ subscales among fostered Children w vveeveeeeeieieeeee e ceeeeeee e 152

Table 74:Means and standard deviations for CBCL subscalalysed by child’s friendships and
parental relationships among the foster care sample........cccccvvveviiiiiiiieie e, 155

Table 75: ANOVA values for CBCL subscales analysed by chilfiiendships and parental
relationships among the foster care SAMPIE cooeeee..vvvviviiiiiiiiiee e, 155

Table 76: Means and standard deviations for Total Difficulising teacher, carer and self-
report versions analysed by child’'s friendships pacental relationships among the foster care
ST L1 0] =P EEEEP 156

Table 77: ANOVA values for the Total Difficulties subscale tdie SDQ analyse8y child’s
friendships and parental relationships among teeefacare sample .......ccccccvvveveveiiiinn. 157

Table 78: Means and standard deviations for Prosocial Behawigsing teacher, carer and self-
report versions analysed by child’s friendships gadental relationships among the foster care
Table 79 ANOVA values for the Prosocial Behaviour subsaafiehe SDQ analyseby child’s

friendships and parental relationships among teefaare sample .......ccccccoeveeveiiiinnnn. 158

Table 80: List of the significant predictors for each CBClake for the combined sample, the
residential sample and the foster care sampla...............ooooiiiiiiiiee e 187

Table 81: List of predictors for each SDQ scale for the camebli sample, the residential and the
fOSTEr Care SAMPIE ... e e e e e e e aaaas 189

List of Figures

Figure 1: Number of transitions experienced by children whileare..................cccccceeeenie 586.
Figure2: Children’s most common transitions While iN CarBa........ccccvevviviiieieiiieieeeeeenend 57
Figure 3: Child-to-adult ratios according to placement type...........coeeeeeveeciicinnvinereneeeeens 58
Figure4: Number of SibliNgS IN CAre..........cooo oo eee e 59
Figure5: Percentage of children within each family thatiareare..................ccccccoi i 60..

Xix



Figure6: Frequency of contact with at least one sibling............ccvveviiii, 60

Figure 7. Number of contact hours per week for those bemgjittfrom High Support
Y= Vo0 PP PPN 63

Figure 8. Distribution of grades obtained in Maltese duringe t previous scholastic

LS PSSP 64.
Figure 9: Distribution of grades obtained in English duringet previous scholastic
B ittt ettt o———— 1111 et e e e et et te e ettt teett e samara i aa e e e e e aeeteeaeeeeeenrnrnnnn ] 64
Figure 10:. Distribution of grades obtained in Maths during thpeevious scholastic
YL ettt et ————— 11111111 £ o 4 e e e e e e e e e ee e ettt et ennnmte ettt tntt e e aaeeeeeeeaaeeeeanrres 65
Figure 11: Number of CloSE fHENAS.........cccoiiiiiiiiiie e reee e 66
Figure 12: Frequency of meeting with friends outside regutdwosl hours per week.........! 6.7

Figure 13: Frequency of children in residential and fosterecdry their current legal
] 1 1 (0 T TSP P PP PP PP PP PPPPPRPPR P 88.

Figure 14: Total Competence scores compared according todfygare, time spent in care and
age Of adMIiSSION INEO CAIE.......uuuuiiiiiiiererce e e e e e s e e e e e e s saesesrs b rrreraeaeaaaaaeaaeens 104

Figure 15: Total Internalising scores compared according petgf care, time spent in care and
age Of adMISSION INTO CAIE.......uuuuiiiiiiiaeieaae e e ee s e e e eeee et eeeeeeeeeeeeaesrstrrrrraeeeeeeaaeaaaeaeas 104

Figure 16: Total Externalising scores compared according pe tyf care, time spent in care and
age Of adMISSION INEO CAIE.......uuuiiiiiiiiececce e e e e e e eesee st r e reeeeeeeeaeeaentsbrrrrreeeeeeeaaeaaaaaens 105

Figure 17: Total Syndrome scores compared according to typeadcd, time spent in care and
age Of adMISSION INTO CAIE.......uuuuiiiiiiiaeieceeeeee e e e e eecee st ee e e e e eeaeeaenrstrebrreeeeeeeaaaaeaaaens 105

Figure 18: Total Difficulties scores (teacher version) complaeecording to type of care, time
spent in care and age of adMISSION INTO CAIummmrrieiiiieieieiei i cccrrrrre e 106

Figure 19: Total Difficulties scores (carer version) compaaedording to type of care, time spent
in care and age of admMIiSSION INTO CANE.....ccociiie e 107

Figure 20: Pro-social scores (teacher version) compared aogptd type of care, time spent in
care and age of admiSSION INTO CAr€........cceuvieeiiiiiiii e e e e 107

Figure 21: Pro-social scores (carer version) compared acogritintype of care, time spent in
care and age of admiSSION INTO CAre........coeeeeveeieieiee e e e 108



Study 2 Chapter 1 Introduction

1.0 Introduction

This study includes all the children in care in Malta, between the ages of 5 and 18 years
of age, and is the first of its kind to be carried out in this country. The study seeks to
explore the social and emotional wellbeing of children in foster and residential care in

Malta to provide a picture of how these children are faring in the various care settings.

2.0 Context for the Study

The United Nations Convention on the Rights of the Child promotes family settings for
children who are in out-of-home care. However, it does recognise that residential care
can play an important role for some children (Ruxton, 2005). In 2007, the United
Nations General Assembly continued to encourage States to offer family-based care to
these children. This type of care is considered indispensable in the case of children under
5 years, given that various studies have repeatedly replicated the finding that it is
detrimental for children in this age bracket to be placed in institutional care (see Abela,
Abela, Abdilla, Mercieca, & Mercieca, 2008 for a review). Other research carried out in
Malta has also reported that children in care “feel more attached and safer in a family

setting” (Abela, Dimech, Farrugia, & Role, 2001, p. 17).

In an attempt to provide a family setting for these children, foster care services were
formally set up on the island in the mid-nineties. At the time, only thirty families were
fostering children (see Abela et al., 2001, p. 2). By the end of 2010, the number of
fostered children amounted to over 200 children (Role, personal communication, January
17, 2011); this shift has brought about a decrease in the number of children in

residential care.

In 2007, the Commissioner for Children included looked-after children as one of her main
areas of action in the three year work plan which was presented to the Social Affairs
Committee in Parliament. She subsequently invited a focus group, including all of the
stakeholders and experts in the field, to help her lay the foundations for a National
Policy on looked-after children. Very early on, it became evident that the research
available on out-of-home care in Malta was very sparse and did not provide enough of an

empirical base to inform such a policy.
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3.0  Aims of the Study

This study was therefore commissioned with the specific aim of building a picture of the
psychological, behavioural, and academic profile of children living in out-of-home care.
Variables which had an impact on the psychosocial functioning of these children were
identified. Significant differences between children in residential care and children in

foster care were also elicited.

All the children in care between 5 and 18 years of age were assessed for the purpose of
the study. The social workers employed with the Looked-After Children service within
Agenzija APPOGG were trained by members of the research team in the administration
of two important assessment tools namely the SDQ and the CBCL. While the
information coming out of the questionnaire and the check-list was analysed statistically
for the purpose of the study, the assessments were put in the children’s files so that all
children in care had a profile of their psychosocial functioning and their current attainment

at school.

4.0  Conceptual Framework informing the Study

Given the vulnerability of these children, it was considered important that the research
would not further stigmatise children in out-of-home care. For this purpose, the study
adopted a resilience perspective when looking at Maltese children in out-of-home care.
Children’s strengths were specifically taken into account when building their profiles
which was possible since both the CBCL and the SDQ include sections which particularly
assess children’s strong points. Houston (2003) emphasises the importance of a strengths

focus for children in out-of-home care.

Although these children's strengths were highlighted, the difficulties that they face were
not ignored. An attachment perspective which provides us with a deep understanding of
the importance of relationships between caregivers and children has helped us make

sense of the problems these children have to contend with and informs our

understanding of their needs (Bowlby, 1969, 1973, 1979, 1980,1988; Schore, 2001a).

5.0 Conclusion
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The ultimate aim of this national study is to come forward with a number of findings that
can inform policy in the area of out-of-home care. It is also hoped that professionals

working with these children will gain new insights from this study.
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Study 2 Chapter 2: Literature Review
2.0 Introduction

This chapter aims to give a general overview ofrttental health needs of children in out-of-
home care by outlining the psychological, behawaband academic impact of this type of care.
The term out-of-home care denotes children livimgesidential settings, as well as those living
in family and unrelated foster care. The focushig review will be on children aged between 5
to 18 years.

Most of the research quoted in this report usedrdiatic criteria based on the™édition of the
International Classification of Diseases and Relatealth Problems, ICD-10 (World Health
Organisation, 1996) or the™4edition of the Diagnostic and Statistical Manuél Mental
Disorders, DSM-IV (American Psychiatric Associati@®00). The authors thus use the term
mental health disorders “to imply the existence of a clinically recognizaldet of symptoms or
behaviour associated in most cases with distredsagth interference with personal functions”
(World Health Organisation, 1992, p. 11). The tenemtal health problems is used to refer to
the presence of traits that are causing signifid#fitulties in the child’s intellectual and soeio
emotional development, even though the DSM-IV dp4@) criteria for a particular disorder are

not being met.

21 Vulnerability of Children Living in Out-Of-Home Placements to Mental Health
Problems

The vulnerability of looked-after children to menteealth problems is well recognised in the
literature. Studies indicate a higher prevalencenental health disorders and higher rates of
disturbance in looked-after children and adolescentomparison to children and young people
in the community (Stanley, 2007; Baker, Kurland 3y Alexander, & Papa-Lentini, 2007;
Armsden, Pecora, Payne, & Szatkiewicz, 2000; KeMlan, Roscoe, & Herrick, 2003;
McCann, James, Vostanis, 2010; Wilson & Dunn, 1996)

! Some studies included slightly younger childrenhieir sample. Thus, children’s ages implicatedhim particular

studies will be outlined.
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Using a sample of Scottish children, aged betweda 46 years, living in the care system,

Millward, Kennedy, Towlson, and Minnis (2006) foutftht over half (53%) had high enough

symptom scores to suggest that they were sufférorg a mental health problem. In fact, they
were, significantly, more likely to have symptonfsconduct disorder, hyperactivity, emotional

problems (depression and anxiety), and difficulirepeer relations. Moreover, in their research
with adolescents aged between 13 to 17 years, Mt@aal. (1996) noted that 96% of those
living in residential settings and 57% of thoseing in foster care had formally diagnosed

psychiatric disorders. It was further observed thare had previously been poor detection of
these disorders and limited access to appropried¢nent.

Furthermore, Meltzer, Gatward, Corbin, Goodman, &odd (2003) in their study of British
children, cared for by the local authorities, reépbat 45% of 5 to 17-year-olds had a mental
health disorder as compared with 10% of childrethenwider community.

The most common mental health disorders identifiete conduct disorders, followed by
emotional disorders, and hyperactivity. InteregiinMeltzer et al. (2003) report that whereas
about two-thirds of children living in resident@dre were assessed as having a mental disorder,
this was the case in only about 4 in 10 of thoseed with foster carers or with their natural

parents.

In accordance with the above mentioned study, Aemst al. (2000) using a sample of children
aged between 4 to 16 years living in long-term fanfioster care, report that on average,
children in care have more behaviour problems of eaternalising, rather than of an
internalising nature. In fact, they argue thathsfiodings are consistent with the accumulating

documentation of significant behaviour problemstufdren in the foster care system.

On the other hand, Stanley (2007) in his qualieastudy with adolescents, aged between 12 and
19 years, in both residential and foster care rggfireports that professional and kin carers
identify anxiety or fear and low self-esteem as nental health problems most likely to occur
in looked-after children and young people. Howev&tanley (2007) also notes that poor

relationships with adults and other young peopke,wall as severe tantrums were other

5
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problems considered by carers to have a relativigly incidence.

Significant mental health problems in children iat-of-home care appear to be even higher
when considering children who are within the clptdtection system. Katz et al. (2006) in fact
report that 93% of children in the British childopection system had one or more symptoms of
childhood mental health problems: half of the aleitdpresented with conduct disorder and 45%
with unipolar depression. Oppositional defianbdiker, attention deficit hyperactivity disorder,
and anxiety disorder were each identified in alsguarter of children. Additionally, in more
than 4 out of 5 cases, the child had difficultieghwhis or her emotions, concentration,

behaviour or ability to get on with other people.

Different researchers have also noted that yourgplpe in foster and residential care, had
significant behavioural and emotional problems, tiplé difficulties, or comorbidities For
instance, Meltzer et al. (2003) reported that rye#inree-quarters of adolescents, living in
residential care, were diagnosed with one or mommg$ of a mental disorder. De Jong (2010)
also points out that conventional diagnosis, sustihat used in the DSM, does not capture
sufficiently the difficulties of children in cargyhich might include syndromes such as quasi-
autism, reactive attachment disorder and complaxma. In Millward et al.’s study (2006),
children in care had significantly higher symptooores for Reactive Attachment Disorder
(RAD) compared to both school and general pracitgrols. Moreover, scores for RAD were
highly correlated with conduct problems, emotionaioblems, hyperactivity, and peer

relationship difficulties.

2.2 Problems in Other Areas of the Child’s Developent

Apart from the above mentioned mental health problechildren and adolescents in care may
also experience physical problems, sexual behavpuoblems, and academic difficulties.
Throughout their literature review, Hill and Thorops(2003) point out that, children with
mental health difficulties may be more vulneraldephysical health problems than their peers.
Additionally, children with sexual behaviour profrie are exceptionally at risk for further

externalising types of problems (Armsden etz000).

> The term comorbidity refers to the presence of twanore simultaneous disorders or medical condstion
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Poor academic achievement has also been found ¢bayacteristic of children in out-of-home
care (Schiff, Nebe, & Gilman, 2006). Various resbhdindings have also reported that children
raised in institutional care experience delays anglage development that include poorer
vocabulary and less spontaneous language produclia@ard and Joseph (as cited in Johnson,
Browne, & Hamilton-Giachritsis, 2006) note thatstltiepends on the standard of care provided,;
they differentiate between institution-orientedecand child-oriented care. Institution-oriented
care is characterised by low staff-to-child rat@hildren’s lack of personal possessions,
deficiency in children’s ‘everyday experiences’ dastaff in need of experience, that are all
elements associated with delayed language develipi@e the other hand, child-oriented care
is associated with normal development as it in@dustaff members that do not adhere to strict
routines but spend time interacting with childrerhiley scaffolding their learning and
developmental progress; such care provision ressmhbre that provided to children raised in

a supportive family setting.

The By Degrees study carried out in-depth interviews, at regukdetvals, with three successive

cohorts of university entrants who had been in earthe age of 16 years and the majority of
whom had spent at least 5 years in out-of-home. cdirégranspired that the main factor that
differentiated the care experience of these stdieoin that of other looked-after children was
that they were placed in foster homes that providigth-quality educationally-oriented care.

Such care involved foster parents who provided geodditions for study, supervised

homework, attended school events and worked clos#tly the children’s teachers, offered

advice and celebrated events (Jackson, Ajayi, &f@yj 2005; Jackson & McParlin, 2006).

Also of note is that in their Israeli study, Scletfal. (2006) also state that youths had the lowes
level of life satisfaction in the ‘school’ domaisuggesting that youths in care may not be

achieving at an optimal level.

Armsden et al. (2000) look at the relationship lestwbehaviour and academic achievement and
report that there is a two-way causal relationslgfween behavioural and academic problems,
in that half or more of children with significantffctulties in certain behavioural areas were

performing poorly in school.
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Additionally, many of these children showed sodmimaturity, weak control of emotions, as
well as behaviours that hindered learning and aglbbool adaptation. At the same time, some
of their responses to faring poorly in school inledd emotional and behavioural maladaptation,
thus creating a vicious behavioural cycle. Fottanse, a strong relationship was observed
between anxiety and depression and school perfarenaroblems.

2.3 Factors Impacting on the Mental Health of Childen in Out-Of-Home Care

231 AdverselLife Experiencesprior to Entering into the Care System

Pre-care experiences may have predisposed chitdran increased risk of developing mental
health problems. These experiences may include Ieigels of abuse and deprivation (Stanley,
2007; Kelly et al., 2003). In fact, Fox and Bekri2007) report that a large proportion of

children feel safe in their foster carer’'s homdesthan they did in their birth parent’s home.

Attachment theory emphasises the critical roleasfyeexperiences in shaping the expectations
and beliefs a child constructs concerning the nespeness and trustworthiness of significant
others. Such expectations, or internal working eb&d contribute to the way children
subsequently organise their attachment behavioarcan have an important impact on shaping
and maintaining an individual’s interpersonal dymzsm(Fraley, 2002). In fact, Stovall and
Dozier (1998) note that the child’s “movement alamgparticular developmental pathway is
determined by the transactions that occur betwkerchild and his or her environment. In a
transactional model the child and the environmestdetermine a child’'s developmental

progress” (p. 66).

In fact, Armsden et al. (2000) remark that the hrgke of delinquent behaviour problems
manifested by the fostered pre-adolescents in theidy, may reflect the prevalence of
maltreatment earlier in their lives. Many of thema frequent problem behaviours shown by the
children in this study, such as lying, stealingyihg trouble in getting along with parents and
peers, and difficulties in self-control, reflecethhistories of disrupted attachments.
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2.3.2 Further Experiences within the Care System

The complications outlined above may, on some aaoasbe exacerbated by the care system,
thus increasing vulnerability rather than strengihg psychological resilience (Richardson &
Joughin, as cited in Kelly et al., 2003). Thisok relevance, particularly, when the child
experiences: separation from family, moves from mewdential home to another, disruptions
and placement breakdowns, variable standards of ead exposure to the distress and
disturbance of other children (Stanley, 2007) whach interrelated to social, educational and
relationship difficulties. On the contrary, chigalr with mental health problems are less likely to
achieve placement stability, thus often enteringequence that is difficult to break (Barber,
Delfabbro, & Cooper, 2001). Kelly et al. (2003) alsote that looked-after children are also
vulnerable to further abuse and emotional damageirwitheir placements and the wider

environment.

In accordance with the above research, Callaghaany, Pace, and Vostanis (2004) report that
“placement stability and the presence of securecandistent adult care are important factors in
improving young people’s overall psychosocial weding” (p. 142). This view, on the
importance of placement stability, has led to clesnigp practice. For example, the Adoption
and Safe Families Act in the US requires permaneecysions to be taken at an early age in the
child’s care history, specifically if a child hagdn in care for 15 out of the last 22 months
(Minnis, Byrce, Phin, & Wilson, 2010). Notwithstand, it is significant to note that this
increased time pressure on permanency planningailsayhave negative consequences in some

instances (Phillips & Bloom, as reported in Minatsal., 2010).

Stability was also seen as important among childinefoster care. In fact, Fox and Berrick
(2007) report that foster children’s experiencesaitty, support for their well-being, continuity
with their birth families, and family-like care iplacement, are related to the stability of the

foster placement.

Moreover, from their study comparing youth in resitial treatment centres (RTCs) to youth in
therapeutic foster care (TFCs), Baker et al. (20€3f)clude that although both populations

9
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showed an extremely high level of behavioural arehtal health disorders, the prevalence of
disorders in youth in RTCs was significantly higltean that of youth in TFCs. Additionally,
Stanley (2007) outlines how the residential staffhis study identified regular, or frequent,
problems at higher rates than foster carers om@#isures of mental health needs, particularly in
the reporting of severe tantrums. Residentiakexs were also more likely to report high-risk

behaviours and symptoms, such as eating disordang, and alcohol misuse and self-harm.

This difference in rates of mental health problemschildren and young people between
residential and foster settings is consistent whth findings of other studies (McCann et al.,
1996).

Nevertheless, one must not exclude the possibléiy@aspects of residential care. From their
review of a number of studies, Armour and SchwaB0%} conclude that some treatment
practices have made a significant impact on childeed youth who are severely disturbed.
Moreover, in contrast to the study by Baker e{2007), Kendrick (1995) reports that although
residential placements were considered by sociakeve to be less successful than foster
placements in achieving their goals, when the afrdacements were taken into account, there
was little difference in the ‘success’ rate of @ysand residential placements. Schiff et al.
(2006) also reported moderate levels of life satisbn among Israeli youth in residential care,
suggesting that despite the stressors which areriexgged in residential care, youth could adapt

to these stressors on a positive level.

Armour and Schwab (2005) also report positive fuigdi among children with severe
behavioural difficulties when placed in highly sjadised residential settings, although, as
reported by Callaghan et al. (2004), success rite negards to mental health well-being was
seen as directly related to placement stabilisatidnthe end of the two-year highly specialised
programme, Armour and Schwab noted that althoughetivere some negative outcomes, the
gains made by children attending the programme wene remarkable, particularly since these
were unexpected due to the severity of the childrdifficulties. They note that several factors
may have been implicated in the success rate efgfoject, including continual one-on-one
monitoring, individualised attention and programgjiconsistency in limit setting, behavioural

management, and a highly structured environment.

10
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However, one must note that, as Stanley (2007)tp@nt, the difference in rates of mental
health problems among children in residential avster care settings might be due to the fact
that high risk behaviour may lead to a move todesiial care, apart from the possibility that

this behaviour may increase in group settings.

23.21 Psychological factorsunderlying behaviour manifestations

Winnicott (as cited in Briggs, 2004) conceptualigeghaviour as meaningful, and understood
difficult behaviour as an expression of the chifdsehope that someone in the environment will
understand that they are looking for a good palexperience. Indeed, he coined the term
‘deprivation’ to refer to the child’s total absenoé good enough experiences with parental
objects. This term was later developed by Hensyc{ged in Fleming, 2003) who came up with
the concept of ‘double deprivation’ to describeldi@n who because of ineffective parental
experiences, were reluctant or unable to accephtineiring offered to them by adults in their
environment, thus making them ‘doubly deprived'.

When an infant does not experience an object wimotalerate and contain his anxieties and
frustrations (Bion, 1984), the infant’s trust iretbapacity of the world to withstand his/her rage
is diminished (Fleming, 2003). Howe and Fearnl2§0@) note that in such circumstances
children learn that help is unpredictable, and thusid being cared for, as “care for them
implies danger, abandonment, rejection, confusiwh taurt” (p. 374). By repeatedly engaging
in maladaptive patterns of behaviour, including raggion, violence, and helplessness, these
children may thus appear to be actively sabotatheggood care available to them (Fleming,
2003).

Music and Hall (2008) remark that as a result efrtbomportment, children “can be ‘excluded’,
deemed a problem, and are seen as ‘bad’, ‘unmablejeainstable’, ‘uncontrollable’, or
‘dangerous’. However, professionals need to chgélenvhere appropriate, the discourse with
regards tavho has a problemyhere the problem is located, amdw best to deal with it. Thus,

a crucial role is of containing unmanageable a$facich as fear, anger, disgust and hurt, so that
it becomes possible to help others to see a childad rather than bad, hurt as well as angry,
distressed rather than malevolent, and in needpgat and help” (Music & Hall, 2008, p. 45).
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However, offering such containment is not alwayssgide. As Briggs (2004) notes, it is
probable that, at times, “adults either miss thmtpof, or become overwhelmed by, the child’'s
communications through difficult to manage behawigp. 38). Consequently the environment
itself becomes emotionally depriving, giving rige ‘triple deprivation’, a concept elicited by
Sutton (as cited in Briggs, 2004).

Indeed, as noted by Ebeling (1994), this is confleehby the fact that children may project
different parts of themselves onto diverse staffriners, evoking different feelings in different
staff members. Moreover, through projective idécdiion, the child may evoke even
contradictory counter-transference reactions inouar staff members (splitting) whereby the
staff might find themselves entangled between tbin experiences and the child’s emotions to
the extent that they find it difficult to think abbthe child and his/her needs. In addition,
various staff members may react in an oppositeidastowards the child. In fact, “staff
members who are the recipients of cruel, punispaxgs from the patient will tend to react to the
patient in a cruel, sadistic and punishing manaff members who have received loving,
idealised, projected parts of the patient will téndrespond to him with a projected parental
love” (Adler, as cited in Halperin et al., 1981 564).

In fact, Briggs (2004), on reviewing the work oft®m (1991), Britton (1981), and Bion (1959),

remarks that behaviour is actually an emotionahphgenon, as it is an outward expression of
the internal difficulties the child contends withh@n facing the external reality of a caring
environment. Hence, the environment becomes arti@mab one, both because the child’'s
behaviour is an emotional event, and because Hféssteelings are elicited through their

interactions with the child.

2.3.3 Ageand Gender

In their review of studies, Armsden et al. (2008) &chiff et al. (2006), reported conflicting
results regarding the influence of gender on thataddnealth of children in care. There appears
to be no clear pattern to the incidence of one gergperiencing more mental health problems
than the other; this seems to be the case alsaoegtrds to different age groups. In their paper,
comparing 13 studies ranging from 1986 to 1997, revitiee Child Behaviour Checklist (CBCL)

was used, Armsden et al. (2000) report conflicfingings as regards the effect of age on the
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impact of out-of-home care. Some studies repartddble differences between pre-adolescents
and adolescents in problem behaviours. Howevéwrrostudies reviewed by these authors
reported no age-group differences in the CBCL scor&urthermore, in their own study of

children in foster care, Armsden et al. (2000) regbat adolescents were rated higher on
Anxious/Depressed and on Somatic Complaints tharagolescents. However, twice as many

pre-adolescents scored in the combined clinicajeam Delinquent Behaviour.

2.34 Contact with Family of Origin

Contact with family of origin is another factor whi seems to influence the well-being of
children and adolescents in care. The role ohhmbthers was emphasised as the primary
source of support by adolescents in care (Sta2@§7), and for the majority of children, the
preservation of birth-parent ties constitutes anpriy goal (Fox & Berrick, 2007). Most children
in care desire contact with their family, evenhéy do not want to live with them (Sinclair &
Gibbs, as cited in Clough, Bullock, & Ward, 2006%chiff et al. (2006) in fact stress that
attachment to a substitute care-giver does not t@glp replace the effects of parental
attachment, and suggest that the combination ofynfasmed relationships with care workers
together with on-going and positive relationshipshwbiological parents would be of most
benefit to the child.

Fox and Berrick (2007) report that over half ofldten in kin placements and over two- thirds
of children in non-kin placements wanted more feegucontact with their biological parents.
Similarly, a study of children in kinship, fostemd group care by Chapman, Wall, Barth, and
The NSCAW Research Group (cited in Fox & Berrickl02) suggests that two-thirds of
children wanted more contact with their biologicabther, and the large majority reported
feeling ‘happy’ following visits. These authorsalhighlight the importance children placed on

contact with siblings.

Stanley (2007), however, reports that although est@nts expect maternal support, these
expectations are sometimes not met. In these ,cadetescents showed ambivalent feelings
towards their birth mother, characterised by argganflicting with love. Furthermore, contact

with birth parents is not often available to chéldrin care. Stanley (as cited in Stanley, 2007)

hypothesises that this may be because of the hghalgnce of mental health problems among
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mothers whose children were looked-after, as thghtrhave a negative impact on the mothers’
capacity to support their children. In fact, resbavhich addressed these mothers’ experiences
of parenting revealed women “struggling to parenhtalistance but feeling ineffective and
powerless in the face of both the demands of ttgldren and the bureaucracy of the looked-
after system” (Stanley, 2007, p. 260).

Katz et al. (2006), also, demonstrate a high let@eed among the family members of children
in care within the child protection system. Paaénli-health, parental substance misuse,
maternal and sibling mental health problems, patdetirning difficulties, and family contact
with the criminal justice system, occurred in arduwo-thirds of cases in this study. In 3 out of
4 families there was a problem affecting at leafstnily member. The majority of families had
previously been known to social services for clpidtection reasons. For many families, the

child protection system was only one of a rangenmiounters with state services.

The authors highlight how the system failed to addrthe holistic needs of the family, focusing
on abusive incidents, notwithstanding that thedchpilotection issues were only one element in

the long-standing practical and emotional familglpgems.

Nevertheless, not all research suggests that eantshcontact between the child in care and the
birth parents is beneficial for children’s well-bgi Schiff et al. (2006) in fact state that

empirical support of this hypothesis is inconsistand that findings are equivocal.

2.3.5 Quality of Child-Caregiver Relationship

The quality of the relationship between an adultegaver and a child is a key factor in
successful fostering and residential care placesn@ibugh et al., 2006; Schiff et al., 2006).
Disturbed care-giving relationships are often oh#ée significant etiologic features of conduct
disorders, social withdrawal and inhibition, anyielisorders, childhood depression, and other
early clinical problems, which together with othesk factors, contribute to the onset and

maintenance of psychopathology (Zeanah, as cit@thampson, 2002).

Indeed, various research findings stress thateasg, in young people, even those coming from

a very deprived background, can be elicited throaigbarm and supportive relationship with at
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least one caregiver who serves as a positive roldefr(Rutter, Giller & Hagell, as cited in Stein

1990; Callaghan, et al., 2004; Smith, 2006). Schkif al. (2006) suggest that positive

relationships between children and care-workers beagssociated with a more positive mental
health status and higher life satisfaction than twhkiauld be expected from children’s pre-

admission history. Other studies have found thetilal who has a good relationship with even
one caregiver manifests greater resiliency thanwihe lacks such a relationship (Werner &
Smith, as cited in Smith, 2006).

Furthermore, Stanley (2007) reports that adolescentare also stress the importance of the
caregiver, highlighting the significance of availap and continuity of carers and of staff who
set clear limits. On the other hand, a lack ofststency, such as that created by the shift system
in children’s homes, was the focus of critical coemts in Stanley’'s (2007) study. These
aspects highlighted by Stanley’s study also emengedsearch conducted by the Office of the
Commissioner for Children with children and yourepple coming from different services on
the Maltese island (Gonzi, 2006).

Berridge (as cited in Clough et al., 2006) setsalist of factors that his research suggests as
characterising good relationships between childagxd caregivers, namely staff who are
informal in approach, respect young people, anekfiend sometimes challenging, are available,
punctual and reliable, maintain confidentiality,Igheut in practical ways and keep their

promises.

However, it may be difficult to provide children itare with the ideal care giving milieu,
especially where children have attachment diffieslt notably Reactive Attachment Disorder
(RAD). Although foster carers may be motivatedptovide a warm, sensitive, care-giving
environment, a child with RAD may not be predisgbsereceive this. Thus, carers can feel de-
skilled, and those working to support them neelde@ware of the particular challenges children

with these symptoms may bring (Millward et al., 80

Stanley (2007) brings out another important aspecaregiver-child relationships, as he reports
that adolescents value confiding in caregivers Wao experience of similar difficulties or who
had been looked after themselves. Carers who kad through the care system themselves

were perceived by the adolescents as being akiederstand them and to know how to support
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them better. This suggests the importance of dnogi positive ‘models of survival’ which

young people find authentic and encouraging.

2.3.6 Child-To-Child Relationships

Several writers point out that child-to-child réteiships are also an important component of the
child’s world (Clough et al.2006). Fox and Berrick (2007) state that frierslgnificantly,
influence children’s well-being and socio-emotiodalelopment. Disruption of friendships can
be particularly troublesome for many children (Jm Yoken, & Voss, as cited in Fox &
Berrick, 2007).

237 Stigma

Stigma and pathologisation of children and adoletscan care were seen as having a negative
impact on mental health (Stanley, 2007). Childmarsubstitute care, often report that they feel
that the experience of being looked-after by tlaesttemeans them in the eyes of others. This
marginalisation may be increased by the low prefezegiven to residential care when compared
to foster care by professionals themselves (Claigti., 2006). Schiff et al. (2006) suggest that
labelling and stigma of children in care may be these of low life satisfaction in academic

areas.

2.3.8 Culture

The culture of the residential setting; includingaty, attitudes, beliefs, rules of behaviour,
procedures, routines and customs, internal cohess#e and nature of boundary with the
external world, was also found to influence chitdsewell-being. (Sinclair & Gibbs, as cited in
Clough et al., 2006). It is however interestinghtiie that staff training was not found to be a
determining factor in outcomes of care (SinclairGibbs, as cited in Clough et al., 2006).
Sinclair and Gibbs (1998) suggest that this maydbe either to the inadequacy of training
programmes to equip staff, or to other staff fagt@uch as confidence, morale, culture and
leadership which may be more important. Anothessgme determining factor mentioned by
these authors is that staff may have been unalpetttheir training into effect.
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2.4 Conclusion

It is apparent that the nature or characteristideaked-after children have gradually changed
over the years. Social workers and other profesdsoinvolved with services for looked-after

children, increasingly, express the view that akitdand young people who are currently being
taken into care have more extreme and complexcdiffes than in previous decades (Kelly et
al., 2003).

Despite the above evidence, the extensive ment@thhelemands of looked-after children
remain largely unmet (Callaghan et al., 2004). fdat, McCann et al. (1996) report that a
significant number of adolescents in their studjpowvere suffering from severe, potentially
treatable, psychiatric disorders, had gone undadectOther studies (Bellamy, Gopalan, &
Traube, 2010) have pointed out the ineffectiverdassing outpatient mental health services as
an intervention for children in long-term fostere&a However, it is worth noting that within this
study the authors refer to the treatment groupghaset who attended outpatient services for at
least 3 visits. As De Jong (2010) points out,rtbeds presented by this population may be more

complex and possibly necessitate longer term work.

Results from a study by McMillen et al. (2004) el how foster care case-managers are
actively engaged in arranging mental health sesvioeolder youth in the foster care system. In
fact, few youth with psychiatric problems were meteiving services, and youth who entered
the system with psychiatric problems tended to ivecenental health services soon after
entering the system. However, the youth receivadrangly high rates of the most invasive
and stigmatising mental health services (inpatirt residential programmes) and 50% of these
youth did not receive a community-based serviceofigefeceiving a more invasive service.
There is relatively little evidence on the spedificand clinical cost-effectiveness of different
types of interventions provided to children in gdmewever those based on attachment theory

seem promising (Vostanis, 2007, 2010).

Mount et al. (2004) remark that only a small petaga of looked-after young people are seen
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within Child and Adolescent Mental Health Servi€AMHS). According to Vostanis (2005)
there is a low prioritisation of vulnerable childran such systems that tend to favour stability in
order to be accessed by user groups. Mount also. outline a number of other possible
reasons for this; namely, poor provision of mertehlth services for young people in care,
ineffective interagency communication and fragmeomaof services, lack of care pathways,
perceived stigma of mental health problems, incigdear of pathologising children in care, and
failure of carers to identify mental health probteand to refer cases. Tarren-Sweeney (2010)
points out that caregivers very often did not céinsith mental health professionals, in spite of
the presence of mental health difficulties, and nvtteey did, it was more likely to be in cases

where the child had a history of having been abused

The consequences of failing to identify mental treptoblems in young people may be serious:
in the short-term, care placements may be disryptel in the long-term, adult life
opportunities and mental health may be jeopardi@ednton & Rutter, as cited in Mount et al.,
2004). Mount et al. (2004) continue to explain hawview of the traumatic experiences of
many looked-after young people, their further eigreres on entering the care system and their
high levels of need, identifying mental health peohs, through assessment, is necessary.
Furthermore, early identification of mental heattbeds is believed to be a cost effective
intervention in a young population at high risk ddveloping mental health problems, where
strong links have been established between poti oiental health and societal issues such as
juvenile crime, substance abuse, self-harm andgdisorders. It is thus imperative that
services are tailored in such a way that thesedmdrnils different needs are dealt with in an
efficient and effective manner (Clough et al., 200€hambers, Saunders, New, Williams and
Stachurska (2010) recommend the need for a spemfigrdinating service to overcome the
inherent fragmentation of this group. Essentidigalth, welfare and educational services must
operate together with an awareness of the processgksesource constraints in each sector if

they are to deliver sustainable and reliable hezltle to this vulnerable group (Golding, 2010).
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Study 2 Chapter 3: M ethodology

3.0 | ntroduction

This study seeks to provide a picture of the pshudioal, behavioural, and academic
profile of children living in out-of-home care, inding those living in residential and

foster care.

In this chapter, the research questions put ford@ardhis study will be presented, and the
guantitative approach adopted will be explaineddeailed description of how the data
analysis was carried out will also be provided.

31 Resear ch Questions

This study sought to answer the following main goes:

e What is the psychological, behavioural, and acadeprofile of
children in out-of- home care?

e Which are the variables having an impact on theclpssocial
functioning of these children?

e Is there a significant difference between childnerresidential care

and children in foster care in terms of their defi
The following hypotheses have been generated:

e Children living in out-of-home care have a highater of mental
health problems that fall in the clinical range wiewmpared with the
general population.

e Children living in out-of-home care have mental Itteaproblems
which are not adequately diagnosed.

e Children living in out-of-home care have mental Itteaproblems
which are not adequately addressed.

e Children living in residential homes have more maénhealth
problems which fall in the clinical range than dnén living in foster

care.

19



Study 2 Chapter 3 Methodology

e The mental health of children in out-of-home caseaffected by

several external factors.

3.2 Resear ch Design

This quantitative study included the whole popuolatiof children in out-of-home care
between the age of 5 and 18 years. The decisiomcdade all of these children was
primarily taken in order that all of these childrenout-of-home care would be provided
with a psychological, behavioural, and academidilerm their files. Such a profile would
present a better indication to carers of the imetions they might need to take

regarding the children under their care.

Moreover, having the whole population of childrenciare in our sample, made it possible
to carry out a whole range of statistical analyseduding a thorough comparison between
children in residential care and children in fostare.

Children under 5 were not included, as the resetgam had already written a paper
considering the ill effects of institutional placems for children under 5 (Abela, Abdilla,
Abela, Camilleri, Mercieca & Mercieca 2008) and lzatvocated against placing children at

such a tender age in a residential setting.

This research design necessitated the help anddugftheLooked-After Childrerservice
within AgenzijaAPPQGG!, as well as teachers in schools, other carers idemisal homes,
as well as foster carers of children themselves diped us with the assessments. Training

was offered to the social workers to help us inveork.

This preparation enabled the social workers to edpéheir repertoire of skills by
developing their proficiency in using the CBCL a&iDQ in their clinical work. In
addition, this also granted the possibility to eaelw child, put into out-of-home care from

the date of the research onwards, to have suchsmssment in his or her file.

! Agenzija APP@;G is the central national agency for children amdifi@s in need.
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3.3 Research Tools

Two research tools were used in this study, nantleé/Child Behaviour Checklist (CBCL)
and the Strength and Difficulties Questionnaire (8D A Demographic Data Sheet
including important information about children imteof-nome care also forms part of the
guestionnaire. The CBCL provides a broad desonptif the symptoms of emotional and
behavioural disturbance, together with social caempaes exhibited by the child over
the past 6 months. The SDQ provides a measureails emotional, and behavioural

functioning.

3.3.1 Rationale for Using the SDQ and the CBCL

It is increasingly being recognised that diagnosingsychiatric disorder, solely in terms of
the recognised constellations of psychiatric symsto can result in implausibly high
“caseness” rates (Goodman, 1999). Goodman (19a8)tans that “an exclusive focus on
symptoms ignores several factors that have an iapbbearing on whether a child or
teenager has a psychiatric disorder” (p. 791)fad, since “symptoms alone are not a good
guide to the presence or absence of psychiatraraks in childhood and adolescence, the
current operational diagnostic criteria for mosilctipsychiatric disorders stipulate that the
diagnosis cannot be made unless the relevant symspte@sult in the young person

experiencing substantial distress or social impaith(Goodman, 1999, p. 791).

Hence, the willingness to obtain a comprehensivupe, as much as possible, and the
fact that both the CBCL and the SDQ look into théds overall strengths and difficulties,

influenced our choice of these two standardisedti@naires.

These two tools seek the views of different perseing are in contact with the child, which
is an important asset to consider given that alhflinctioning can vary from one context
to another, and that comprehensive evaluationsuattioning is best obtained from

multiple sources.

It is important to note that the SDQ has the adaldwhntage that it can be completed by
both parents and teacher, in a relatively shorbdesf time. Although the CBCL provides
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a Teachers’ Report Form, this was considered toanbee time-consuming to fill in and
score than the SDQ-Teacher Form, and therefore ldtter was preferred. When
possible, data collected from this form enabled ¢beoboration of information obtained

from both the ‘home’ and school environment.

In addition, both the CBCL and the SDQ have theeddaddvantage of having questionnaire
forms specifically designed to be completed by thddren themselves; the Youth Self
Report (YSR) and the Informant-Rated Form respebtjvenabling us to gain an

understanding of the child’s strengths and diftiesl as perceived from his or her own
point view. Once again, as the latter form is l@s&-consuming to fill in and score, it was

chosen over the YSR.

Furthermore, another advantage of the SDQ is thlaas been locally standardised, hence
enabling the comparison of the population of cleitdin out-of-home care with the general

local population.

Information obtained from the CBCL could be used dmmplete the DSRoriented
scales. As will be explained in further detail below, theSM-oriented scalesise
diagnostic labels for specific psychiatric condisowhich are closely related to those
found in the DSM. Hence, it provided a tool to cargthe diagnosis already given to the
children (captured through the demographic datetyhsith the tentative diagnosis that
emerged after the CBCL was completed; this dataldvoat have been captured through
the SDQ.

An added benefit of the CBCL over-standardised edesnded forms is that, it also
enables the user to obtain more individualised rgesans through its open-ended
guestions. More specifically, the CBCL targets trespondent’s concerns about the
child, and how he/she looks at his/her strengtfiiis data was not analysed by us.
However, this part of the tool was also administess the research team deemed that the
children benefitted from having such informatiortheir files.

2 The Diagnostic and Statistical Manual of Mental DisordgDSM) published by the American Psychiatric Asation provides a
common language and standard criteria for thei€ilzetson of mental disorders.
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3.4.2 The Demographic Data Sheet

Through this sheet the research team aimed atnitgademographic data and additional
information regarding the child’s circumstances,ickhwould not have been captured

through the other standardised research tools.

The data sheet, which can be reviewed in Appendixadxasisted of 8 distinct sections

which will be presented in further detail hereunder

Section Aprovides demographic information regarding theédchinationality and ethnicity.

Section Bprovides information pertaining to any known medlicondition, mental health

problem, and/or learning or physical disability developmental disorder. Problems in
each area were listed and the respondent had dot sl those that where applicable. At
the end of each list, the informant was asked twvide any other pertinent information

which was not included in the list provided.

Section Cprovides a brief overview of the child’s care brst The variables elicited
include the age of the child’s first admission irdare, the total numbers of transitions
while in care, and a brief description of the tgdeanoves experienced. The total length of

time the child spent in care to date was also retgde

Section Drequested information regarding the child’'s legi@tus at the time of research.
The main reasons for entry into care with regamlgdrental issues, child issues, and
external factors, were also elicited through a Vigtich was presented in a close-ended
format where informants had to tick where applieablOnce again, at the end of each
list, the informant was asked to provide any otpertinent information that was not

included in the list.

Section Esought information about the child’s placementvasdl as the child-to-adult

ratio present within that particular setting.

Section Finquired about the number of siblings the childl,haow many of them were in
care, and whether the child was placed with anyisfor her siblings. Moreover, the
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type and frequency of contact the child had withlisgs, mother, and father, including

whether this was supervised or not, was also recbrdFor each question a number of
nominal or ordinal categorical options were prodidiEom which informants had to select
the most appropriate. Once again, at the end df kstahe informant was asked to provide

any other pertinent information which was not imgd in the list.

The focus of Section ®vas to obtain an overview of the services thedchelceived from
different professionals, both in the past and atttme of the study. Respondents were not
directly asked whether social work services weceiked by the child, since all children
in the study were being followed up by a social keorfrom theLooked-After Children
service ofAgenzija APP@G. This section also included a question about whetrechild

received input from a high support worker and thber of hours received per week.

In the last section, Section, khformation about the child’s schooling was ob&al. This

included whether a child was statemented, and ype Of class support he/she was
receiving, the number of days the child spent afvagn school due to absenteeism, and
whether the child repeated class. The child’s gradebtained during the annual

examinations of the previous scholastic year foglish, Maltese, and Maths were also
recorded. In the case of children who were in year younger, and who would not sit for
annual examinations, the grades recorded were thlaséned in the previous year in these
three core subjects when available. As for childegho had finished Form 5, grades
obtained in Form 5 were included. Lastly, the childurrent level of schooling was

requested.

3.4.3 The Child Behaviour Checklist/6-18 (Achenba&@01)

The Child Behaviour Checklist (CBCL/6-18), whichnche utilised with youngsters aged
between 6 and 18 years, was filled in by a parembgate (namely the child’s foster carers,
residential social worker, and housemothers) angliged a broad description of the child’s
emotional and behavioural symptoms indicating astudbance which the child might have
exhibited at the time of completion or in the siomths prior to the completion of the

checklist. The child’s social skills were also cmaatin the check list.
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Appendix B provides this checklist, which extend®rmofour pages. The first part of the
check list requests demographic information abbetchild, including gender, date of birth,
age, ethnic group, and grades in school. Subs#guenpages 1 and 2 the respondent was
asked a series of questions, 20 in all, regardmegchild’s competence in extra-curricular
activities, social relations, and school perforneancMore specifically, item | asks the
respondent about the child’s favourite sports, whseritem Il asks about the child’'s
favourite hobbies, activities, and games. For esalhction the respondent was asked to
compare the child to other children of the sameaygthe length of time the child spends in
each activity, and on the level of performance.ctEdem was scored on a 3-point scale
ranging from ‘less than average’, ‘average’, ‘méhan average’ for the first part of the
guestion, and ‘below average’, ‘average’, ‘aboveerage’ for the second part of the
guestion. An option ‘don’t know’ was also provideideach item.

In item IlIl, the respondent is asked to list angasations, clubs, teams, or groups the
child belonged to. Once again, for each of thed&iaes the respondent had to rate the
child with others of the same age on his/her lefehctivity, on a 3-point scale, ranging
from ‘less active’, ‘average’, ‘more active’. Thetmn ‘don’t know’ was again provided for

this item.

Item IV asks for the list of jobs or chores theld¢hmight have. The child’s performance on
each activity when compared to others of the sageeveas also rated on a 3-point scale
ranging from ‘below average’, ‘average’, ‘above @age’, with the additional option ‘don’t

know'.

In Item V, the respondent is asked about the nurabelose friends the child has, with the
options being ‘none’, ‘1’, ‘2 or 3, ‘4 or more’.The respondent was also asked about the
child’s frequency of involvement per week in outsahool activities with any of his or her
friends. The categories for this variable rangesmfriess than 1' to ‘3 or more’. In
addition, in item VI, the respondent is asked ablootv well the child gets along with
his or her brothers and sisters, other childrerd his or her parents. The ability to
play and work alone, when compared to childrerhefsgame age was also assessed. A 3-
point Likert scale was used for these ordinal aaiegl variables ranging from ‘worse’,
‘average’ to ‘better’.
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Subsequently, item VII looks into the child’s acanle achievement such as the child’'s
performance in academic subjects, and whether defslteived special education,
remedial services, or attended a special classtwod It also asks whether the child has
repeated any grades and whether the child had eagemic problems. Moreover, the
respondent was asked about any illness or disahitit to write about any concerns she or

he has about the child, and to provide a descnifdhe child’s strengths.

Pages 3 and 4 of the CBCL/6-18 request rating saomell1?2 items describing a number of
specific behavioural, emotional, and social proldesncountered. The respondent had to
rate the extent of how much the statement desgribirchild’s behaviour was true, at the
time the CBCL was being completed or in the presi6umonths. Items were rated on a 3-
point scale ranging from ‘0’'—not true, ‘1'-somewltat sometimes true, and ‘2’'—very true
or often true. ltems 2, 9, 29, 40, 46, 56, 58,%@K,73, 77, 79, 83, 84, 85, 92, 100, 105, 113
are open-ended to enable the respondents to cldréy replies or report additional

difficulties.

3.4.3.1 CBCL/6-18: validity and reliability

Good internal consistency has been reported wiards to the different measures of the
CBCL; competence scores (Cronbach’s alpharanging between 0.63 and 0.79),
empirically based problem scales ¢anging between 0.78 and 0.97), while for DSM-
oriented scales ranged from 0.72 to 0.91 (Achenbach & Rescorla,1200Additionally,
content validity of the competence and problem geshowed that all items discriminated
significantly (<0.01) between demographically matched referreddn and non-
referred children (Achenbach & Rescorla, 2001).

Given that the social workers, who aided respordenfilling in the questionnaire, were
proficient in the English language it was deemedegessary to translate the questionnaire
to Maltese. Moreover, content validity was not uiegd, since all the items in the

guestionnaire were retained and no changes wetiectaut to their descriptions.

The test-retest reliability of this tool was ex@drgiven that the CBCL has never been

used with the local population. The carers of I¥poadents were asked to score the CBCL
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again after a period of 1 year. Cronbach’s alples walculated for the 4 major scales,
namely the Total Internalising Scale, Total Extéemag scale, and Total Syndrome scale,
and the Total Competence scale. Results showesfagdtiry reliability scores for all

scales. Cronbach’s alpha was in fact .809 forTbal Internalising Scale, 0.789 for the
Total Externalising Scale, 0.893 for the Total Sgmde Scale and 0.737 for the Total

Competence Scale.

3.4.3.2 Scoring the CBCL/6-18: the competence ssaad the syndrome scales

For scoring purposes, the scores obtained on daobngpetence items on pages 1 and 2 of
the CBCL were transferred onto the respective foamstled CBCL Profile for Boys -
Competence Scales or CBCL Profile for Girls - Cotapee Scales. Related items formed
three distinct subscales: Activities, Social, arhd®l. A child’s score on each subscale
was displayed, in relation to percentiles basedannAmerican national sample of non-
referred children of the child’s gender and age.Tétal Competence score was also

obtained, by summing the scores obtained on tlee thubscales.

The scores obtained on each of the 118 problemsit@mpages 3 and 4 were transferred
onto the forms entitled CBCL/6-18 Profile for BoysSyndrome Scales or CBCL/6-18
Profile for Girls - Syndrome Scales form, wherehgyt are grouped into scales for eight
empirically based syndromes: Anxious/Depressed, hilvawn/Depressed, Somatic
Complaints, Social Problems, Thought Problems, rhibe@ Problems, Rule-Breaking
Behaviour, and Aggressive Behaviour. Another saiétled Other problems, groups items
that do not fall under any of the other eight ssal@ Total Syndrome score was obtained by
adding the scores on all the 9 scales.

Hand scoring guidelines provided in the Manual ttee ASEBA School-Age Forms and
Profiles (Achenbach & Rescorla, 2001) were followédis important to note that even
though the contents of the scales and the scorgthads are the same for both genders and
age groups, CBCL/6-18 has separate Profile formséys and girls that portray gender-

specific norms for ages 6-11 and 12-18.

Reference data for CBCL scores are available froma types of samples. A large

American community sample of 1,753 children, whd hat recently received professional

27



Study 2 Chapter 3 Methodology

help for behavioural and/or emotional difficultiesthe preceding 12 months, made up the
non-referred reference sample and provided normatiata. A second sample of
children, who were seen at various mental healtlings and were demographically
matched with the non-referred normative sample,enaa the clinically referred sample,

and provided comparison data.

The Competence Profile and the Syndrome Profile be@lexplained in further detail in the

subsequent two sections.

3.4.3.3 The CBCL competence profile

The competence and adaptive functioning items affercific information about the child’s

functional strengths at home and at school, wittrgeand in leisure activities.

The Activities Scale consists of scores for the benof sports, other recreational activities,
jobs and chores that the child is involved in. allso takes into account ratings of the
amount and quality of the child’s participation time various undertakings. The Social
Scale includes scores for participation in orgarosa, number of close friends, number of
weekly contact with friends, how well the child gedlong with others, and how well

the child plays and works alone. The School Scalesists of ratings of performance in
academic subjects, the need for special remedigicss, grade repetition, and other school
problems. The Total Competence score is obtailyesumming up the metric raw scores
obtained on the Activities Scale, Social Scale, 8obool Scale. If any of the competence
scale scores is missing, the Total Competence sso computed.

The percentiles, displayed on the left hand sidehef Competence Profile, enable the
user to compare the child’s score on each competecale with percentiles obtained from
normative samples in 40 different districts in th®, and District Columbia of non-referred
children of the child’s gender and age.

Clinical, Borderline, and Normal ranges are prodider all the Scales. A score falling in
the Clinical Range implies that the child obtaireedcore lower than those obtained by
98% of the non-referred sample, for that particage group and gender. When a score
falls in the Borderline Range, it implies that tbleild's score was low enough to be of

concern, although it was not in the clinical ranggcores falling between thé%zand 7'
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percentiles fall within this range. Normal Ranggngies that the child obtained a score

above the 7 percentile.

With regards to the Total Competence score, a 'shisdore falls within the Clinical
Range if it is below the fbpercentile, within the Borderline Range if it fabetween the

10" and 16' percentile, and in the Normal Range if it is abthe 18" percentile.

Tables 1 (below) and 2 (overleaf) provide a breakdof how the metric raw scores on
the three different scales, and on the Total Coempet Scale, can be categorised into
Clinical, Borderline, and Normal categories accogdio age and gender.

Table 1: Ranges for metric raw scores on the CBCL Profile ®rls — Competence

Scales categorised according to age and accordinglinical, Borderline, and Normal

Ranges
Age gr oups Clinical [Borderline [Nor mal
6—11 0-5 5.5-7 7.5—-15
(EIIES 12-18 0-45 [p-65 7_15
: 6—-11 0-—-3.5 4 -5 55-14
=eeel 12 - 18 0—-4 4.5 -5 55-14
6—11 0 -2.5 3-3.5 4 — 6
EEITE 12-18 0-2 o5 G
Total Competence |6 — 11 0-195  [20-21 215-35
Score 12 - 18 0-—18.5 19 - 20 20.5-35
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Table 2. Ranges for metric raw scores on the CBCL Profile Bomys — Competence

Scales categorised according to age and accordinglinical, Borderline, and Normal

Ranges
Agegroups  [Normal [Borderline Clinical
— 611 0-65  [7-8 8.5 -15
e 12-18 0-55  [6-7 7515
. 6—11 0-3.5 4-45 514
e 2-18 0-35 45 55_14
6—11 0-25 3 3.5-6
e 12-18 0-2 25 3.6
ot Competence. [0 - 11 0—19 195-205 | 21-35
Score 12 — 18 0-19 195-21 21.5 -35

3.434 The CBCL syndrome profile

A syndrome is a set of problems that tend to casoccThe CBCL compiles 8 syndrome
scales, each summarising the kinds of problems tfatm the syndrome:
Anxious/Depressed, Withdrawn/Depressed, Somaticgaints, Social Problems, Thought
Problems, Attention Problems, Rule-Breaking Behawniand Aggressive Behaviour.

Similar to the competence and adaptive functiomprafiles, percentiles for the normative
sample are displayed on the left hand side of thél@. Clinical, Borderline, and Normal
ranges are provided for all the Syndrome scalesoreS in the Clinical Range
signify that the child obtained a score that wagdothan the scores obtained by 97% of
the non-referred children for that particular ageougp and gender. Scores in the
Borderline Range (between "®&nd 91" percentile) imply that the child's problems are
high enough to be concerning, but are not as gleviant as those which obtained a score
which falls in the Clinical Range. Scores in theridal Range signify that the person who
filled in the CBCL did not perceive any problemsig¥hare of clinical concern.

The syndrome scales, can be further scored into lvaad groupings of syndromes:
Internalising syndromes, consist of problems tmatraainly within the self and include the

syndromes: Anxious/Depressed, Withdrawn/Depressetl Somatic Complaints. On the
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other hand, Externalising syndromes consist of lerab that mainly involve conflicts with
other people and with their expectations of thddchirhis group includes the syndromes

Rule-Breaking Behaviour, and Aggressive Behaviour.

Clinical, Borderline, and Normal ranges are alsovpted for the Internalising and
Externalising scores. Hence, scores in the ClifR@nge are above the ©@ercentile, in
the Borderline Range fall between the™8dnd 98 percentile, whereas scores in the

Normal Range fall below the 8%ercentile.

Thus, by looking at the child’s scores for Intersialy and Externalising syndromes, the
researcher can have a good indication of whereltli@'s problems tend to prevail and how

they are likely to be manifested.

The Total Syndrome score is obtained by addingsttwres for Internalising syndromes,
Externalising syndromes, Social Problems, Thouglblms, Attention Problems, and
Other Problems. Once again Clinical, Borderlingd &lormal ranges are provided for the
Total Syndrome score. Similar to the Internalisamgl Externalising scales, scores in the
Clinical range are above the™percentile, in the Borderline Range fall betweea 84"
and 90" percentile, whereas scores in the Normal Rangjedidw the 84 percentile.

Tables 3 and 4 (overleaf) provide a breakdown ol libe metric raw scores on the
Internalising, Externalising, and Total Syndromeal8s are categorised into Normal,

Clinical, and Borderline ranges according to age gender.
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Table 3: Ranges for metric raw scores on the InternalisiBxternalising, and Total

Syndrome Scales of the CBCL/6-18 Profile &rls — Syndrome Scales categorised

according to age and according to Clinical, Borded, and Normal Ranges

Agegroups  [Normal [Borderline Clinical
. 6—11 0-10 11 -13 14 - 64
Internalising
12 - 18 0-11 12 - 14 15 - 64
6—11 0-11 12 -14 15-70
|Externalising
12-18 0-11 12 -15 16 -70
6—11 0-37 38 — 48 49 - 240
Total Syndrome
Scores 12 - 18 0-35 36 - 44 45 - 240

Table 4. Ranges for metric raw scores on the InternalisiBxternalising, and Total

Syndrome Scales of the CBCL/6-18 Profile Bmys — Syndrome Scales categorised

according to age and according to Clinical, Borded, and Normal Ranges

Age groups Nor mal [Borderline Clinical

= 611 0-8 9-11 12-64

Internalising 12_18 0—10 11-13 14-64
- 611 0- 11 12-15 16- 70
[Fxternalising 12-18 0-13 14-18 19-70
o Sndrome. P- 11 038 39 - 48 49 - 240
Scor es 12 — 18 0-39 40 - 51 52 - 240

3.4.35 DSM-oriented scales

The information obtained from the CBCL/6-18 canoal® used to review the child’s

problems from the perspective of a formal diagmosystem, the DSM-1V.

Specific items of CBCL/6-18 were recoded to hauwaetric scale from which six distinct

subscales; namely, Affective Problems, Anxiety Reots, Attention Deficit/Hyperactivity

Problems, Conduct Problems, Oppositional Defiambms, and Somatic Problems were

generated. As with the other CBCL scoring forrhgré are separate scoring forms for the
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CBCL DSM-oriented scales for boys and girls thattqay gender-specific norms for ages
6to 11 and 12 to 18.

The CBCL DSM-oriented scales were normed on theesaational US sample as the
empirically based scales. Also similar to the Cetepce and Syndrome Profiles
mentioned above, percentiles are also displayethereft-hand side of the CBCL DSM-
Oriented Scales profile forms. Hence, scores betwihe 9% and 97 percentile fall

within the borderline range. Scores above th& p@rcentile fall in the clinical range,

whereas those below the"®Bercentile fall within the normal range.

Table 5: Ranges for metric raw scores obtained for eachesoéithe CBCL DSM-Oriented
Scales for Girls categorised according to age amdoading to Normal, Borderline, and

Clinical Ranges

DSM- Oriented Scales  |Agegroups  |Normal Borderline Clinical
: 6—11 0-4 5-6 7 —26
Affective Problems 518 05 5.8 526
6—11 0-4 5 6-12

Anxiety Problems 518 0— 2 3 56— 12
: 6—11 0-3 4 5—-14
Somatic Problems 518 03 7 =14
Attention Deficit/Hyper- 6-11 0-7 8-9 10-14
Activity Problems 12-18 0-6 7-8 9-14
Oppositional Defiant g==f i=: 5 i
Problems 12 -18 0-5 6 -7 8 — 10
6—11 0-4 5-6 7-34

Conduct Problems 518 05 510 11— 32
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Table 6: Ranges for metric raw scores obtained for eachesoéithe CBCL DSM-Oriented

Scales for Boys categorised according to age arwbraling to Normal, Borderline, and

Clinical Ranges

DSM- Oriented Scales ~ |Agegroups  |Normal [Borderline  [Clinical
6-11 0-4 5-6 7 - 26
Affective Problems 518 05 67 5. 26
6—11 0-3 4 -5 6-12
Anxiety Problems 518 03 7 517
6-11 0-2 3-4 5-14
Somatic Problems 518 0—3 7 514
Attention 611 0-8 9-10 11-14
peaubyperadivity. 175 07 8-10 11-14
Oppositional Defiant P p=° R -
Problems 12 - 18 0-5 6-7 8-10
6-11 0-5 6 -8 9-34
Conduct Problems 518 07 5. 12 13 34

Tables 5 and 6 above provide a breakdown of howntle¢ric raw scores on the six
CBCL DSM-oriented scales are categorised into Narn@linical, and Borderline

according to age and gender.

It is important to note that great caution is to taken when interpreting CBCL DSM-
oriented scales, as scores on the CBCL DSM-oriestates are not directly related to a
DSM diagnosis. This is due to a variety of reasamduding the fact that CBCL DSM-
oriented scales do not match exactly the criteradSM diagnoses. In addition, the scores
on this scale are a reflection of the respondegigeption of the child’s behaviour in the
past six months, and do not include age of onsdt duration of problems, which are
important in determining cases for some DSM diageaodMoreover, whereas a diagnosis on
DSM criteria is carried out by judging which crieeiare present and whether the necessary
criteria are met to merit a diagnosis, the sconeshe CBCL DSM-oriented scales are
obtained by summing up the item scores ranging ffomo 2 to obtain a total score for

each scale. In addition, whereas the DSM critargathe same for children of both genders,
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different ages, and all sources of data, the gafiitained from CBCL DSM-oriented scales
is compared to a national US sample of similarlgcaghildren of the same gender, and as

rated by the same kind of respondents.

Hence, while caution has to be taken, if a childres high on one of the CBCL DSM-
oriented scales, a diagnosis corresponding to thedle should be considered.
Consequently, the necessary DSM criteria for symgtoimpairment, age of onset, and
exclusion of other diagnosis based on additiorfarimation, would have to be analysed and
evaluated. Of note is that when multiple scores iar the borderline or clinical range
multiple diagnoses or ‘comorbidity’ can be consater Moreover, even if the child does
not meet the DSM criteria for a particular diagspsiigh scores on CBCL DSM-oriented
scales and on the empirically based syndromes stgyffeat the child needs help in those

particular areas.

In addition, the CBCL DSM-oriented scales enabke uker to see a relationship among the
different difficulties the child is experiencingFurthermore, given that the CBCL DSM-
oriented scales are quantitatively scored, theybeansed to assess the severity of problems.

3.4.4 The Strengths and Difficulties Questionnai(68DQ; Goodman, 1997)
3.44.1 Informant and self-report versions of th®8

The Strengths and Difficulties Questionnaire (SBEZodman, 1997) is a short screening
guestionnaire which provides a measure of socrabt®nal, and behavioural functioning.
Each of the 25 items can be answered on a 3-pdirttlscale: ‘not true’, ‘somewhat true’,

and ‘certainly true’, scored as 0, 1, and 2 respelgt

This tool is designed for children aged betweennd 46 years. However, since our
sample was composed of children, aged between @ &uygars, the SDQ was administered
to the whole sample. It has two informant-ratedsiems i.e. ‘Parent’ (Code: *$%-B**®
Parents-Boys, and Parents-Girls respectively; sgeeAdix C) and ‘Teacher (Code:hG
S*'%Gh-B**® Teacher-Boys, and Teacher-Girls respectively; sppeAdix D) versions.
In order to facilitate the readability of the rdsubbtained from these scales, the ‘Parent’

version of the SDQ will be referred to as the ‘Caneersion. A self-report version
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(Code: St; Student; see Appendix E) for childreadabetween 11 and 16, is also available.
The parent, teacher, and self-report versions rddfdy slightly from each other, mainly
with regards to the wording used, such as usingryehild’ instead of ‘this child’. The
items on the SDQ were numbered so as to aid clavitgn explaining the tool and

procedure followed.

It is good to note that though originally publishedEnglish, the SDQ has been translated
into Maltese and tested for reliability by Cefaipdper, and Camilleri (2008). Although
there were few instances when the English versias more appropriate, given the mother
tongue of the carers answering the questionndne,Maltese version was mainly used
in our study. The Maltese version of the SDQ Haes mhale and female forms which

were used according to the child’s gender.

3.4.4.2 The SDQ impact supplement sheet

The 25-item multi-informant SDQ focuses entirelysymptoms and positive attributes, and
does not enquire about any of the other factorevesit for determining caseness.
However, the social impairment section explores tivrethe respondent thinks the child
has a problem in different areas of everyday famitig, including peer relationships,
classroom learning, home life, and leisure ac#siti According to the World Health
Organisation (1996) these four domains are the ragns that need to be considered when
rating psychosocial disability. Since these aia&scaptured through the extended version
of the SDQ, known as the ‘impact supplement’, iswaed with all respondents.

Question 26 which is the first question on each version of tmpact supplement, asks
respondents whether the child has difficulties ime cor more of the following areas:
emotions, concentration, behaviour, and abilitgeb on with other people. The response to
these perceived difficulties is presented in thenf@f a Likert scale, with options ranging
from no difficulties to severe difficulties. Wheaspondents perceive no problems, all the
remaining items are skipped. In the case of mirdmfinite or severe difficulties,
respondents were asked to complete the remainérgsitregarding resultant chronicity,
distress, social impairment, and burden (Goodm@@9)L The impact score generated from
the questions was used to assign students to oriareé categories, namely normal,

borderline and abnormal, with students in the atmabrband being considered as severe
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SEBD cases.

3.4.4.3 SDQ: validity and reliability

Goodman, Ford, and Simmons (2000) note that the &Dgble to detect children with
psychiatric disorders in the community with reasmeaefficiency; identifying around two-
thirds of children and adolescents with psychiatlisorders in the community when rated
by multiple informants. Findings suggest that oass cut-offs on the SDQ total
difficulties score can be used to distinguish betweases and non-cases (Goodman,
Meltzer, & Bailey, 1998). Moreover, a study by Gowah, Ford, Corbin, and Meltzer
(2004) suggests that using the carer and teachsiome can potentially improve the
detection of behavioural, emotional, and conceiginatproblems among looked-after
children.

The SDQ also has acceptable reliability and valjditerforming at least as well as the
CBCL (Goodman, et al., 1998; Goodman, 1999). Imitaxh, Goodman and Scott
(1999) also indicate that the informant-rated SD€p aeems, at least, as good as the Child
Behaviour Checklist at detecting conduct and emealdiproblems, and better than the CBCL
at detecting inattention and hyperactivity. Goodmet al. (2000) remark that SDQs are
good at detecting conduct, hyperactivity, depressind some anxiety disorders, but are

poor at detecting specific phobias, separationeaywand eating disorders.

The Maltese translation of the SDQ, which was usedhe current study, has shown
satisfactory content validity in the Maltese na#ibetudy carried out by Cefai, Cooper, and
Camilleri (2008) with children in primary and sedany schools (aged between 5 and 16
years). The sample in this study amounted to 10%he total school population of
2005-2006. Cronbach’s Alpha coefficients, regagdbontent validity, ranged from 0.713
to 0.893 on the 5 subscales for the teacher, parehself-report versions.

Reliability of the SDQ was also found to be high tim above research. Split-half
reliability was calculated to be 0.799, while Cranb’'s alpha for each item ranged
from 0.657 to 0.920. A test-retest measure was atsployed with a sample of over 700
teachers, and correlational analysis was carried Besults showed positive correlations in
all subscales, which were greater than 0.7 andsstally significant at the 0.05 level of
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significance. Additionally, Pearson’s correlatiomsvalso positive and significant for each
of the subscales in the Teacher, Parent, and 8edfons, indicating agreement between the

responses provided by different participants.

Since reliability and validity were found to be higvhen the Maltese version of the SDQ
was used with the Maltese population, it was deeoretecessary to reassess these factors
in the current study, considering the same versibthe questionnaire and the same cut-
off points were used to determine the degree ofcinidren’s difficulties and prosocial

behaviour.

3444 Scoring the SDQ

For scoring purposes, two scoring forms were usdgire each form comprised 25 items
measured on a 3-point scale. The first form @ditbcoring the Informant-Rated Strengths
and Difficulties Questionnaire was used to scoeedarers’ and teachers’ replies; whereas,
the second form entitled Scoring the Self-Reporer®jths and Difficulties Questionnaire

was used to score the children’s replies.

On the scoring form, items are grouped into folrssales which measure specific types of
clinical problems, and another subscale which nreaspositive behaviour. Scores on
each subscale can range from 0 to 10. The talmvbghows how the item numbers of

each of the five different scales.

Table7: SDQ scales grouped by item number

[Emotional Symptoms Scale 3, 8,13, 16, 24
Conduct Problems Scale 5,7,12, 18, 22
[Hyperactivity Scale 2,10, 15, 21, 25
Peer Problems Scale 6, 11, 14, 19, 23
Prosocial Scale 1,4,9, 17,20

A total difficulties score, which can range fronidd40, can also be obtained by summing up

the scores on the first four above mentioned subsca
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Tables 8, 9, and 10 (below) show how the TotaliBulfies score as well as raw scores on

the five different scales can be categorised iotonal, borderline, and abnormal categories.

Table 8: Carer’'s SDQ scale scores for normal, borderlined @atbnormal ranges

SDQ Scales Normal [Borderline |Abnormal
Total Difficulties Score 0-15 16-18 19-40
Emotional Symptoms Score  [0-4 5-6 7-10
Conduct Problems Score 0-3 4 5-10
Hyperactivity Score 0-6 7 8-10

Peer Problems Score 0-3 4 5-10
Prosocial Behaviour Score 8-10 7 0-6

Notédapted from Cefai, Cooper, and Camilleri. (2008)

Table9: Teacher's SDQ scale scores for normal, borderlare] abnormal ranges

SDQ Scales [Normal  [Borderline  |Abnormal
Total Difficulties Score 0-14 15-17 18- 40
Emotional Symptoms 0-3 4-5 l6-10
Conduct 0-2 3-4 5-10
Hyper activity Score 0-6 7-8 9-10

Peer Problems Score 0-3 4 5-10
Prosocial Behaviour Score |5-10 4 0-3

Noté\dapted from Cefai, Cooper, and Camilleri. (2008)

Table 10: Self-Rated SDQ scale scores for normal, borderknel, abnormal ranges

SDQ Scales Nor mal Borderline JAbnormal

Total Difficulties Score 0-15 16-17 18-40

Emotional Symptoms Score  [0-4 I5 l6-10
."Conduct Problems Score 0-3 4 5-10

Hyperactivity Score 0-5 6 7-10

Peer Problems Score 0-3 4 5-10

Prosocial Behaviour Score 7-10 6 0-5

Noté\dapted from Cefai, Cooper, and Camilleri (2008).
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35 Procedures Adopted for the Study

In this section, the procedure used to obtain acteshe sample will be explained together
with the ethical considerations made in order tovjgle maximum respect to the
participants. Moreover, details on the procedweduo administer the instruments will be

outlined.

3.5.1 Seeking the Collaboration of APR& and the Education Division

The Looked-After Childrer(LAC) service withinAgenzija APP@;G follows up children
who are living away from their family, and who ana@rently residing in residential care or
are in foster care. Hence, in order to recruit sample we needed to collaborate with
Agenzija APP@G, and more specifically with the LAC team as they kvdirectly with the

client population with whom the study was to beriearout.

For this purpose a formal meeting was held with semior Management aigenzija
APPQOGG. The aim of the meeting was to present the stndsoime detail, and to seek the
approval of management in order that such a stodjdcbe carried out. The study was to
reach all of the children in care and required paeticipation of social workers in the
LAC service. During this meeting the research aimsgarch design, and research tools
were presented and discussed. Once the study wassed by management, other meetings
were then held with the Service Area Leader of LAIOring which, several important
issues, including the active involvement of the i@loavorkers and ways how the
confidentiality of the children was going to be expfarded, were discussed. As such the
research team was to receive the protocols markédam index number. Only the social
workers who were directly involved with the childrerould gather the information from the
relevant sources and fill in the instruments. Aptafrom the Education Department was
also sought to enable the social workers to delther SDQ — Teacher form to the

children’s teacher.

3.5.2 Sample Composition

The criteria for inclusion in the sample were tWwarst and foremost, all children had to be
in out-of-home care. By out-of-hnome care, the aede team referred to all those children

living in residential, kin, or unrelated foster ear Secondly, children had to be 5 years of
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age by the end of April 2009 or 18 years old by ehd\pril 2009, to be included in the

sample.

The sample included a total of 291 children, whlthe whole population of children in
out-of-home care. However, not all protocols weeturned and ultimately the total
number of participants was 270. Of these, 1536@?2.participants were living in a
residential home, 56 (19.2%) in unrelated fostere,c®2 (17.9%) in related foster care,

and 8 (2.7%) in a mental health setting.

Residential care settings incorporated all the dhuresidential homes which include:
Conservatiorio Vincenzo Bugegjat. Rita Home, St. Joseph Home (Haz-Zahlhzay Sagra
Familja, St. Patrick’'s HomgOsanna PiaAngela HousgSt. Joseph Home (St. Veneraja

Diegu HomeDar Don BoscpandSt. Theresa Home

Children following the residential therapeutic pragme Kids in Developmen{KIDs)
offered by theRichmond Foundatichwere also included. This programme offers a
treatment package of three years for children dgedieen 5 and 10 years presenting with
severe emotional and challenging behaviour. Initiahd children who had spent time
living in out- of-home care but were admitted dher the Young People’s Unit (YPU), an
acute psychiatric unit which caters for childrenridg an acute phase of disturbance, or at
the main psychiatric hospital, were also includédnumber of children in out-of-home care
who were making use of the residential serviceretfdy the YMCA satisfied the inclusion

criteria.

The sample excluded children who were under a ocader but were living with their
parents. Children living in a home for physical mental disability, such aBar il-

KaptanandDar tal-Providenzawere also excluded.

% The Foundation is a non-governmental and non-pnadiking organisation in terms of the laws of Maltais a leading

local Non-Governmental Organisation in the provisitd community services for persons with mentalthedifficulties and

in the promotion of mental health and the preventibmental illness amongst the public.

* YMCA Valletta, forms part of the YMCA Internationaleivork and is a non-profit, voluntary and ecumelnicavement

that supports the positive development of youtha gseventive measure, as well as intervenes tgrinéf a spectrum of
social work services to individuals who are undeif@ged or socially disadvantaged. The specidbgain this regard is
support, assistance and rehabilitation of the hessel
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3.5.3 Obtaining Consent and Delivering Training Semars

Following the approval afgenzija APP@G to help out in this study and consent from the
Education Department for teachers to fill in theGgermission to carry out the study was
also sought from the University Research Ethics @dtee (UREC) at the University of
Malta.

Training seminars were planned for February andch&009 and all professionals who

were to be directly involved in the data collectigmocess were invited. These included the
LAC and Fostering Social Workers, and the socialkers or professionals in charge of the
different residential care settings.

During these training sessions, the research ail@sign, and tools were presented. The

procedure of how the tools were to be administavad also explained in detail. Those

present were also given the opportunity to comptleteSDQ (G-$% and the CBCL/6-18
SO as to be able to familiarise themselves mork thi items. Questions that emerged after
this exercise were clarified by the researchensstruictions on how the tools were to be

scored were also delivered.
354 Administration of Questionnaires

The demographic data sheet required that the pdradngood background information
about the child’s circumstances since the firstetishe or he entered into care. Due to
the fact that the LAC social workers had accesshe children’s files, where such
information is held, each social worker filled metdemographic data sheet for the children
he/she was following at the time of the study.

With regards to the CBCL/6-18 and the SDQ (Paremfsion), parent substitutes for
children living in residential homes were deterndirend contacted by the child’s social
worker from the LACTeam, or by the residential social worker. Theldi social
worker was very well placed to do such work, givdrat he/she had more direct
contact with significant people in the child’s lifand hence was in a better position, than
the research team, to carefully select the respuade order to provide the best possible

profile of the children. Specifically, the critarifor selecting respondents included the
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length of time this adult spent with the child, theture of the adult’s relationship with the
child, and the different contexts where the adwdswn contact with the child. Ultimately,

the person who had most contact with the childyloo was perceived as knowing the child
best in different circumstances, was given the t@saire.

This procedure was less of an issue when the chkidd in foster care, as the foster
parents acted as substitutes for the child’s parertowever, here too, emphasis was made
on the selection criteria, especially in those sasten the child had just been placed
into a foster placement. In all instances, the CBEL8 and the SDQ (Parent version)

were filled in by the same person.

The SDQ self-report version was handed out to odlchged between 11 and 16 years by
their social worker. This report was to be filledby them, with assistance provided by

the LAC social worker, housemother, or foster perédrthis was required.

When the tools were handed out to a respondengsdtial worker always specified the aim
of such questionnaires. The importance of maiimgianonymity of both the child and the
residential setting was always stressed. Indeadhes of children or respondents were
not to be included on any part of the questionndoems. In fact, prior to the
commencement of the data collection process, theiceeArea Leader of the LAC team
had allocated a random index number to all thedobsl within the sample. The social
workers then had to contact the Area Service Mantagebtain the index numbers allocated
to their respective children. In addition, to het preserve the confidentiality of both the
child and the respondent, rather than writing i@ name, the respondent only had to
note the kind of relationship he/she had with thiédg for instance, foster parent, residential
social worker among others. A question in the CHZ18 which asks for information
about the parents’ occupations as a basis forrsg@acio-economic status, was to be left

unanswered so as to maintain confidentiality.

Although the CBCL and SDQ were to be completed hg telected respondents
individually, whenever possible, the social workemained available to provide any
assistance that was deemed necessary. In those when the respondents had problems
completing the tools by themselves, they were giaetopy of the form to look at while

the interviewer read out each item. The interviethen wrote the respondent’s answers on
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the questionnaire form. The average completiom tion the CBCL was 15 minutes, while

the average completion time for the SDQ questioesavas 10 minutes.

With regards to the completion of the SDQ ‘teachersion, a slightly different procedure
was followed. As explained above, permission tlivde the questionnaires in schools
was obtained from the Education Department. Fafigwthat, the social worker
delivered the questionnaire to one of the chil#achers, who knew the child most, and
collected it after completion. The criteria usedthe child’s social worker to identify the
teacher that should fill in the questionnaire, udgd the length of time spent with the
child, the nature of the teacher’s relationshighvtite child, as well as the context where the
teacher was in contact with the child. The chosspondent was not always the child’s
Class teacher or the child’s Form teacher. Indhomscumstances where a past teacher or a
teacher of a different subject, other than the Foeacher, knew the child better, or in
those cases where the child had a Learning Suggsistant, he or she was asked to fill in

the questionnaire.

The protocols had to be collected by the end ofil&09. However, these were not all
handed in on time due to several factors that deduthe fact that the research work
incurred an extra demand on the social workerseaaly stretched work load. An
industrial action taken by teachers at the time hiadered the data collection process. Due

to these factors, the deadline was extended tertief August 2009.

3.5.5 Piloting the Research Tools

The Demographic Sheet was piloted amongst the LA€iak workers. Following the

training of these professionals, the research tesmmived comments from them about how
this sheet could be modified so as to allow betegresentation of the population
under study. The CBCL and SDQ were not pilotedcesithe research team had no

intention of making any modifications to theseeesand validated tools.

3.6 Analysis of Data

This section describes data collection procedunesoaganisation of data followed by data
analyses.
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3.6.1 General Description of Data

Statistical analysis for this research was caroat using theStatistical Package for the
Social Sciences (SPSSErsion 19 for Windows. Chapter 4 describes theratteristics of
children who are currently in out-of-home care.r e purpose of describing this sample,
frequency distributions and descriptive statisticing raw data were obtained for all
variables within the Demographics sheet, the CBghdfome scales and DSM-Oriented
scales, and the SDQ scales and the SDQ Impact Suppt Sheet. Moreover, raw scores
are categorised to cluster children’s scores inNbemal, Borderline or Clinical ranges, for
both the CBCL and the SDQ, in order to provide apshot of children’s functioning.
Response rates and margin of error for the studse walculated. A sample of 269

participants from a population size of 291 guaradt® maximum margin of error of 1.65%.

3.6.2 Inferential Data Analysis

The research questions for this study have beemessked in chapter 5. This section

describes in further detail the statistical anayssed to test our hypotheses.

3.6.2.1 Comparison of children in this study wittormative populations

In order to obtain a more complete profile of cheld in care than that provided by the
descriptive statistics, further analysis was cdrri@ut, comparing scores obtained by
the children in our sample to scores obtained witiidren of the same age across 2

normative populations.

In the case of the CBCL, the One-sample T-test used to compare the mean raw
scores obtained by the children in the current sawith mean raw scores obtained in the
sample presented in the CBCL manual of childreeda®18, coming from 40 US states
and District of Columbia. Results obtained by dfeh in the current sample were
compared to results obtained by the above coh@trnan-referred normative sample, and in
a clinical sample of children making use of memi@lth services, substance abuse services
or specialised educational services. Analysis segmrated according to age and gender, in

order to obtain a more accurate picture of thedechil’s performance.
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The results obtained on the SDQ were compared thghpopulation norms in Malta, as
presented in the above described national studZéfgai, Cooper and Camilleri. (2008).
The One-sample T-test was again used to comparscares obtained by Maltese students
in the latter study, with the mean scores obtaibgdhe children in care in this study.
Children were categorised by gender, so a separahkysis was carried out for boys and

girls.

3.6.2.2 Identifying and addressing children’s mehtzealth needs

The CBCL DSM - Oriented scales were used in oml@xplore whether children’s mental
health needs are being identified, as these phatisgales are more directly comparable to
specific diagnostic labels used by professionalshsas those provided by the DSM-IV.
Using cross-tabulations and the Chi-square tessetltategorised scores were compared
to mental health disorders identified by mentalltheprofessionals. The children’s formal
diagnosis and scores obtained on the DSM scales al&o similarly contrasted with the use
of services that might address the children’s niemealth needs, namely the psychiatric

services and psychotherapy.

3.6.2.3 Examining differences between children iroster care and children in

residential care

Further analysis was carried out in order to hgiftliany differences between children in
residential care and children in foster care. @fllthe variables in the study, including
the demographic variables, as well as the scor¢sgingldl on the CBCL and the SDQ,
were taken into account. The first part of thelgsia focused on differences between
children in residential care and children in fostare. In addition, statistical tests were also
carried out in order to bring out any differencestween children in residential care,

children in unrelated foster care and childrenimdare.

All variables in the demographic sheet were analysesing the Chi-Square test in the
case of nominal categorical variables, and IndependSample T-tests, Pearson
Correlations, and One-way ANOVA, in the case oftoarous variables. The choice of the

appropriate test relies on the type of variablesgexamined.
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The same procedures were then used in order tondateany significant differences in the
children’s SDQ and CBCL mean scores. Four subscaldéch provide a comprehensive
picture of the children’s scores on the CBCL werplered. These include: the Total
Internalising, Total Externalising, Total Syndroseales and the Total Competence which
is a strength-based scale. Analysis on SDQ focosethe Total Difficulties scale, which
captures children’s total scores on all the SD(Gsales, and the Pro-Social Behaviour that
is also a strength-based scale. This was conductedhe 3 informant versions (self,

teacher and carer assessments).

Raw scores were used throughout the analyses. TWee Independent Samples T-test
was used to determine whether differences in meares are significant between children
in residential care and children in foster caralinsubscales. The One-Way ANOVA test
was used to determine whether mean scale scorfessedifsignificantly between children
in residential care, unrelated foster care andckire. Post-hoc Sceffe tests were included

for pairwise comparisons.

The results obtained by the children on the Im@agiplement Sheet of the SDQ were also
considered in this part of the analysis, in ordepbtain as detailed a picture as possible.
The Mann-Whitney U-test was used to compare meares®btained by children in foster
care and children in residential care in the Imp8&cipplement Sheet. This non-
parametric test was preferred over the Two Indepen8amples T-test, since the data was

ordinal in nature and did not have a metric scale.

A second additional step in the analysis, compatiregoutcomes of children in residential
care and those in foster care, was performed tarerthat any differences in outcomes
emerging between these groups could not be atbiod possible differences in the
children’s care history. Thus, children in resi@ncare were matched to the children in
foster care on two important variables, namely dlge of their first admission into care
and the total duration of time they spent in cafeug generating 2 x 2 x 3 = 12
subgroups). The mean Total Competence, mean Totébrnalising, mean Total
Externalising’ and mean Total Syndrome scores @ GBCL, together with the mean
Total difficulty and Pro-social scores derived fré@achers’ and parents’ evaluations of the

SDQ were compared between the twelve groups. Tdanniotal difficulty and Pro-social
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scores derived for self-report evaluations were gwhpared between these groups since
the data was sparse (given that only children didan 11 years were asked to fill in these
guestionnaires). ANCOVA regression analysis waadue identify significant predictors
of these dependent variables.

3.6.24 Variables affecting children’s psychosocfahctioning

In order to obtain a clearer indication of factosmhich may be affecting children’s

psychosocial adjustment to the care experiencthduanalyses were necessary.

The analysis carried out aimed to outline the ¢$fext the demographic variables and the
variables outlined in the first section of the CB@uestionnaire on children’s CBCL

and SDQ scores. As mentioned above, for SDQs, Rtesocial Behaviour and the

Total Difficulties scale were considered for alrsiens, that is, the self-report, Teacher and
Carer versions. With regards to the CBCL, theescabnsidered were Total Competence,
Total Internalising, Total Externalising and Tog&indrome. This was considered sufficient
to bring out the main effects of these factors dwideen’s scores, since each subscale

is incorporated in these major scales in both umsénts.

The Two Independent Samples T-Test and the One AMWQVA test were used according
to necessity. Pearson correlation analysis was wed to bring out relationships between

continuous variables having a metric scale.

After providing an analysis for the whole samplbe tsample was divided into two
groups, namely children who are in residential camnd children who are in foster care.
The rationale behind this clustering was that saveignificant differences emerged
between children in residential care and fostee aathe demographic variables, and in the
CBCL and SDQ scores. Hence, it was deemed essantt@nduct separate analysis that

would give a more accurate picture of the needaefwo groups.

Lastly, it was not sufficient to solely establisledationship between specific variables and
children’s psycho-social functioning (as asses$edugh the CBCL and SDQ). Rather,
this study sought to determine the particular comation of factors which may predict

children’s scores on these measures, as well aelltgve importance of each factor when
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compared with the other factors. Regression arsalyas carried out, using an ANCOVA
regression model. For this analysis only factohsctv were found to have a significant
effect on children’s scores in the previous analysere considered. Analysis was first
carried out among the combined sample, then amdmlgren in residential care, and

subsequently among the children in foster care.

3.7 Conclusion

In this chapter the methodology adopted for thiglgtwas presented. The findings that
emerged from the survey will be presented in thessqguent chapters.
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Study 2 Chapter 4: Results — Sample Characteristics
4.0 Introduction

This chapter provides an overview of the samplé&aracteristics and the responsdésainedon
all the measures through the Demographic data ,streetChild Behaviour Checklist, ante
Strengths and Difficulties Questionnaire. Furthealyses that address the reseayobstions

posed in this study will be presented in chapter
4.1 Presenting the Demographic Data

Demographic information for the whole sample isspreed in this sectioBetailsregarding the
children’s diagnoses, the reasons for admissiam tdre, the transitiorthey experienced, the
child-to-adult ratio within care, contact with thé&mily of origin, the professional services they

received, and their educational profile previded.
41.1 Demographic Details

The demographic data sheet was returned for 27@foine 291 participants wheere eligible

for this study. There were 262 (97%) Maltese pgodints, while 8 (3%) werd&lon- Maltese.
Their ethnicity varied with 212 (79.4%) being Casiea, 4 (1.5 %) African, 20.7%) Eastern
European, and 49 (18.4%) coming from a mixed rdoaddition, 154 §7%) participants
were living in a residential home, 56 (20.7%) imelated foster care, 52 (19.3%)related foster
care, and 8 (3%) in a mental head#tting.

A large number of the participants (n = 229, 84.88a@d no diagnosed medicabndition;
however, 13 (4.8%) had asthma, 6 (2.2%) were ole&b5%) suffered from epilepsy,(1.1%)
had diabetes, and 1 (0.4%) had cardiac problemsredder, 14 (5.2%) had other medical
conditions, includinghernia,kidney problems, hepatitis C, and ear complicatiofkis sub-
group also includes 4hildren(1.5%) who were born with drugs withdrawal symptprasd 5
children (1.9%) with ghysical disability.

1 Unless otherwise stated, frequencies are expressagercentage of the number of responses, thdrethe number
of respondents, so that percentages would stillugdid 100% in the case of missing values.
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The majority of the sample (n = 222, 82.2%) had ciagnosed mental healtbondition.
However, 28 (10.4%) were diagnosed with Attentioefi€it Hyperactivity Disorder (ADHD)3
(1.1%) with Conduct Disorder, 1 (0.4%) with Oppmsitl Defiant Disorder (ODD), 10.4%)
with Encopresis, and 1 (0.4%) with Anxiety Disorddturthermore, 6 (2.2%) participartad
other diagnoses, including Post Traumatic Stres®rder (PTSD), attachment difficultiesnd
behavioural problems that did not reach casenassfapecific diagnosis. Another @%)
children had comorbid conditions such as ADHD, O&aml Conduct Disorder, and ADH&nd
ConductDisorder.

A large proportion of the respondents (n = 2284%4). did not have any learnindjsability or
development disorder. There were 10 (3.7%) diagghowith Dyslexia, 16 (5.9%) had
Global Developmental Delay, 4 (1.5%) were diagnosgti Autistic Spectrum Disorder, arid
(1.9%) had other disorders, including global leagndifficulties. Only 7 (2.6%) hadomorbid
conditions such as Dyslexia and Global Developniddé&day.

The children’s age at their first admission ranffedh 0 to 17 years (M = 3.83, SD3=77,mode
= 0 years). At the time of the study, the durattbat the sample group spentdareranged
from 47 days to 17 years 10 months (M = 6.82, D04, mode = 11 years). Tall&provides
a separate breakdown of the age of admission andutation in care for childrein residential
care and those in foster care. A noteworthy fthat children in foster care tetalenter care at

a younger age, and subsequently also spend more ipeare.

Table 11 Descriptive statistics for Age of admission inteecand Total length of time spent

in care categorised by type of child’s presplacement

INn Min IMax [Mean IMode St Dev
|Residential Age of Admission into 158 Io 15 4.87 2 3.73
ICare (in years)
ICare
Total Length of Time 153 10.50 17 I5.76 4 3.89

|in Care (in years)
|Foster Care ge of Admission into 106 Io 17 2.29 0 3.28
Care (in years)

Total Length of Time 108 10.13 17.83 18.32 11 3.69
in Care (in years)

4.1.2 Reasons for Admission into Care

51



Study 2 Chapter 4 Results — Sample Characteristics

The reasons for entry into care were various, oholy issues related to the parenssues
related to the child, and external factors. Thenimum number of issues cited was 1,
whereasthe maximum number of issues cited was 14. Mutipkk factors for one’s

admission intacareare implied in most cases (M = 5.25, SD = 2.79, ens8).

Table 1 displays the parental issues that influgribe decision for admission intare.Among
these, 60 (22.6%) participants had one issue itkshtias influencing the decisiofor
admission, whereas 205 (77.4%) had two or morenpalrassues. The most common
problem was that of inadequate parental skills (n = 190,6%). Apart from the other
difficulties listed in the table, other influentipredicaments for the admission of 8(8.6%)
participants included domestic violence, finandidficulties, unemployment, death ofparent,

mother’s risky or abusive relationships, afthndonment.

Table 1: Parental issues that influenced children’s admisgnto care according to theumber of times they

were cited
Present Not Present
Mental Health 100 37.2% 169 62.8%
Rejection 68 25.3% 201 74.7%
Marital Breakdown 91 33.8% 178 66.2%
Single Parenthood 93 34.6% 176 65.4%
Parental Substance Abuse 75 27.9% 194 72.1%
Issues
Imprisonment 38 14.1% 231 85.9%
Inadequate Parental 190 70.6% 79 29.4%
Skills
Prostitution 65 24.2% 204 75.8%
Other 50 18.6% 219 81.4%

Table 2 (overleaf) displays the main child issuet influenced the decisidior an admission
into care. The most common reason cited was thatmaitional neglect (= 142, 52.8). From
the participants, 18 (6.7%) were admitted becadsatherissues, including trauma from their

parent’s death and exposuredioigs.
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Table 2 Child issues that influenced children’s admissioto icare according to the number of times they were

cited
Present Not Present

Emotional Abuse 100 37.2% 169 62.8%
Sexual Abuse 28 10.4% 241 89.6%
Physical Abuse 93 34.6% 176 65.4%

Child Issues | physical Neglect 136 50.6% 133 49.4%
Emotional Neglect 142 52.8% 127 47.2%
Behaviour Problems 35 13% 234 87.0%
in Child
Physical Disability 3 1.1% 266 98.9%
Other 18 6.7% 251 93.3%

Table 3 displays the external factors that inflehthe decision for an admission ictre.Those
living in substandard housing amounted to 68 (25.8%ihe sample, whereas 18.2%) were
either homeless, or lacked a sense of stability @sult of constantly moving froomeresidence

to another.

Table 3: External factors that influenced children’s adnuossinto care by the number of times they were

cited
Present Not Present
External -
Substandard Housing 68 25.3% 201 74.7%
Factors
Other 14 5.2% 255 94.8%

Among the current sample the majority of the cleldr(n = 120, 50.6%) had beessued
with a care order, while 90 (38%) were in care tigioa voluntary placement. Only PI71.4%)
of the children had a court order. Cross-tabutaioalysis and the Chi-square test were tged
explore the association between all the issuesribating towards an admission into caaed

the children’s legastatus.
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Significant associations were found between th&lshiegal status and admission irtaredue
to parental mental health, prostitution, emotiomdluse, physical abuse, physica¢glect,
emotional neglect, and substandard housing. Therityaof children who entered intoare
because of these reasons were under a care o@tethe other hand, the majority ofildren
who entered care with single parenthood as a re&soradmission were placed in care
voluntarily. On further examining reasons for assion into care, no association wasind
between the child’s legal status and the followisgues: parental rejection, maritakakdown,
substance abuse, imprisonment, inadequate pasiltal child sexual abuse, or the preseante
behavioural problems or a physical disability ire thhild. Only data that werstatistically

significant for associations are presented in TaBI¢overleaf).
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Table 12 Significant associations between reasons for emtyg care and children’segal

status
Child’s legalstatus
\Voluntary Care Court S
: -value
Reasons for entry intcare placement  lorder Order
Count |62 65 22 0.010
Not Present
IMental % 41.6% 43.6% 14.8%
Health Count 28 55 5
Present
%% 31.8% 62.5% 5.7%
Count |39 90 22 0.000
Not Present
Parental [Single % 25.8% 59.6% 14.6%
Issue Parenthood Count [51 30 5
Present
0% 59.3% 34.9% 5.8%
Count 76 83 24 0.010
Not Present
0% 41.5% 45.4% 13.1%
Prostitution
Count |14 37 3
Present
0% 25.9% 68.5% 5.6%
Count |70 56 23 0.000
Not Present
Emotional 0% 47.0% 37.6% 15.4%
Abuse Count |20 64 4
Present
%% 22.7% 72.7% 4.5%
Count |70 66 19 0.002
Not Present
Physical % 45.2% 42.6% 12.3%
Abuse Count 20 54 8
Present
Child 0% 24.4% 65.9% 9.8%
Issue Count 56 43 18 0.000
Not Present
Physical % 47.9% 36.8% 15.4%
Neglect Count |[34 77 9
Present
0% 28.3% 64.2% 7.5%
Count |48 46 17 0.020
Not Present
Neglect Count W2 74 10
Present
0% 33.3% 58.7% 7.9%
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Table 12 (continued)
Count 70 80 25 0.012
Not Present
External [Substandard % 40.0% 45.7% 14.3%
Factors Housing count |20 40 2
Present
0% 32.3% 64.5% 3.2%
4.1.3 Transitions in Care

The majority of the children (n = 246, 92.5%) eatkrinto care from their parentsiome,

whereas 18 (6.8%) were taken into care from hdspi@nly 2 respondents (0.8%) enteliatb

care after they spent some time being looked ditertheir relatives. A breakdown dhe

participants’ mode of entry into care shows that, the majority (n = 217, 81.6%) tHest

experience in the care system was in a residembiale setting, whereas 30 (11.3%) wplaced

in kin care and 17 (6.4%) in unrelated foster cafée number of participants initialgdmitted

to a mental health setting wag®8%).

As can be seen from Figure 4 (overleaf), the nundbaransitions experienced by 269 of the

participants while in out-of-home care ranged frorto 11. The majority of children, 1132%)

experienced no transitions, while 63 (23.4%) exgrexed one transition, 41 (15.2%3perienced
two transitions, 24 (8.9%) experienced three ttaoms, and 10 (3.7%) experiencddur

transitions and 18 (6.8%) experienced five or ntom@sitions. These changes included moves

in and out of residential homes into mental healthirgg, or to foster care, or back to their

parentshomes. Shifts from one residential home to anatherlsancluded.
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Figure 4: Number of transitions experienced by children whileare

There was no significant difference between boyd girls in the number otransitions
experienced. Nonetheless, a significant differewas noted when age and gender weakeen
into consideration. Older boys aged more than &@rs were likelyto experience more
transitions (M = 2, SD = 2.18) than younger boysdess than 10 years (M = 0.81, S[D.89).
Difference between mean number of transitions geiicant at the 0.05 level dfignificance.
No significant difference was found between younged older girls. There was also no
significant difference with regards to transitiogygperienced by children in residential cared

children in fostercare.

Consideration was also given to the nature of ohild transitions. It is significanthat
from 265 participants, 73 (27.5%) children expeceh only a move from their parents’ hotoe
a residential home. Other transition patternsuisetl a move from the parents’ hometw®
different residential homes (n = 32, 12.1%). Kkvxth noting that 33 children moved fraimeir

parents’ home into either kin care (n = 22, 8.3%)mrelated foster care (n = 11, 4.2%).
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Figure5 gives a graphic representation of the most commowes experienced. 73 (27.5%) of
the children had different patterns of move$hesepatterns are represented under the heading
‘other moves’ and include children who haulltiple moves.
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Figure 5: Children’s most common transitions while in care

4.1.4 Child-To-Adult Ratio within the Setting

The child-to-adult ratio varied considerably betweglacements. Whereas the majordfy
children in residential care had a ratio of 1 adol6 children (M = 5.91, SD = 2.2, mode6¥,
the majority of children in foster care benefitfiedm a ratio of 1 adult to 1 child (M = 1.53D
=0.77, mode ).

Figure 6 (overleaf) shows that 95 (88.8%) of fostlechildren had a ratio of 1 child to 1 or 2
adults, whereas 12 (11.2%) had a ratio of 1 child to 3 oaddilts. However, children in

residentialcarepresented a different experience in this regardordg 11 (7%) of them had a
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ratio of 1 child tol or 2 adults. The vast majority (n = 120, 75.9%Yevbeing cared for by
people who hadetweend and 8 children in their care. 13 (8.2%) childtead to share the

same carer with up to &her children.

B51
B Residential Care

B0 B Foster Care

55
50
45—
40
35

30

Frequency

257

20

157

109

5=

o Jole M@

1101 1t02 1to3 1Ttod 1toe& 1to6 1to? 1108 1to9 1to10
Child to adult ratio within setting

Figure 6: Child-to-adult ratios according to placement type

4.1.5 Siblings in care

Number of siblings ranged from 0 to 12. A smalimter of participants (n = 21, 7.9%adno
siblings, even when including both full siblings darhalf-siblings. The most common
number of siblings was two (n = 57, 21.3%), whil® (B.7%) participants had at least eight

siblings.

Table 13:Descriptive statistics for siblings care

Min Max Mean Mode SD
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Number of Siblings 267 0 12 3.40 2 2.35
Number of Siblings inCare 243 0 6 1.70 1 1.38
Number of Siblings insame 149 0 4 0.78 0 0.97
placement a<child

4 ciblirgs ESibUngDs 6 siblings
n=18,7.4%_ N=b,2.5% 5 ¢ go

Figure 7: Number of siblings in care

As noted in Figure 7, athough 55 (22.6%) participamad no siblings in care, the majoray
the participants, 16266.7%), had 1, 2, or 3 siblings in care. Respondents wdm 4 5, or 6
siblings in care amounted to 26 (10.7%). The number of siblimgcare was compared to the
numberof siblings within the family to provide an estimatpdrcentage number of children in
carewithin each family. Figure 8 shows that 89 (34%) of thdaip@ants have 81% to 100% of
their siblingsin care. Relatively equal sample proportions hbheéveen 21- 40%, 41- 60%
and 61- 80%of children within the family that are icare.
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Percentage of children
within the family that are
In care

B 0%-20%
B 21%-40%
[141%-60%
B 61%-80%
[181%-100%

Figure 8: Percentage of children within each family that iareare

Figure 9 shows the frequency of contact childrercame have with at least one siblingf
these, 69 (39.2%) had supervised visits, wherea4@M8%) had unsupervisedits.

Figure 9: Frequency of contact with at least one sibling

4.1.6 Contact with Biological Parents

With regards to frequency of contact with the bgodal mother, 85 (31.5%) participartadno
physical contact. However, 6 (2.2%) had daily echt52 (19.3%) saw their mother laast
two days per week, 51 (18.9%) saw their mother betwl to 5 hours weekly, 32 (11.9%)
sawtheir mother 1 to 4 times a month, and 29 (10.7%g bontact less frequent than once a
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month.A group of 15 (5.6%) participants had other cont@ieguencies, including getting in
touchthrough phone calls, sporadic contact, or contaas established when requested by the
child. Of those participants whbadsome form of contact with their mother, 109 (64.9%)
had unsupervised contact with hetile 59 (35.1%) had superviseontact.

With regards to frequency of contact with the bgibal father, the majority ahe respondents (n
= 102, 38.3%) had no physical contact. On therott@d, 7 (2.6%) hadaily contact, 45
(16.9%) saw their father 2 or more days per weék, (8%) saw their fathdoetween 1 to 5
hours weekly, 23 (8.6%) saw their father 1 to 4esma month and 11 (4.1%pd contact less
frequent than once a month while 6 (2.3%) had otbetact frequencies, sualsthrough phone
calls. It is important to note that 56 (21.1%) lsdunknown biologicdlather,whereas 22 had a
father who had passed away. Whereas 27 (27.3%jcipants hadvisits carried out under

supervision, 72 (72.7%) participants spent timdlieir biologicafather unsupervised.

417 Professional Services Received

41.7.1 Professional services received in paest

The majority of the participants received servit®sn professionals in the past. Out of 270
participants 175 (64.8%) benefitted from at least g@rofessional service, whereas 95
(35.1%) did not receive any professional service in piaest. A breakdown of the services availed

of by the participants in the past is presentetiahle 14.

Table 14. Professional services received in thé pas

Yes No
Psychotherapy 145 53.7% 125 46.3%
Psychiatry 52 19.3% 218 80.7%
Professional |"gpeech therapy 42 15.6% 228 84.4%
Services
Received in | Occupational therapy 35 13.0% 235 87.0%
the Past
Physiotherapy 18 6.7% 252 93.3%
Other (e.g. brama therapy, 28 10.4% 242 89.6%
family  therapy, private
lessons etc.)
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4.1.7.2 Professional services being received attime of the study

At the time of the stud{59 (58.9%) participants were benefitting fromesdt one professional

service.In total 111 (41.1%) of the participants were mneteiving any professional services
while 12 (4.4%) were on a waiting list to start recegvia professional service, including
family therapy, speech therapy, occupational therapy,i+semisory therapy, and psychotherapy.
Table 15 provides an overview of the professioealises the children were benefitting from at

the time of the study.

Table 15Professional services received at the time ofthdy

Yes No
Psychotherapy 130 48.1% 140 51.9%
Psychiatry 55 20.4% 215 79.6%
Professional ["speech therapy 25 9.3% 245 90.7%
Semvices  "Gccupational therapy 11 4.1% 259 95.9%
Received at
Present Physiotherapy 4 1.5% 266 98.5%
Other (e.g. brama therapy, 31 11.5% 239 88.5%
family  therapy, private
lessons etc.)

Help from a high support worker was offered to 20 (8.3%odhe children; from these, 17 were
in residential care and 3 in foster care. One pagiti was awaiting allocation of a higbpport
worker. As shown in Figure 10, the number of hopes week spent with a high support

workervaried between participants. The mean number ofsheeceived was 51.6 hours.
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Figure 10: Number of contact hours per week for those beimgittrom High Support Services

4.1.8 The Educational Profile

Only 5 (1.9%) of the participants were in Kindetgar The majority, 141 (52.8%), wene
Primary school, 89 (33.3%) in Secondary school(3L0%) participants were followingertiary
education, while 14 (5.2%) were no longer attendidlgool as they were older than theyg@rs,
which is the age limit for compulsory educationrora the participants, 8 (3%) weadtendinga
Special School. The majority of the children (263, 76.6%) were not receiving help fram
Support Learning Assistant, whereas 61 (23%) ppéits were statemented. There was also 1
participant (0.4%) whose application fstatementing was beingrocessedOf the children
who were statemente®8 (46.7%) had full-time one-to-one assistance, 227%@% had full-

time shared assistance a@(16.7%) had shared support.

The large majority of participants in the sample=(211, 81.5%) were never absehiringthe
scholastic year in which the'SRAYTRRS BENRYSRET,WESK 296) were absent on a weekly
basis, another 3 (1.2%) were absent for ntbee once a week. There were 33 (12.7%)
who were absent, at most, oncemmnth, while7 (2.7%) were absent once a month.
Only 1 (0.4%) of the participants had been excludad another (0.4%) was suspendiexm

school.

The vast majority of the sample (n = 225, 84.3%) wot repeat any school yearghereas39
(14.6%) repeated one year, and 3 (1.1%) repeated than one year. Analysis of tigeades
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obtained in the three main school subjects dultegprevious year (where applicable) shitrat
the grades for Maltese of 134 participants rangewh O to 95 M = 52.41,SD= 22.2), grade$or
English of 132 participants ranged from 0 to B8 47.91,SD = 22.71), whereas the grades
Mathematics of 131 participants ranged from 0 tqM6= 45.36,SD = 25.87). Thalistribution

of grades in these three subjects can be obsemv@dures 11, 12, ant.

Frequency

o 10 20 30 40 50 60 70 80 920 100
Grades obtained in Maltese during the previous year

Figure 11: Distribution of grades obtained in Maltese durihg previous scholastipear
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Figure 12: Distribution of grades obtained in English durihg fprevious scholastic year
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Figure 13: Distribution of grades obtained in Maths during fiievious scholastic year

Significantly, 113 (48.5%) of the participants didt need speciaéxaminationarrangements.
However, 30 (12.9%) needed particular examinatioangementsancluding extra time, aid of a
reader, prompter and modified examinatgapers. This item was not applicable for 90 (38.6%)
of the participants.

4.2 The Child Behaviour Checklist

This section presents descriptive statistics tharged from data collected frob24 participants
(121 (54%) boys, and 103 (46%) girls) for whom ®BCL was returned. The respondents’
ages ranged from 5 to 18 (M = 10.83, SD = 3.4The majority of theCBCL protocols were
filled in either by the fdSter €8rers®th=84, 41.886)bythe FEsidefiflaolfAl workers (n=82,
40.8%). The remaining 35 (17.5%) protocols wellediin by the child’s house mother, main

guardian, or home director.

42.1 Extra-Curricular Activities
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Of 224 participants, 43 (19.2%) did not participateany particular sport. The mogbpular
sports were swimming (n = 110, 49.1%) and footfral 87, 38.8%). Other less popukports
included cycling (n=42, 18.8%), dancing (n=22, 98%asketball (n=19, 8.5%), arathletics
(n=19, 8.5%).

With regards to favourite hobbies, activities, amithier games practiced, 25 (11.2%) thé
participants did not engage in any form of activitfyhe majority of children (n = 12%7.6%)
spent time playing computer games (including Plag&t® games). This was followety
other activities including, making crafts (n = 53.2%), reading (n = 39, 17.4%), apkhying
with toys (n = 3716.5%).

The majority of the sample, 111 (49.8%), were nanrbers of any organisation, clubg
team. Of the remaining 112 respondents, the ntgjarere members in a football club (n32,
14.3%), attended MUSEUM (n = 26, 11.7%), or attehdedancing group/school (n 25,
11.2%). Out of 221 participants, 57 (25.8%) pgvaats did not have any jobs or chores.
However,theremaining participants (n = 164, 75.2%) were exgedo make their bed, help
out with thedishes, and/or help in the general up keep ohthesehold.

With regards to their ability to play and work aggnthe majority of the children (n %28,
61.5%) were rated by their carers as comparing tweatither children of the same agBesides,
47 (22.6%) were rated as performing better in éinesa than children of the same age, wheB&as
(15.9%) were rated as performing worse in this #naa same agqukers.

4.2.2 Number of friends

Figure 14 shows that only a small proportion of saeple, (n = 34, 16.3%) had nlwse
friend. The majority of the participants, (n = &9,.7%) had 2 to 3 cloggends.
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Figure 14 Number of close friends

Figure 15 (overleaf) shows that 82 (40%) of thetip@ants meet with friends outside
school hoursless than once a week, whereas 57 (27.8%) of smonelents meet at least three
times weekly with friends. The majority of the children (n =,682.2%) in the sample meet

their friendsonceor twiceweekly.

Figure 15: Frequency of meeting with friends outside regutdro®l hours per week

4.2.3 Getting Along with Family Members and Othehiltiren

68



Study 2 Chapter 4 Results — Sample Characteristics

The participants were rated by their carers on kil they behaved with members tfeir
family and other children when compared to othdrshe same age. With regards detting
along with their brothers or sisters, the majofity=123, 66.1%) had an averagdationship,
whereas 25 (13.4%) had a better relationshipd 38 (20.4%) had a poorszlationship
compared to other children. With regards to tbeinaviour with their parents, 97 (47.3%)tloé
children had an average behaviour, 57 (27.8%) digrobehaviour, and 51 (24.9%) hadrse

behaviour compared to otheildren.

When rated on how well they got along with othedskithe majority (n = 128, 60.9%) had
average relationship, whereas 52 (24.8%) had arbeiationship, and 30 (14.3%) hagh@orer
relationship, when compared to otlodildren.

424 Breakdown of Scores Obtained on the CBCL $&sal

The CBCL Scales were duly filled in for 210 outtbé 224 participants for whom the CBCL was
returned. The following section presents an ovevvief the scores obtained by the
participantson each of the CBCL variables, using the three-categdassification (Normal,
Borderline, andClinical) described in the methodology chapter.bfeakdown of scores for
the six problemscales, which are scored on the DSM-Oriented Sedlepe presented using
this three-categorylassification. A breakdown of scores for eachalde measured through the
CBCL is foundin Appendix F. Scores are categorised by age, geaterthe three-category

classification.

Further analysis of the CBCL scale is presente@hapter 5. Tables 14, 15, and 16 gare
overall picture of how the total sample fared onhemariable. They also give a breakdowain
scores by age and gender. 54 girls and 68 boys lagjeveen 6 and 11 years, and 43 girls 4nd
boys aged between 12 and 18 had their CBCL filted Percentages quoted for each saale
Tables 14, 15, and 16 are out of the whole samipé2(0 participants) and not for each

individual sub-group.

Table 14 Competence Scale scores categorised by age ancemgéordthe Normal,

Borderlineand Clinicalranges
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Girls Boys
6t011 12 t018 6 to1l 12 to18 Total

Normal 44  |20.95% |25 |11.90% | B3 |20.48% |28 |13.33% | |140 66.67%

IActivities
| Borderline 7 3.33% |11 15.24% 9 4.29% |4 ]1.90% 31 14.76%

scale

Clinical 3 1.43% |7 [3.33% 16 [|7.62% |13 [6.19% 39 18.57%

Normal 39 18.57% |28 [|13.33% 51 24.29% |23 ]10.95% 141 67.14%
Social

I Borderline 10 |4.76% |5 [2.38% 7 3.33% |14 |6.67% 36 17.14%

scale

Clinical 5 2.38% |10 K4.76% 10 4.76% |8 [3.81% 33 15.71%

Normal 38 18.10% |24 |11.43% 27 12.86% |19 [9.05% 108 51.43%
School
Seal Borderline 10 |4.76% |2 10.95% 11 |5.24% |4 [1.90% 27 12.86%
cale

Clinical 6 2.86% 9 [4.29% 29 |13.81% |15 |7.14% 59 28.10%

Normal 21 [10.00% |10 |4.76% 18 [8.57% |12 [5.71% 61 29.05%
Total

Borderline 8 3.81% |7 13.33% 14 6.67% |4 |1.90% 33 15.71%
competence

Clinical 25 11.90% |18 |8.57% 35 16.67% |22 |10.48% 100 47.62%

Table 14 shows that the majority of the sample extan the normal range on the
Activities, Social, and School Scale. Nonetheless, the mgjofithe sample fell in
the clinical range othe Total Competence score. The scores on the CBCUrSyme

profile are given in table 15 (overleaf)

Table 15 Syndrome Scale scores categorised by age and gémdise Normal, Borderlinand

Clinical ranges

Girls Boys
Total
6 to11 12 to18 6 toll 12 t018
Normal 37 |17.62% |32 |15.24% 45 121.43% |27 |12.86% 141 |67.14%
IAnxious
Borderline 7 3.33% |4 |1.90% 13 16.19% |10 |4.76% 34 |16.19%
Depressed
Clinical 10 [4.76% |7 [3.33% 10 |4.76% [8 |3.81% 35 |16.67%
Normal 38 [18.10% [28 |13.33% | |37 [17.62% [29 |13.81% | |132 |62.86%
\Withdrawn /
Borderline 10 [4.76% |7 [3.33% 13 16.19% [7 |3.33% 37 |17.62%
Depressed
Clinical 6 2.86% |8 [3.81% 18 |8.57% [9 |4.29% 41  |19.52%
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Normal 51 [24.29% |36 |17.14% 64 130.48% |39 |18.57% 190 [90.48%
Somatic
. Borderline 1 0.48% |1 ]0.48% 3 1.43% |2 0.95% 7 3.33%
Complaints
Clinical 2 0.95% [6 [2.86% 1 0.48% |4 ]1.90% 13 16.19%
Normal 42 [20.00% |29 |13.81% | 40 ]|19.05% [26 [12.38% 137 |65.24%
Social
Borderline 4 1.90% |[8 [3.81% 15 |7.14% |9 |4.29% 36 |17.14%
problems
Clinical 8 3.81% [6 [2.86% 13 16.19% [10 [4.76% 37 |17.62%
Normal 42 ]20.00% |35 |16.67% 51 |24.29% |30 |14.29% 158 [75.24%
Thought
Borderline 5 2.38% [3 [1.43% 5 [2.38% [9 [|4.29% 22 ]10.48%
problems
Clinical 7 3.33% [5 [2.38% 12 |5.71% |6 [2.86% 30 |14.29%
Normal 37 |17.62% |30 [14.29% | |38 |18.10% [28 [13.33% 133 |63.33%
Attention
Borderline 5 2.38% [8 [3.81% 17 18.10% [7 |3.33% 37 |17.62%
problems
Clinical 12 |5.71% |5 [2.38% 13 [6.19% |10 |4.76% 40 119.05%
Normal 34 ]16.19% |32 [15.24% | |38 |18.10% |35 |16.67% 139 |66.19%

Rule-breaking |Borderline 5 2.38% |7 [3.33% 9 4.29% |6 2.86% 27 ]12.86%

Clinical 15 |7.14% K [|1.90% 21 ]10.00% K4 1.90% 44 120.95%
Normal 33 |15.71% [28 |13.33% | |34 |16.19% [31 |[14.76% | |126 |60.00%
Aggressive :
: Borderline 5 2.38% |7 [3.33% 13 16.19% |5 [2.38% 30 |14.29%
behaviour
Clinical 16 [7.62% |8 [3.81% 21 [|10.00% |9 |4.29% 54 |25.71%
Normal 32 |15.24% [23 |10.95% | |30 |14.29% [25 |[11.90% | |110 |52.38%
Total
. Borderline 5 2.38% |5 [2.38% 11 |5.24% |3 1.43% 24 |11.43%
Internalising
Clinical 17 [8.10% |15 |7.14% 27 |12.86% |17 [8.10% 76 [36.19%
Normal 27 |12.86% [24 |11.43% | [26 [12.38% [20 [9.52% 97 146.19%
Total

. Borderline 3 1.43% |4 |1.90% 6 [2.86% |10 [4.76% 23 ]10.95%
Externalising

Clinical 24 |11.43% |15 [7.14% 36 |17.14% |15 [7.14% 90 [42.86%
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Table 15 (continued)

Total Normal 26 [12.38% |21 |10.00% | [26 [12.38% |18 [8.57% 91 |[43.33%

Syndrome Borderline 11 [5.24% B8 |1.43% 9 |K4.29% |10 K4.76% 33 |15.71%

Scale Clinical 17 [8.10% |19 [9.05% 33 |15.17% |17 [8.10% 86 140.95%

When each of the Syndrome Scales is analysed indepdy, the majority of the
scoresfall in the normal range. However, over 35% of respoislwere reported to
exhibit clinical problems. This was also true when the scores added to give
the Total InternalisingTotal Externalising and Total Syndrome Scale scores.€lher
are higher proportions of boysatherthan girls, falling in the clinical range for the

Total Internalising, Total Externalising, afmdtal Syndrome scalscores.

Table 16 DSM-Oriented Scale scores categorised by agd gender for the

Normal,Borderline and Clinicaranges

Girls Boys
6to 11 12t018 |6 to 11 12 to 18 Total

Normal 36 |17.149431 |14.76%| |43 ]20.48%435 |16.67%] |145 |69.05%
Affective Problems  [Borderline| |7 3.33% | 6 | 2.86% 12| 5.71% 2| 0.95% A7 12.86%
Clinical 11 |5.24% | 6] 2.86% 13] 6.19% 8| 3.81% 38 18.140%
Normal 35 |16.67%]32 |15.24%]| |37 |17.62%|26 [12.38%] |130 |61.90%

Anxiety

Borderline| |9 [|4.29% |4 |1.90% | |14 |6.67% 4 ]1.90% | |31 |14.76%
Problems

Clinical 10 |4.76% [7 [3.33% | |17 [8.10% |15 [7.14% | 49 [23.33%
- _ Normal 52 |24.769%436 |17.14%)]| |64 |30.489440 |19.05%] |192 [91.43%
omatic

Borderline] |0 0.00% | 2] 0.95%] | 3 1.43% 4| 1.90% 9] 4.29p0
Problems

Clinical 2 0.95% | 5] 2.38%]| | 1 0.48%9% 1| 0.48% 9 4.29p%

[—— Normal | [42 [20.00%34 [16.19%] [#6 [21.90%[30 [12.29%| [152 [12.38%

Problems Clinical 10 [4.76% |5 |2.38% | |12 |5.71% |6 [2.86% | |33 |15.71%
Normal 38 ]18.10%435 [16.67%| |45 [21.43%434 |16.19%)] |152 [72.38%
Oppositional
. Borderline| |4 [1.90% |5]2.38%|| 4 | 1.904 5| 2.38% 1B 8.57p6
Defiant Problems
Clinical 12 |5.71% | 3| 1.43%| | 19| 9.05% 6| 2.86%9%| 40 19.06%

Normal 32 |15.24%)|31 |14.76%]| |31 |14.76%|29 [13.81%| |123 [58.57%
Borderline| |6 2.86% |6 |2.86% | |13 16.19% |10 |4.76% | |35 |16.67%
Clinical 16 [7.62% |6 [2.86% | |24 [|11.43%|6 [2.86% | |52 [|24.76%

Conduct

Problems
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The majority of scores on all the DSM-Oriented ®salell in the normal range.
The Somatic Problems Scale had the highest percenthgecaves in the normal
range. Onthe contrary, the Conduct Problems Scale had the highesentage of

scores in the clinicalange.

In addition, the highest percentage of scores & dinical range on the Affectiv@roblems
Scale, Anxiety Problems Scale, Attention Deficit pdyactivity Scale, OppositiondDefiant

Scale, and Conduct Problems Scale, was for boygiaiscaged from 6 to 1§ears.
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4.3  The Strengths and Difficulties Questionnaire

Data analysis for the SDQ subscales will be preskfitst, followed byscoresobtained on the
ImpactScale.

4.3.1 The SDQ Subscales

The SDQ forms were filled in as follows: 233 carflted in the Carer-Form; 201 teachers filled
in the SDQ-teacher form; and 108 participants (ageaddsn 11 and 18 years) completed the
Table 17 provides the descriptiegails for each of the six SDQ

subscales includinthe sample size, minimum, maximum, mode mean and stdrdiviation of

SDQ self- report version.

the raw scoresEachscore ranged from O t0.

Table 17 Descriptive statistics on the different SDQ scélg<arer, teacher andelf-report

N Min Max | Mode | Mean | St. Deyv,

Carer 232 0 13 2 355 | 2.56

Emotional [ Teacher| 201 0 9 0 2.54 2.33
Symptoms m—o 108 0 9 3 425 | 257
Carer 233 0 10 1 3.58 2.60

Conduct [Teacher| 201 0 10 0 314 | 249
Problems Self 108 0 8 2 3.09 1.76
Carer 233 0 10 5 5.34 2.88
Hyperactivity| Teacher | 201 0 10 10 5.32 3.21
Self 108 0 10 6 473 | 252

Carer 232 0 10 4 3.56 2.31

Prssleeins Teacher | 199 0 10 2 285 | 2.10
Self 108 0 9 3 3.42 2.24

Carer 233 1 33 13 15.70 7.44

DiﬁTiglET‘t'ies Teacher | 199 0 315 6 1381 7.37
Self 108 1 29 14 1549 | 6.44

Carer 233 0 10 10 7.43 2.58

Prosocial [ Teacher [ 199 10 10 6.97 2.88
Behaviour Self 108 2 10 10 834 | 1.90
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Table 18 shows the proportion of participants fglin the Normal, Borderlinand Abnormal
ranges for each subscale using evaluations providedarers, teachers arsglf- reports.

Table 18 SDQ subscales scores for the Normal, Borderline @fidical ranges using the

carer,teacher and self-informamtvaluations

Normal Borderline Abnormal
Range Range Range
Carer 154 66.40 40 17.206 38 16.%06
Emotional
Teacher 139 69.26 39 19.%% 23 11.%06
Symptoms
Self 61 56.5% 14 13.0% 33 30.6%
Carer 121 51.9% 26 11.206 86 36.9%
Conduct
Teacher 93 46.3% 50 24.%% 58 28.9%
Problems
Self 67 62.0% 21 19.206 20 18.%%0
Carer 149 63.9% 27 11.6% 57 24.3%
Hyperactivity Teacher 123 61.20 36 17. %% 42 20.9%
Self 61 56.5% 19 17.6% 28 25.9%
Carer 126 54.3% 40 17.20 66 28.%0
Peer
Teacher 134 67.30 22 11.1% 43 21.6%
Problems
Self 62 57.%% 11 10.20 35 32.%%0
Carer 119 51.1% 31 13.3% 83 35.6%0
Total
- Teacher 108 54.3% 31 15.6% 60 30.26
Difficulties
Self 55 50.9% 12 11.1% 41 38.0%
Carer 137 58.80 19 8.2% 77 33.0%
Prosocial
; Teacher 160 80.4% 14 7.0% 25 12.6%
Behaviour
Self 90 83.3% 5 4.6% 13 12%

The majority of scores, for each respondent anéawh of the SDQ scales, fell in thermal
range. This is also true for the Total Difficutiscale which groups together the four

subscaleshat measure the childrendsfficulties.

By considering solely those children that fall in abnormal range, one notices tlecatrers

and teachers are more likely to allocate partidpan the abnormal range for their poor
75



Study 2 Chapter 4 Results — Sample Characteristics

conductwhereas children are more likely to allocate thdwesein the abnormal range for their
peer problems and emotional difficulties. Very oftengathers and carers are more
concernedaboutthe children’s conduct and hyperactivity problembgereas children are more

concernedabouttheir emotional difficulties and their relationshwpth theirpeers.

To gain a better understanding of the scores oddaiRearson product-momeatrrelationsvere
computed to assess the relationship between tleestareachers’, and children’s scomseach
variable of the SDQ. As highlighted in the tabkddw, all pair-wise relationshipare positive
and most of them are significant at the 0.05 lesMekignificance indicating goodhter+ater
reliability. Interestingly, in almost all subscalethe scores provided by children anere
correlated with those provided by carers than teeghwhich may indicate that the carers
aremore aware of the children’s difficulties than teachers.

Table 19 Pearson correlations relating scores provided Wyedent raters on the SD€cales

SDQ Scales Correlations
Carer - Teacher [Carer - Child Teacher -Child

[Emotional Symptoms  [r =0.21* r=0.47* r=0.25*
Conduct Problems r=0.32** r= 0.39** r=0.20
[Hyperactivity Scale r = 0.50** r =0.45** r=0.43**

Peer ProblemsScale r=0.39** r =0.56** r=0.40**

Total Difficulties Scale |r=0.39** r=0.52** r=0.34*

Pro-Social Scale r=0.22* r =0.32** r=0.26*

*p <0.05, *p < 0.001

4.3.2 SDQ — Impact Supplement Scores

The tables below provide a breakdown of the scelieged from the carer, teacher, aswlf-

report Impact Supplement sheets. It is importantdte that 104 out of the 108 participants

who returned the SDQ- Self Version filled in thepatt Supplement Sheelso, 224 out of

the 233 Cares who filled in the SDQ-Carer Form clategl the SDQ — Impact Supplement Form,
and 191 out of the 201 teachers who filled in tB€)STeacher Form completed the Impact
Supplement Form. In this section the actual peeged instead of valid percentages are quoted as
the perception of difficulties is treated as thamguestion on which further questions were built.
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Hence, the replies were calculated on a sampléiCarers, 191 Teachers, and 104 youngsters.
Percentages do not always add up to 100% due &ingiseplies.

Table 20 Perception of difficulties according to Carer, Téac, andSelf

Minor Definite Severe
No Difficulties Difficulties Difficulties Difficulties
Carer 36 16.1% 67 29.9% 75 33.5% 46 20.5%

Perception
- Teacher |31 16.2% 55 28.8% 67 35.1% 38 19.9%
of difficulties

Self * 28 26.9% 49 47.1% 18 17.3% 9 8.7%

The majority of carers who noted that the chilceigeriencing difficulties are of the
opinion that the difficulties are ‘definite’ ones. On tlmther hand, the majority of
children whothink they have a difficulty, perceive their difficultiess being ‘minor’
ones. Moreover, more thawne fourth of the children who could answer the impact

supplement sheet stipulated that theyndbhave anydifficulties.

Table 21: Perception of duration of difficulties according @arer, Teacher, an&elf

No
1 to 5 months |6 to 12 months |Over a year |Difficulties

Less than a

month :
Perceived

Carer 3 1.3% |10 4.5% |22 9.8% 149 166.5% |36 [16.1%

Duration of

- Teacher [1 0.5% |17 8.9% |60 31.4% [79 41.4% |31 |16.2%
Difficulties

Self 7 6.7% |4 3.8% |9 8.7% 53 51.0% [28 |26.9%

Table 21 shows how the majority of the carers,iteex; and children who perceive that
the child is experiencing a difficulty, are of the opn that these difficulties have
been presentor over a year, indicating that they perceive them toobe transitional

problems.
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Table 22 Perception of the how the difficulties upset tteld, and impact on

his or her functioning at home, with peers, in classroom |&agn leisure time, and

with people aroundhe child

No
Difficulties
Not at all Only a Quite a lot A great Perceived
little Deal
Carer 54 | 24.1% | 83 | 37.1% | 33 |14.®6)| 16 | 7.1% | 36 | 16.1%
Difficulties
UPSGIOf Teacher| 34 | 17.86| 75 | 39.36| 31 | 16.20| 12 | 6.3% | 31 | 16.2%
distress
the child ™ Soi™ 8 [ 7.7 | 37 |35.66| 12 | 11.9%6| 18 | 17.3% | 28 | 26.9%
Carer 26 | 11.6%0| 75 | 33.80| 57 | 25.86| 23 |110.3%| 36 | 16.1%
Difficulties
presenting [ Teacher*| N/a| N/a [N/a| N/a | N/al N/a | N/a] N/a | N/a] N/a
problems
at home Self 25 | 24.06| 33|31 121136 5 | 4.8% | 28 | 26.9%
Carer 37 |16.830| 65 | 29.06| 49 | 21.946] 26 | 11.64 | 36 | 16.1%
Difficulties
presenting | Teacher | 28 [ 14.76| 59 [ 30.9%| 41 [ 21.9%] 27 | 14.19% | 31 | 16.26
problems
with Self 23 122.19% | 34 |32 10| 960 | 7 | 6.7 | 28 | 26.9%
friends
Carer 26 |11.60| 57 | 25.86| 53 | 23.206| 37 | 16.506| 36 | 16.1%
Difficulties
presenting [ Teacher| 7 3.7 | 54 | 28.30| 46 | 24.1% | 51 | 26.”0| 31 | 16.2%
problems
In Self 14 | 13.9% | 29 | 27.9%| 18 | 17.3%| 10| 9.6% | 28 | 26.9%
classroom
learning
Carer 53 123.20| 71 | 31.”0| 41 | 18.3%6| 12 | 5.4% | 36 | 16.1%
Difficulties
presenting [ Teachef [ N/a| N/a [ N/a| N/a | N/al N/a | N/a]l N/a | N/a] N/a
problems
'”{ﬁ;}sé"e Self 38 [36.9%6| 16 |15.40| 8 | 7.7 | 12 | 11.9%6| 28 | 26.9%
Difficulties Carer 25 111.20| 77 | 34.86 | 47 | 21.00] 35 | 15.646| 36 | 16.1%
make it
hafdeflfo'f Teacher| 32 [16.96| 55 [ 28.9% | 46 [ 24.196 ] 23 [ 12.0% | 31 [ 16.2%
people
am;:‘ifdthe Self | 20 | 19.26| 35 | 33.86| 11 | 106%| 9 | 8.7 | 28 | 26.9%
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In all the areas of difficulty identified in the pact Supplement of the SDQ, the majority
scores provided by carers, teachers, and selfinfale ‘only a little’ category. Byonsidering
solely those children that fall in ‘a great deategory, one notices that carers and teachers
more likely to allocate participants in this categdahrough their perception that thehild's

difficulties affect classroom learning, whereasldten are more likely to allocate themselwes
this category based on their perception that ttiéiiculties upset or distress them, apcesent

problems in their leisureme.

4.4 Conclusion

The above findings provided an insight of the sangblaracteristics through tidormationthat
emerged from the Demographic data sheet, the Gailcaviour Checklist, and tH&trengthsand
Difficulties Questionnaire. The subsequent chaptell describe the analyses thatere

carried out to address the research questions posesstudy.
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Study 2 Chapter 5: Presentation of Findings

50 Introduction

This chapter addresses more directly the researestigns posed in this study. So as to offer
a more detailed picture of the mental health ofdcen in care, results comparing children in
care with normative and clinical samples in othéud®s will be presented. The

identification of mental health problems and thenmex in which they are addressed will be
explored in the subsequent section. A descriptiothe differences noted between children
in residential care and children in foster careghbanrelated foster care and related foster
care, or kin care, will follow. Through the use m@gression analysis, this section also
provides a more direct comparison of children sidential care and those in foster care, who
were matched on age of admission into care anddtiation of time spent in care. In

addition, an analysis of the factors affecting ¢hédren’s mental health will be presented by
exploring the impact of several variables on scatasined on the CBCL and SDQ. This

analysis will first be presented for the whole sem@and then separately for children in

residential care, and children in foster care. alyn the regression analysis used to identify
the specific factors predicting children’s mentakahh will be presented at the end of the

chapter.

5.1 Comparing Maltese Children in Care with Clinicd and Normative Samples in
Other Studies

The children in the current study consistently desti@ted significant lower scores in both
the CBCL and the SDQ, when compared with childremormative populations. With
regards to the CBCL, the children in this studyaoi®d significant lower scores in the four
subscales considered: Total Competence, Totalnialismg, Total Externalising and Total
Syndrome Score in all ages and genderd 01 in all cases), when compared to a non-
referred normative sample of American children on whom@BCL was standardised. This

! The non-referred normative sample is composedrahdomly selected sample of American children fdfrstates, who
did not make use of any specialized mental healthices, substance abuse services or special énhaaservices during
the past 12 months. Standardised norms are pmbvioiethe Child Behaviour Checklist on the basis it tsample
(Achenbach & Rescorla, 2001).
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comparison was carried out using the One Samplesil-tDescriptive statistics tables are
provided in Appendix O, for boys (6-11 and 12-18&ng and girls (6-11 and 12-18 years).

CBCL scores for the children in care in the curretnidy were also compared to a clinical
samplé of American children. In some instances, thedrhit in this study were found to
resemble more closely children from the clinicainpée. No significant differences were
observed between children in this sample, when emetpto the referred children in the
Total Competence scale with regards to boys oagdls and girls aged between 12 and 18
years. Moreover, no major differences were obsktvetween referred children and the
children in this study, in the Total Internalisiagd Total Syndrome Scale scores for boys
aged between 12 and 18 years. Tables presentiagsvand standard deviations for this
sample and the clinical sample are presented ireAgip P. These tables reveal that Maltese
children in care scored significantly better th&e tUSA clinical sample on several other
scales. Young boys (6-11 years) showed fewercdities as they obtained lower scores than
the clinical sample in terms of Internalising, Extising and Total problems. Younger girls
present a similar picture, in that they too scdretter than the clinical sample in these three
scales and also in the Competence scale. Oldexr $foywed significantly less Externalising
problems than the clinical sample; however theores were comparable to the clinical
sample in the three other scales. Although commgetescores in older girls in out-of-home
care resembled those in the clinical sample, otiids presented less behaviour problems

than the clinical sample on the remaining threéesca

Similar results were observed when analysing childr SDQ scores. Scores obtained by the
sampled group were compared to children’s scorghenMaltese general population that
were provided in the study by Cefai, Cooper and am(2008) using a hormative sample
of approximately 7000 participants. Once morejdcbn in the current sample obtained
significantly lower scores than Maltese childrenaihthe subscales of the SDQ, in all the
Self, Teacher and Parent report versions. The erbeptions were the Self and Teacher
Prosocial Behaviour scales for both boys and gagsno significant differences were noted.
Significant differences were observed between thatéde children in care and Maltese

children in the general population, in both gendersll versions, in the following subscales:

2 The clinical sample is composed of American cleifdwho had made use of mental health servicestasdes abuse
services or special education services over thellasnonths. They have been selected from a laageiom sample of
children from 40 American states (Achenbach & Rdac2001).
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Emotional Symptoms, Conduct Problems, HyperactiviBeer Problems and Total

Difficulties (p<0.05 in all subscales). Further details are glediin Appendix Q.

5.2 Identifying and Addressing Mental Health Probéms among Children in Care

This section provides a comparison between the dbragnosis provided to children by
professionals working with them and the scorescthiklren obtained on the DSM-oriented
Scales of the CBCL, in order to explore whethelddechn in out-of-home care are being
adequately diagnosed. The services used by childid be compared to both these
variables, to further examine the manner in whickntal health problems are being

addressed.

5.2.1 Overlap between the child’s formal diagnosied scores obtained on the CBCL
DSM-Oriented scales

An overview of the rating scores obtained by thalteample on each of the 6 DSM-oriented
CBCL scales is provided in Table 28. The highestentages of children scoring within the
clinical range were those having conduct and apx@toblems; whereas the lowest
percentages were obtained in the somatic probletegary. A strict inclusion criterion was
used by considering only those children that feithim the clinical range of the DSM-

oriented scales to prevent false positives.

Table 28: Percentages of the total sample rated on the narbwberline, and clinical
range of the CBCL DSM scales

CBCL DSM scales Sg?;gle Normal Borderline | Clinical
Affective Problems 210 69.0 % 12.9 % 18.19
Anxiety Problems 210 61.9 % 14.8 % 23.3 %
Somatic Problems 210 91.4 % 4.309 4.30 %o
Attention Deficit/Hyperactivity Problems 210 72.9 % 11.4 % 15.7 %
Oppositional Defiant Problems 210 73.39 7.60 % 0728.
Conduct Problems 210 57.1 % 17.6 % 25.2 %

Crosstabular analysis was utilised to explore th®oeaation between the score categories
obtained for each DSM-oriented scale of the CBQCld, e formal diagnosis provided by the
professionals working with the child. In orderdompute this analysis, children who were

labelled by professionals as having comorbid diedfor example, ADHD and conduct
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disorder, were classified as having each of theseradkrs separately and included in the

respective analysis of both the ADHD crosstabumatiand the Conduct Disorder

crosstabulation.

Table 29: Crosstabulation of the ratings on the Attention iBigHyperactivity Problems
scale of the CBCL (DSM scale) and the childrentsnfd diagnosis of ADHD

DSM score category
Normal Borderline Clinical Total

Formal diagnosis |No |Count 137 19 24 180
of ADHD Percentage 76.1% 10.6% 13.3% 100.0%
Yes | Count 16 5 9 30

Percentage 53.3% 16.7% 30.0% 100.0%

Total Count 153 24 33 210
Percentage 72.9% 11.4% 15.7% 100.0%

Table 29 presents a crosstabulation of the diagradSADHD provided by professionals and

the categorised scores obtained on the AttentidiciDelyperactivity Problems scale of the

CBCL. Of particular interest in this table are th& children who fall within the normal

category of the CBCL scale, but who were diagnaaedaving ADHD by professionals

working with them. In fact, 53.3% of those fornyatliagnosed as ADHD cases fell within

the normal range on the DSM scale. Converselyctitiren who fell within the clinical

range on the CBCL, which comprises 13.3% of thisgsoup, were not formally diagnosed

as having ADHD according to professionals. Howevke Chi-square test revealg &

7.22,v =2p=0.027) that there is a significant associationvkben the professional’s formal

diagnosis of ADHD and the categorisation obtainedhee DSM ADHD scale. This implies

that the proportion of children falling within tleéinical DSM category that are diagnosed by

professionals as having ADHD (30.0%) is signifitamigher than the proportion of children
not diagnosed as having ADHD (13.3%).

Table 30: Crosstabulation of the rating on the Affective fleams scale of the CBCL (DSM
scale) and the children’s formal diagnosis of Degsien

DSM score category
Normal Borderline Clinical Total

Formal diagnosis |No |Count 145 27 38 210
of Depression Percentage 69% 12.9% 18.1% 100.0%
Yes | Count 0 0 0 0

Percentage 0% 0% 0% 0%

Total Count 145 27 38 210
Percentage 69% 12.9% 18.1% 100.0%
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Table 30 (previous page) shows that none of thielreim were formally diagnosed as having
depression or any other mood disorder accordingh#o professionals working with the
children. However, 38 children presented enoughpggms to fall in the clinical range of
the Affective Problems subscale on the CBCL. Timiglies that 18.1% of the children, who
were not diagnosed by professionals to have dapresscored within the clinical range of
the DSM scales, indicating an under-diagnosis oprelssive symptoms among this

population.

Table 31: Crosstabulation of the rating on the Anxiety Probgescale of the CBCL (DSM
scale) and the child’s formal diagnosis of Anxietgorder

DSM score category
Normal Borderline Clinical Total
Formal diagnosis |No |Count 130 31 47 208
of Anxiety Percentage 62.5% 14.9% 22.6% 100.0%
Disorder Yes |Count 0 0 2 2
Percentage 0% 0% 100% 100%
Total Count 130 31 49 210
Percentage 61.9% 14.8% 23.3% 100.0%

Table 31 shows that only 2 children have been ifiedtby professionals as having some
type of Anxiety Disorder. These children, in faaibtained scores within the clinical range of
the DSM Anxiety problems scale. A group of 47 dkeh, comprising 22.6% of the
participants not diagnosed to have anxiety disobyeprofessionals, obtained scores on the
clinical range of the DSM scale. However, the Efpirare test revealg’(= 6.63, v = 2p =
0.036) that there is a significant association leetwthe professional’s formal diagnosis of

anxiety disorder and the categorisation obtainetherDSM anxiety scale.

Table 32: Crosstabulation of the rating on the Somatic Proidescale of the CBCL (DSM
scale) and the children’s formal diagnosis of SamBisorder

DSM score category
Normal Borderline Clinical Total
Formal diagnosis | No |Count 192 9 9 210
of Somatic Percentage 91.4% 4.3% 4.3% 100.0%
Disorder Yes |Count 0 0 0 0
Percentage 0% 0% 0% 0%
Total Count 192 9 9 210
Percentage 91.4% 4.3% 4.3% 100.0%
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Table 32 (previous page) shows that none of thédrem have been identified by
professionals as having a diagnosis of Somaticr&o However, nine children presented
enough symptoms to score in the clinical rangearh&ic problems according to the DSM

scales, thereby indicating that this problem is alsder-diagnosed among this population.

Table 33 shows that only four children have beemé&lly diagnosed with Oppositional
Defiant Disorder, with three of these children sogrwithin the normal range on the
Oppositional scale of the CBCL. On the other h&&dchildren who were not diagnosed by
professionals to have Oppositional Defiant Disordemprising 18.9% of the group, scored
in the clinical range. The Chi-square test sumptine claim that there is no association
between a formal diagnosis of ODD and the DSM saaegorisation obtained on the
Oppositional Defiant Problems scal¢ € 0.38, v = 2p = 0.824), indicating considerable

discrepancy between the two classification prooesiur

Table 33: Crosstabulation of the rating on the Oppositionafiant Problems scale of the
CBCL (DSM scale) and the child’s formal diagnodi©ppositional Defiant Disorder

DSM score category
Normal Borderline Clinical Total
Formal diagnosis |No |Count 151 16 39 206
of Oppositional Percentage 73.3% 7.8% 18.9% 100.0%
Defiant Disorder |Yes |Count 3 0 1 4
Percentage 75% 0% 25% 100%
Total Count 154 16 40 210
Percentage 73.3% 7.6% 19.0% 100.0%

Table 34 (overleaf) shows that only seven childreave been formally diagnosed by
professionals as having Conduct Disorder, with eéhoé these children (42.9%) obtaining
scores within the normal range according to the CBOnduct Problems subscale. On the
other hand, 50 children (24.6%), who fell withiretblinical range of this subscale, have not
been formally diagnosed by the professionals warkivith them. The Chi-square test
supports the claim that there is no associatiowdset formal diagnosis of Conduct Disorder
and the DSM score categories obtained on the Cortoblems scalet = 1.19, v = 2p =
0.550), indicating considerable discrepancy betwberiwo methodologies.

83



Study 2

Table 34: Crosstabulation of the ratings on the Conduct Peot$ scale of the CBCL (DSM

Chapter 5

scale) and the children’s formal diagnosis of Cortddisorder

Presentation of Findings

DSM score category
Normal Borderline Clinical Total
Formal diagnosis |No |Count 117 36 50 203
of Conduct Percentage 57.6% 17.7% 24.6% 100.0%
Disorder Yes |Count 3 1 3 /
Percentage 42.9% 14.3% 42.9% 100%
Total Count 120 37 53 210
Percentage 57.1% 17.6% 25.2% 100.0%

In summary, it can be noted that there has beesnargl trend of under-diagnosing mental
health problems among children who obtained scovdkin the clinical range of the

respective CBCL scales, and in other cases fornthdgnosing some children who score
within the normal range. Formal diagnoses by @msifnal on Oppositional Defiant and
Conduct disorders contrasted heavily with the DQMre categorisation and the number of

mismatches was evident.

5.2.2 The Relationship between A Child’s Formal dginosis and the Services being
utilised by the Child

Besides exploring the presence of mental healtblgnes within this population, this study
also investigates the manner in which these prablame being addressed. This section
provides an overview of the pattern of service isdtion, specifically the use of
psychotherapeutic and psychiatric services amonigreh in relation to the presence of
mental health problems. Differences within the ofsservices according to the presence of a
mental health diagnosis will be explored. Givea tBndency towards under-diagnosis in
several of the disorders, this data will be comganet only through formal diagnosis
provided by professionals, but also through clihB&M score categorisation. Most of the
associations between diagnoses of mental healtblggns and use of psychiatric and
psychotherapeutic services are revealed througlksdebular analysis, and tested for

significance using the Chi-square test.

Among the 42 children having a formally diagnosedntal health problem, 69% were
currently attending psychotherapy. On the othedh#here were 76 children who presented
sufficient difficulty to warrant a referral to atté psychotherapy, but did not have a
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diagnosed mental health problem. Thus, 45.8% dfirem who do not have a formal
diagnosis also attend psychotherapy. The Chi-sqeat ¢> = 7.26, v = 1p = 0.007) reveals
that those who are formally diagnosed as havingtahdrealth problems are more likely to

attend therapy than those who are not.

A striking fact is that only 27 (64.3%) of the 4Bildren who are formally diagnosed as
having mental health problems are attending sugichpatric services. Thus, 15 children

with a formal diagnosis do not have psychiatriddwlup. On the other hand, there are 17
children (10.2% of those who do not have a formagdosis) who present with sufficient

symptoms to be psychiatrically followed up. Howewke Chi-square tesgi(= 58.7, v = 1,

p < 0.001) reveals a significant association betwdentwo variables, implying that the

majority of those who do not have a diagnosis dbhave psychiatric follow-u@and that

those who have a diagnosis are also psychiatritallywed up.

Nearly half of the children who did not have a diaged mental health problem (48.2%)
attended either psychotherapeutic or psychiatrneices. Globally, 114 children attended at
least one of these services; whereas 94 childtenddd none. Only eight children (19%) of
the 42 who have a formal diagnosis did not recaivweof these services. The Chi-square test
(¢* = 14.52, v = 1,p<0.001) reveals a significant association betwéen dhild’s formal
diagnosis and the use of mental health servicéss résult is further consolidated by another
finding that shows that children who make use tieziof these services score considerably
higher in the Total Syndrome scaM € 53.87,SD = 33.56) than those who do not make use
of these servicedM = 41.46,SD = 28). The Independent Samples t-test revealstiims
difference is significant and not attributed to rt&a ¢ (201) = 2.83,p = 0.005), which
implies that the children making use of mental theakrvices are the ones presenting with

more difficulties.

Given the discrepancies between the number of reildvho had a formal diagnosis and
those who scored within the clinical ranges of D®M-oriented scales, it was deemed
necessary to use the DSM score categorisationa @athe DSM scales were re-coded so
that children who scored on the clinical range bleast one of the six DSM profiles were
categorised as having a mental health problem. chdren (49%) of the total sample had at
least one DSM profile that was categorised in tleical range and 62 of these children
(61.4%) were attending psychotherapy. Furthermé8pf a total of 105 children (41%)
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who did not fall in the clinical range in any ofettDSM profiles were also attending
psychotherapy. However, the Chi-square tgst (8.6, v = 1p = 0.003) reveals that children
with mental health problems are more likely to make of psychotherapy.

Only 27 children (26.7 %) of the 101 having at temse DSM profile in the clinical range
used the psychiatric services. Furthermore, 1lidn (16.2%) of the 105 having no DSM
profiles in the clinical range were also using pisgchiatric services. The Chi-square tgst (
= 3.4, v = 1,p = 0.065) reveals that there is considerable associdetween present
psychiatric assistance and the presence of memalthh problems; however it is not

significant at the 0.05 criterion.

The majority (67.3%) of children having at leaseddSM profile in the clinical range are
currently attending psychotherapy or have psydbiatrpport. The Chi-square test indicates
(x*=11.52, v = 1p = 0.001) a significant association between thegmes of mental health
problems and the use of mental health services.

A concluding remark is that there is a generaldrdvat children with mental health problems
make use of mental health services. In spiteisffdtt, there are still a confounding number
of children who do not receive any assistance aljhahey have either a formal diagnosis or
fall with the clinical range of the DSM-orientedseales of the Child Behaviour Checklist.

5.3  Comparing Children in Residential Care and Fogr Care

In order to capture the differences between childvbo are currently in foster care and those
in residential care, several comparisons were ezhraut between these two subgroups.
These subgroups were compared on a number of iegialrluding demographic variables,
reasons for entry into care, type and frequencgarftact with family of origin, type of
services used, educational profile and scores ®@CBICL and SDQ scales. Comparisons are
firstly reported between children in residentiatecand foster care and secondly between

children in kin care, unrelated foster care andlezgial placements.
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The last section provides a comparison of the onésoon the CBCL and SDQ scales
between children in residential care and fostee ¢hat were matched by age of admission

into care, and the duration of their care expegenc

5.3.1 Differences in Demographic variables

Initial comparison between children in residentiate and foster care focused on possible
differences in demographic variables, as preseirtethe Demographic Variables Sheet,

which can be found in Appendix A. Several dispasittmerged between the two groups of
children, as well as between children in residémi@ae, in unrelated foster care and related
foster care or kin care, suggesting that thesa@nl may have different needs due to their
diverse profiles. Results will be presented adogyto the order of the variables as shown in
the Demographic Variables Sheet.

No significant differences were noted between childn residential care and those in foster
care regarding nationality and presence of diaghasedical conditions, mental health
problems, diagnosed learning disabilities or dgwelental disorders. This was also the case
when comparing children in residential care, urteelgoster care and kin care. It was not
possible to determine whether there were sigimficdifferences in physical disability
between the groups, since only five children hathygsical disability.

Significant variations were noted between the mstidl care and foster care groups in the
mean age of admission into care and the meanléotgih of time children spent in care. The
Independent Samples t-test, (55) = 6.37,p < 0.001) demonstrates that children in
residential careM = 4.87,SD = 3.73) have a significantly higher age of entitpicare, than
children in foster careM = 2.17,SD = 3.09). Moreover, the Independent Samples i-(est
(255) = 5.33p < 0.001) reveals that children in residential careeha significantly lower
mean duration in care = 5.76,SD = 3.89) than children in foster carél = 8.35,SD =
3.71).

Important dissimilarities were noted between theam&dmission ages into care when

comparing children in residential care, unrelatestdr care and related foster care using the
One-way ANOVA testlf (2, 260) = 23.19p < 0.001]. Children in residential care had the

highest mean age of admissiavi € 4.87,SD 3.73), followed by those in related foster care

(M = 3.14,SD = 3.93) and others in unrelated foster cévle=1.26,SD = 1.55). Scheffe
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post-hoc test reveals a major difference betwedntre three groups. Substantial
discrepancies were again noted between the meatiahg in care between the three groups
[F (2, 254) = 14.76, p < 0.001]. On average, ckitdin residential care spend significantly
less time M = 5.76,SD = 3.89) in care than those in kin caké £ 7.95,SD= 4.11) and those

in unrelated foster careM(= 8.72,SD = 3.29). Scheffe post-hoc tests show noteworthy
distinctions between all subgroups except thosenelated foster care and those in kin care.
Moreover, there were no significant differenceshia total number of transitions experienced
while in care between children in residential carel those in foster care and between

children in residential care, unrelated foster eare kin care.

Crosstabular analysis was carried out in order dongare children in different care
placements with several categorical demographi@abkes. The Chi-square test reveals a
significant associationyf = 35.13, v = 4, p < 0.001) between type of care eritli’s legal
status at present. As seen in Figure 13, moraremlwho are under a care order are Iin
residential care (57.2%) compared to foster cabde204); while more children who are under
a court order are in foster care (19.6%) compave@gidential care (6.2%). The proportion
of children placed in foster care under voluntatgcpment (40.2%) is comparable to the

proportion of children placed in residential ca36.6%).

Care

M Residential
B Foster

Frequency

Care order Court order Voluntary placement
Child's Legal Status
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Figure 13: Frequency of children in residential and fosteeday their current legal status

Table 35 shows the number of children clusteredypg of current placement and child’s

present legal status. The Chi-square test resggiéficant differences between proportions

(*=12.24,v =2, p < 0.005).

Table 35: Crosstabulation of the child’s current placementdegal status

Child's legal status at present
Voluntary Total
Placement| Care Order| Court Order
Current Residential  |Count 53 83 9 145
Placement [care Percentage 36.6% 57.2% 6.2% 100.0%
Unrelated Count 18 28 3 49
foster care Percentage 36.7% 57.1% 6.1% 100.0%
Kin care Count 19 9 15 43
Percentage 44.2% 20.9% 34.9% 100.0%
Total Count 90 120 27 237
Percentage 38.0% 50.6% 11.4% 100.0%

There are higher proportions of children in kinecéivat had a voluntary placement and there
are higher proportions of children in residentiatecand unrelated foster care under a care
order. A contrasting pattern was observed wittargg to children who have a court order,
where only 6.2% of children in residential care evar this category, compared to 6.1% of
children in unrelated foster care and 34.9% ofcti&lren in kin care.

The Independent sample t-test reveals that thel ¢hiladult ratio in residential caré(=
5.91,SD= 2.19) is significantly higher than the childadult ratio in foster placements! (=
1.52,SD=0.77).

5.3.2 Comparison of Children according to Reasom Entry into Care

The next step involves a comparison of the proportf children, in different placements,
categorised by parental issues that emerge as m@asons for their entry into care. Each
reason was considered separately, even when ahittkd multiple reasons for entry into
care. Associations between these two categoraadhbles were analysed through the Chi-
square tests. Significant differences between @tams for the residential and foster care
groups were observed in children who experienced ftlowing parental issues which
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resulted in reasons for entry into care: maritaakdown ¢> = 3.92, v = 1,p < 0.05),

substance abusg?(= 4.79, v = 1p < 0.05), inadequate parental skifg € 5.12, v = 1p <

0.05) and prostitutiony? = 4.02, v = 1,p < 0.05). Table 36 (overleaf) shows higher
proportions of children in residential care whenritah breakdown and inadequate parental
skills are the reasons for entry into care, andérigoroportions of children in foster care
when parental substance abuse and prostitutiorthereéeasons for care placements. No
important variations were found between proportidois the residential and foster care
groups when mental health problems, parental iejgcsingle parenthood, imprisonment

and other issues were the main reasons for erttycare.

A comparison of the proportion of children in diféat placements categorised by child
issues that emerge as main reasons for their gnitricare reveals notable differences in the
following: sexual abuse = 6.46, v = 1p < 0.05), physical abusg*(= 16.09, v = 1p <

0.001), emotional neglecg= 8.95, v = 1p < 0.005) and behavioural problems in the child
(* = 6.8, v=1p < 0.01). Table 36 (overleaf) shows higher prapog of children in

residential care that experienced these child sssublo significant differences between
proportions were found for the residential and dostare groups when emotional abuse,
physical neglect, physical disability and othemues were the main reasons for entry into

care.

A comparison of the proportion of children in driéat placements categorised by external
factors reveals a significant difference in subsgad housing;f = 7.09, v = 1p < 0.01).
There are distinctly higher proportions of children residential care that experienced

substandard housing compared to children in fastes.
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Table 36: Percentage of children in residential and fosterechy reason for care admission

Residential Care Foster Care
FEITEE! [Ees Not present Present Not present Present
Marital Breakdown 61.5% 38.5% 73.1% 26.9%
Substance Abuse 77.0% 23.0% 64.8% 35.2%
Inadequate Parental Skills 24.2% 75.8% 37.0% 63.0%
Prostitution 80.1% 19.9% 69.4% 30.6%
Residential Care Foster Care
il [t Not present Present Not present Present
Sexual abuse 85.7% 14.3% 95.4% 4.6%
Physical abuse 55.9% 44.1% 79.6% 20.4%
Emotional neglect 39.8% 60.2% 58.3% 41.7%
Behaviour problems in child 82.6% 17.4% 93.5% 6.5%
Residential Care Foster Care
S e Not present Present Not present Present
Substandard housing 68.9% 31.1% 83.3% 16.7%

Further comparison was carried out by clusterihgdeen in care into three subgroups -

residential care, unrelated foster care and kie.cadPercentage differences between these
three subgroups were examined for all parentaksschild issues and external issues. The
Chi-square test was again used to assess whetffieredces between percentages were
significant at the 0.05 level of significance. TalB7 (overleaf) shows those items where
percentage differences between the residentialaraddoster care groups were significant at

the 0.05 criterion. ltems not reaching statistgighificance are not displayed in the table.

Percentage differences in care placements weralftuwary significantly in the following
parental issues: parental mental health problerhs=(16.72, v = 2,p < 0.001), single
parenthood ¢ = 7.44, v = 2p < 0.05), substance abugé £ 10.79, v = 2p = 0.005) and
other issuesyf =9.38, v = 2p < 0.01). No significant differences between pmipas were
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Table 37: Percentage of children in residential and fosterecdy reason for care
admission
Residential Care Kin Care Unrelated Foster
Care
Parental Issues Not present| Present | Notpresent| Present | Notpresent| Present
Parental Mental Health g» 705, | 37.30%6 | 82.7%| 17.3%W  44.6% 65.4%
Problems
Single Parenthood 69.6% 30.4% 69.2% 30.8% 50% 50%
Substance Abuse 77% 23% 53.8% 46.2% 75% 25%
Other Issues 80.7% 19.3% 94.2% 9.8% 71.4% | 28.6%
Residential Care Kin Care Unrelated Foster
Child Issues Calie
Not present Present Not present Present Not present| Present
Emotional abuse 59% 41% 78.8% 21.2% 58.99 41.1P6
Sexual abuse 85.7% 14.3% 96.2% 3.8% 94.6% 5.4%
Physical abuse 55.9% 44.1% 92.3% 7.7% 67.9% 32.1%
Emotional neglect 39.8% 60.2% 69.2% 30.8% 48.2% | 51.8%
BﬁrdaViOUf problems ih 82 606 | 17.4% | 94.2%| 58%| 929%  7.1%
chi
Residential Care Kin Care Unrelated Foster

Care

External Issues

Not present

Present

Not present

Present

Not present

Present

Substandard housing

68.9%

31.1%

92.3%

7.7%

75%

259

Child issues demonstrating significant differenbesveen proportions for the three groups
include: emotional abusg(= 7.08, v = 2p < 0.05), sexual abusg’(= 6.53, v = 2p < 0.05),
physical abuseyf = 23.22, v = 2p < 0.001), emotional neglect’(= 13.73, v = 2p = 0.01)
and behavioural problems in the chijd € 6.84, v = 2p < 0.05). No significant differences
between the groups were observed for physical ngglaysical disability and other factors.
Substandard housing also emerged as the extentai g = 11.36, v = 2, p < 0.005), where
the proportion of children allocated in residenttale, unrelated foster care and kin care
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notably differed. No significant differences weneted among children in the diverse

placements as regards the number of reasons fyrietd care.

5.3.3 Children’s Contact with their Family of Origi

The next aspect of the analysis compared childreorgact with different members of their
family of origin across various placements. Thdelpendent Samples t-test and the One-
Way ANOVA test were used to determine whether tamimer of child’s siblings and the
number of child’s siblings in care differed sigondntly between types of placements. No
significant differences were noted in the numbessiblings the children had according to
their placements. However, children in residertae had a significantly higher number of
siblings in careNl = 1.79,SD = 1.43) than children in foster carel & 1.41,SD = 1.3),t
(249) = 2.16p < 0.05). This major discrepancy was not noted wtmnparing children in
residential care, children in kin care and childreanrelated foster care.

Once more, the number of siblings being in the splaeement as the child was significantly
higher among children in residential cak € 0.78,SD = 0.96) when compared to children
in foster careNl = 0.29,SD = 0.52) in general (240)= 4.48,p<0.001). This was also the
case when the comparison was carried out acros8 treups: children in residential care,
children in kin care and children in unrelated éostare F (2, 239) = 14.42p<0.001].
Scheffe post-hoc tests demonstrate that the meaaberuof siblings in the same placement as
the child differ significantly between children iasidential careM = 0.78,SD = 0.96) and
children in kin careNl = 0.39,SD = 0.62), and between children in residential cand
children in unrelated foster cangl € 0.2,SD= 0.41).

A significant association was noted also in thediency of contact with at least one sibling
(> = 17.51,v = 5, p < 0.005) and children’s current placement. Cdntéth siblings was
less frequent among children in foster care (52r6@b their siblings less often than once a
month or between 1-4 times a month) with 19.2% mgwio contact with their siblings.
However children in residential care, on averaget their siblings more often, with 46.5%
connecting more than once a week. This patternneged also when the three groups were
analysed separately’(= 30.86, v = 10p = 0.001). Of significance is the finding that B%

of children in unrelated foster care had no contactmet their siblings less than once a
month. Similarly, 44.4% of children in kin caredhthis type of contact with siblings;
however 47.2% also met their siblings more thanecaaveek. No significant differences
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were noted in the type of contact with at least ailgling (whether supervised or

unsupervised) according to the children’s curréatgment.

Crosstabulations and Chi-square analysis demoedtthtait with regards to contact with the
biological parents, children in residential carel maore contact with their biological mother
than children in foster carey’(= 28.58,v = 5,p < 0.001). Of the fostered children, 60.2%
either had no contact with their mother or metless than once a month, when compared to
35.3% in residential care. There were 28.3% oidchin in residential care who met her for
two or more days per week, compared to 8.2% otfest children. This was also the case
when comparing children in residential care, cleldin kin care and children in unrelated
foster care) = 37.39v = 10,p < 0.001), where 50% of children in unrelated fosare had
no contact with their mother, compared to 29.5%esidential care and 28.3% in kin care.
No significant differences were noted across ttiterdint groups in relation to the type of
contact with the biological mother, whether supsedi or unsupervised.

In order to determine whether there are any siggnifi associations between frequency of
contact with the biological father and type of glaent, children whose father is listed as
unknown were excluded from the analysis. Resliltee@analysis of the remaining children,
demonstrated, once more, a significantly highepgprtion of contacts with the biological
father among children in residential care when caneg to children in foster care in general
(y* = 18.47,v = 6,p = 0.005). 42.3% of fostered children had no ccinweith their father
compared to 36.8% of children in residential caNotably, 23.9% of children in the latter

group met their father for two or more days a weakpared to 7.7% of fostered children.

This percentage difference was even larger wherpaonyg children in residential care with
children in kin care, and children in unrelatedtéoscare * = 38.81,v = 12,p < 0.001).

Those in unrelated foster care had the least contath only 5.4% meeting on a weekly
basis compared to 32.3% of those in residentia¢ @ard 30.6% in kin care. From the
children in unrelated foster care, 56.4% had ndamirwith their father compared to 36.8%
in residential care and 26.5% in kin care. Thestgpcontact with the biological father also
differed significantly across groups, but only whemmparison was carried out among
children in residential, kin and unrelated fosterec{* = 7.88,v = 2, p < 0.05). The

proportion of children in unrelated foster care wiad supervised contact (71.4%) was
significantly larger compared to the proportionscbfldren in residential care (25.7%) and
kin care (18.2%). Conversely, the proportion afdrien in kin care (81.8%) and residential
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care (74.3%) whose contact with the biological éafis not supervised, is significantly larger
compared to the proportion of children in unrelatester care (28.6%). It should however
be noted that only seven children in unrelatedefosare have contact with their biological
father, compared to 22 children in kin care ana@i@ren in residential care.

5.3.4 Services utilised by Children

The next section of the questionnaire focuses @h @ad present services that were or are
still used by children. Crosstabulations and Ghiese analyses are again used to investigate
associations that may exist between type of senwssml and type of placement. Table 38
(overleaf) demonstrates a significantly higher prtipn of children in residential care who
in the past made use of psychotherggy=(13.65y = 1,p < 0.001), psychiatric serviceg (

= 11.74,v = 1,p = 0.001), and occupational theragy € 5,v = 1,p < 0.05), compared to
children in foster care in general. Children irstéy care, on the other hand, made
significantly more use of ‘other’ service®(= 9.99v = 1,p < 0.005). A description of these
‘other’ services is provided in Section 4.1.7. Ngngficant percentage differences were noted
between children in residential care and fostee cagarding past use of physiotherapy and
speech therapy.

Notable differences in children’s current use ofgh®therapyy*> = 44.49v = 1, p < 0.001),
psychiatric servicesif = 11.68,v = 1, p < 0.001) and ‘other’ serviceg € 13.85yv = 1,p <
0.001) were also noted. Once more children indeggtial care are currently making more
use of psychotherapy and psychiatric services,enthiildren in foster care in general are
making more use of ‘other’ services. A significarcentage difference was also observed
between children in foster and residential care wdueive helgrom a high support worker
(x> = 6.51,v = 2,p < 0.05). Children in residential care make mase af this service. No
significant differences were noted between childreresidential care and those in foster care
regarding their current use of physiotherapy, oatiopal therapy and speech therapy. Table
38 displays the percentages of children making psestand present use of services according

to their current care placement.
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Table 38: Percentages of children making past use of senaoesrding to their current
placement (Residential vs. Foster care)

Residential Care Foster Care
Services used in the Past ™o sed Used Not used Used
Psychotherapy 37.3% 62.7% 60.2% 39.8%
Psychiatric services 73.9% 26.1% 90.7% 9.3%
Occupational therapy 83.2% 16.8% 92.6% 7.4%
Other services 94.4% 5.6% 82.4% 17.6%

Residential Care

Foster Care

Sleriees szl GLEry Not used Used Not used Used
Psychotherapy 35.4% 64.6% 76.9% 23.1%
Psychiatric services 72.7% 27.3% 89.8% 10.2%
Other services 94.4% 5.6% 3.1% 96.99
Receives help from support worke|] 11.9% 87.4% 96.9% 3.1%

Table 39: Percentages of children making past use of senaoesrding to their current
placement (Residential vs. Kin care vs. Unrelateder care)

14

v

Residential Care Kin Care Unrelated Foster Car
Past use of Services
Not used| Used Not used| Used Not used| Used
Psychotherapy 37.3% 62.7% 67.3% 32.7% 53.6% 46.44
Psychiatric Services| 73.9% 26.1% 96.2% 3.8% 85.7% 14.3%
Other Services 94.4% 5.6% 75% 25% 89.3P0 10.7
Residential Care Kin Care Unrelated Foster Car¢
Current use of
Services Not used| Used Not used| Used Not used| Used
Psychotherapy 35.4% 64.6% 82.7% 17.3% 71.4% 28.6f
Psychiatric Services| 72.7% 27.3% 94.2% 5.8% 85.7% 14.3%
Other Services 94.4% 5.6% 78.8% 21.2% 80.4% 19.

6%
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A similar analysis was carried out to compare @asi current use of services between
children in residential care, kin care, and unezlatoster care. Table 39 shows that
significant percentage differences between theeptent groups were noted in past use of
psychotherapyyf = 15.69,v =2, p < 0.001), psychiatric serviceg?(= 13.62yv =2, p < 0.001)
and other serviceg{= 15.87,v =2,p < 0.001). Significant percentage differences veise
noted with regards to current use of psychothefapy 45.86,v = 2, p< 0.001), psychiatric
help §* = 12.83, v = 2p < 0.005)and other serviceg{ = 13.91, v = 2p = 0.001). In
general, it is more probable for children in resiil care to have used or to be currently
using psychotherapy and psychiatric services; vadseohildren in unrelated foster care and
kin care are more likely to have used or to be eidg using ‘other’ services. Past and
current use of occupational therapy, physiotherapg speech therapy were not found to
differ significantly between the groups.

5.3.5 The Educational Profile

Upon examining aspects of children’s experiencescaiool, no significant associations
emerged between the type of care placement andypleeof assistance children received
from Learning Support Assistants (LSA) at schodlloreover, no significant connections
were noted between absenteeism, repetition of y@adsspecial examination arrangements,

with type of care placement.

Significant differences emerged between childremesidential care and children in foster
care in attainment in English(129) = 2.42p < 0.05, and Maltesd (131) = 2.33p < 0.05).
Children in residential care performed significgntlorse in EnglishNl = 43.8,SD = 22.61)
and MalteseNl = 48.98,SD = 22.53) than children in foster care in English< 53.38,SD =
21.86) and MalteseM = 57.89,SD = 20.5). No major discrepancies were observed in
children’s grades in Mathematics. The Independaniple t-test also showed that there were
no significant gender differences in the mean maiisined in each academic subject, in
both the residential and foster care groups. Witelldren’s grades were compared through
the One-Way ANOVA test across the three care placéngroups, a pattern in grades
emerged. Children in unrelated foster care gothilghest mean grades in all 3 subjects,
followed by those in kin care and residential catdowever, only English grades differed
significantly between the unrelated foster cérlex(55.04,SD = 21.06), kin careM = 51.72,
SD=22.92) and residential cafd £ 43.8,SD= 22.61) groups.
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5.3.6 The Relationship Profile

An analysis of the extra-curricular activities eged in revealed few significant differences
among children clustered by care placement. Naiffeggnt percentage differences were
observed regarding the children’s gender and agepgrengagement in sports and hobbies,
and membership in at least one organisation. \dhédren in foster care are compared to
those in residential care, the Chi-square testalewvthat the latter are more likely to have at
least one chore. In fact 82.4% of children indestial care had at least one chore in contrast
to 67.5% of children in foster care. This sigrafit percentage difference also emerged when
children in residential care were compared to atherkin care and unrelated foster care.
The proportions of children in unrelated fosterec@t2.3%) and in kin care (60.6%) having at
least one chore, are significantly less than theesponding proportion of children in

residential care (82.4%).

The Independent Samples T-test was used to asgémertes in relationships between
foster and residential care groups as regards te&tionships with friends and family.
Children in foster care had, on average, a higlhenber of close friendst (203) = 3.54,
p=0.001, more frequent meetings with friends outsigular school hourg,(199) = 1.98,
p<0.05); better relationships with other children(204) = 2.19p<0.05), and could work or
play alone bettet, (202) = 2.82, [§<0.01) than children in residential care. Thereenso
significant differences between the two groups widlgards to their relationships with

siblings and behaviour with their parents.

Differences between children in kin care and thoseunrelated foster care were less
conspicuous. As a trend children in kin care tenidebehave better with their parents, had
more regular meetings with friends outside regstdnool hours; had better relationships with
their siblings, and could work or play alone bettean children in unrelated foster care and
residential care. However, these differences wetdaund to be significant at the 0.05 level

of significance.

5.3.7 Differences in Children’'s CBCL scores

The Independent Samples t-test was used to compeaia scores between children in foster
and residential care in the four main CBCL scaléstal Competence Scale, Total

Internalising Scale, Total Externalising Scale dmmdal Syndrome Scale. Table 40 reveals
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that children in foster care had significantly hegtscores in the Total Competence scale;
whereas children in residential care had signitigahigher scores in Total Internalising,

Total Externalising and Total Syndrome scales.

Table 40: Independent Samples t-test according to the chddisent placement (Foster vs
Residential) for the CBCL subscales

Residential Care Foster Care
M SD M SD t andp-values
Total Competence 17.38 5.45 19.8 4.87

t (189) = 3.12p < 0.005

Total Internalising 12.45 8.97 9.18 7.28 t (204) = 2.73p<0.01

Total Externalising 19.21 12.4 114 7.66 |, (203.99) = 5.56p < 0.001

Total Syndrome 55.3 35.4 37.8 21.3

t (201.89) = 3.9% < 0.001

The One-way ANOVA test was used to compare mearesdzetween children in unrelated
foster care, kin care and residential care in the fmain CBCL scales. Table 41 (overleaf)
shows that children in unrelated foster care hapifstantly higher scores in the Total

Competence scale; whereas children in residentied bad significantly higher scores in
Total Internalising, Total Externalising and To&yndrome scales. Results from Scheffe

post hoc tests are indicated in small print showshgch groups were significantly different.

Table 41: ANOVA according to the child’s current placemenegi@ential vs Unrelated
Foster care vs Kin care) for the CBCL subscales

Residential Unrelated Kin caré
caré foster caré
F andp-value

M SD M SD M SD
Total 17.38| 5.45| 204 458 1809 5.2F (2,188) = 5.63p< 0.005"2
Competence
Total 145 45] 897|891 653|955 8.31|F (2 203) = 3.760<0.05
Internalising
Total | 1921| 12.4| 124 710 10/ 8.3 (2.203) = 12.95 < 0.001*2 3
Externalising
gtzl 55.30 | 35.4 | 40.4 | 19.9| 34.0| 23.1 | F (2,201) = 8.2 < 0.004> 2
Syndrome
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5.3.8 Differences in Children’s SDQ scores

Analysis of children’s scores on the SDQ revealedesl significant differences between
children in residential care and those in fosteecaChildren in foster care scored lower in
difficulty and higher in Prosocial Behaviour thaildren in residential care in all versions
(Self report, Teacher and Carer versions). Mearescand standard deviations are presented
In the Self

report version, mean scores differed significariibtween the groups in the Emotional

in table 42 and significance was tested using tltependent Samples t-test.

Symptoms scale, Conduct Problems scale, Peer Prsldeale and Total Difficulty scale.
Mean scores did not differ significantly betweea troups in the Hyperactivity scale and the
Prosocial Behaviour scale. Differences in mearreschetween the two groups were less
conspicuous in the Teacher version of the SDQfadh, mean scores differed significantly
solely in the Conduct Problems scale. On the dilaed, Carer version of the SDQ yielded
significant mean score differences between the gnaups of children on all subscales.
Children in foster care consistently scored lower difficulty and higher in Prosocial
Behaviour than children in residential care.

Table 42:Independent Samples t-test according to the chddisent placement (Residential
vs Foster care) for the SDQ subscales

Residential Carg  Foster Care t andp-values
M SD M SD

'(Esrg%'ona' symptoms 497 | 251| 281 212| t(104)=4.4550.001
Conduct problems (Self)| 3.42 1.80 | 2.43 1.48 |1t(104) =2.85p =<0.005
Peers problems (Self) 3.83 2.24 2.97 2.02 t(10285,p = 0.005
Total Difficulties (Self) 17.1 6.50 | 12.4 5.26 |t(104)=3.76p<0.001
Conduct Problems _
(Teacher) 3.44 2.62 2.68 2.24| 1t(195)=2.095<0.05
Emotional Symptoms | 4 14 | 280 | 259 | 228 |t(224)=4.24p<0.001
(Carer)
Conduct Problems (Carey) 4.16 2.64 2.68 231| t(224)=4.2950.001
Peer Problems (Carer) 3.81 240 | 2.69 1.98 |1t(224) =3.65p < 0.001
Total Difficulties (Carer) 17.6 7.36 12.7 6.49 24 = 5.03p <0.001
Prosocial Behaviour t (210.59) = 4.52p <
(Carer) 6.79 2.69 | 8.33 2.15 0.001
Hyperactivity (Carer) 5.68 2.95 4.82 2.69 t (224).23 ,p<0.05

* t-test results for CBCL and SDQ subscales nothiaey statistical significance are excluded frois thble
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The children’s scores on the SDQ were also compaceakss children who are in residential
care, kin care and unrelated foster care. Resilthe Self report version demonstrated
significant differences in the Emotional Symptor@gnduct Problems, Peer Problems and
Total Difficulty scales. Children in residentiahre scored higher in all difficulty scales,
while children in unrelated foster care and kinecacored higher in Prosocial Behaviour.
Post-hoc Scheffe tests in fact demonstrate a signif difference between children in
residential care and those in unrelated foster, Gard between children in residential care
and others in kin care regarding the Emotional Spmg Scale and the Total Difficulties
Scale. A significant difference in children’'s sesrwas observed between children in
residential care and children in unrelated fostee ®n the Conduct Problems Scale. On the
the Peer Problems Scale, children in unrelatecefasire obtained the best average scores,
closely followed by children in kin care, while g®in residential care obtained the worse
scores. However, post-hoc Scheffe tests did now satistically significant differences. No
significant differences were observed among theethgroups as regards the Hyperactivity

and Prosocial Behaviour scales.

With regards to the Teacher version, once moreotte significant difference noted was in
the conduct problems scale, where children in exdidl care scored significantly higher in
conduct problems than children in kin care. Cleitldm kin care had the best scores on this
scale, followed by children in unrelated fosteregavhile children in residential care had the

worst scores.

The Carer version once more yielded more differefmtween the three groups of children.
Significant differences were noted in the EmotioSgimptoms, Conduct Problems, Peer
Problems, Total Difficulties and Prosocial Behavisoales. Children in residential care had
the worse scores, while scores for children indane and unrelated foster care were quite
similar, except in the Emotional Symptoms scalegmghchildren in kin care had scores
which were a bit better than children in unrelafester care. As regards the Hyperactivity
Scale no significant differences were noted. MPost-Scheffe tests were carried out to
explore among which specific groups the significdifterences lie. With regards to the

Emotional Symptoms, Peer Problems and ProsocialaBetr scales, the significant

difference was between children in residential came children in unrelated foster care.

With regards to the Conduct problems scale andr'tiel Difficulty scale, major variations
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were noted between both children in residentiad @ard children in unrelated foster care as

well as between children in residential care arittlidn in kin care.

Table 43:Independent Samples t-test according to the chddisent placement (Residential
vs Unrelated Foster care vs Kin care) for the SDhQssales

Residential Unrelated Kin care
care foster care
F andp values

M SD | M SD M SD

Emotional
Symptoms | 4.97 | 2.51| 2.89 2.13 2.73 2.16F (2, 103) = 9.84p < 0.001
(Self)

Conduct
Problems 342(180| 2.32| 1.20 2.56 1.76 | F(2,103)=4.13p< 0.05
(Self)

Peer
problems 3.83| 224 253 2.14 2.6 1.94F (2, 103) = 4.04p < 0.05
(Self)

Total
Difficulty 17.1]| 6.50| 12.7| 4.98 12.1 5.66 | F (2, 103) =7.06p = 0.001
(Self)

Conduct
Problems 344 | 2.62| 3.11 2.39 2.06 1.86F (2, 194) = 3.85p< 0.05
(Teacher)

Emotional
Symptoms 4.10( 2.80| 2.18| 1.97 3.10 2.56 | F (2,223)=10.38, p<0.001
(Carer)

Conduct
Problems 416 | 2.64| 2.71 2.54 2.63 2.00F (2,223)=9.19, p<0.001
(Carer)

Peer
Problems 3.81|240| 255| 1.87 | 286 | 2.12 |F(2,222)=6.86, p =0.001
(Carer)

Total
Difficulty 17.6| 7.36| 12.7 6.30 12.9 6.8LF (2, 223) = 12.586, p < 0.00|L
(Carer)

Prosocial
Behaviour 6.79| 2.69| 8.69| 1.95 7.87 2.34 | F(2,223)=11.44, p<0.001
(Carer)

* t-test results for CBCL and SDQ subscales nothiaey statistical significance are excluded froiis thble

Following analysis of the SDQ Scales, Mann-Whithkyests were carried out to compare
scores on the SDQ Impact Supplement Sheet accoicgildren’s current care placement.
The Self report versions exposed a significanted#ifice in perception of difficulties among
children in residential care and children in fostare J = 836, z = - 2.74, p 0.01), where
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children in residential care reported more diffimd. No significant differences were
observed concerning the duration of difficulties difficulties upset or distress the child,
whether difficulties present problems at home, viidands, in classroom learning, in leisure
time or if difficulties make it harder for peopleoand the child to cope.

In the Teacher version, the same result was olutateere a significant difference was
observed between the two groups as to perceptiaiffafulties (U = 3404, z = - 2.22, p <
0.05), where once more children in residential eeeee seen to have more difficulties than
children in foster care. When analysing the Camsion, more important discrepancies
were observed between children in residential aacechildren in foster care in perception of
difficulties (U = 3214.5, z = - 5.39, p €.001)), duration of difficultiesl{ = 3819, z = -
4.14, p <0.001)), whether difficulties upset or distress thdd (U = 4369, z = - 241, p <
0.05)), if difficulties present problems in thesdaoom U = 3655.5, z = - 2.83, p ©.005))
and whether the child’s difficulties are a burdentbe respondent and other persons living
with the child U = 4402, z = - 2.17, p €0.01). Children in residential care were seen as
having more difficulties, however foster parentsrked duration of difficulties as being
greater in children in their care, upset or distré®e child more, present more problems in
classroom learning and are more of a difficultyitem and other people living with the child.

5.3.9 Matched Comparisons between Children in Rlesitial Care and Children in
Foster Care for the CBCL and SDQ Subscales

All participants were grouped by Type of Care (Hestial care and Foster care); Age of
First Admission into care (Below 2 years and Ab8wsears) and Time-in-Care (0-5 years, 5-
10 years and 10-18 years). This distribution geteer 12 different groups each having a
different Type of Care, Age of First Admission ahidhe-in-Care combination. The category
ranges for Age of First Admission were set as iatid above, since most of the literature
talks about the 0-2 age bracket as an importargteriuregarding children’s behavioural
formation. The category ranges for Time-in-careenget as indicated above to guarantee
similar sample sizes. Means, standard deviations sample sizes are provided, for each
comparison, in Appendix R.

The mean Total Competence scores, mean Total &li®ng scores, mean Total
Externalising scores and mean Total Syndrome seoees compared between the 12 groups
clustered by age of first admission, type of careé tame in care. The results are displayed in
Figures 14, 15, 16 and 17.
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Age of first admission

Below 2 years Above 2 years

25—
Care

M Residential
E Foster

Total Competence

0-5 years 10-18 years 0-5 years 10-18 years
5-10 years 5-10 years

Time in care

Figure 14: Total Competence scores compared according to ¢fpeare, time spent in care and age of

admission into care

Age of first admission

Below 2 years Above 2 years

18- Care

B Residential
M Foster

Total Internalizing

0-5 years 10-18 years  0-5 years 10-18 years
5-10 years 5-10 years

Time in care

Figure 15: Total Internalising scores compared accordingpe of care, time spent in care and age of
admission into care
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Age of first admission

Below 2 years Above 2 years

257 Care

M Residential
EFoster

207

-
o
1

Total Externalizing
3

5+

10-18 years  0-5 years 10-18 years

0-5 years
5-10 years 5-10 years

Time in care

Figure 16: Total Externalising scores compared accordingyfe tof care, time spent in care and age of
admission into care

Age of first admission

Below 2 years Above 2 years

Care

M Residential
E Foster

Total Syndrome

0-5 years 10-18 years  0-5 years 10-18 years
5-10 years 5-10 years

Time in care

Figure 17: Total Syndrome scores compared according to typare, time spent in care and age of admission
into care
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The type of care experienced by the child was tie gredictor of children’s scores on all
four CBCL subscales. Children in foster care higghicantly higher scores on the Total
Competence scald-[(1, 176) = 10.28p = 0.002] compared to children in residential care.
On the other hand, children in residential care sigdificantly higher mean scores on the
Total Internalising scaleF[(1, 188) = 5.966p = 0.016]; the Total Externalising scal&, (1,
188) = 21.68p < 0.0005] and the Total Syndrome scalfe(1, 186) = 12.76p < 0.0005].

The mean Total Difficulty and prosocial scores dedli for Teachers’ and Carers’ evaluations
were compared between the 12 groups. The mear Ddteculty and Prosocial scores
derived for Self report evaluations were not coragabetween these groups since the data
was sparse. All children below the age of 11 yaaesnot expected to provide a consistent
evaluation of their social emotional behaviour idiffties and Prosocial Behaviour. The
results are displayed in Figures 18, 19, 20 and 21.

Age of first admission

Below 2 years Above 2 years

Care

B Residential
B Foster

Total Difficulty (Teacher)

0-5 years 10-18 years  0-5 years 10-18 years
5-10 years 5-10 years

Time in care

Figure 18: Total Difficulties scores (Teacher version) complaaecording to type of care, time spent in care
and age of admission into care
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Age of first admission

Below 2 years Above 2 years

Care

M Residential
M Foster

Total Difficulty Score (Parent)

0-5 years 10-18 years  0-5 years 10-18 years
5-10 years 5-10 years

Time in care

Figure 19: Total Difficulties scores (Carer versions) comgbaecording to type of care, time spent in care and
age of admission into care

Age of first admission

Below 2 years Above 2 years

Care

M Residential
M Foster

Prosocial Score (Teacher)

0-5 years 10-18 years  0-5 years 10-18 years
5-10 years 5-10 years

Time in care

Figure 20: Prosocial scores (Teacher version) compared aicgpta type of care, time spent in care and age of
admission into care
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Age of first admission

Below 2 years Above 2 years

Care

M Residential
M rFoster

Prosocial Score (Parent)

0-5 years 10-18 years  0-5 years 10-18 years
5-10 years 5-10 years

Time in care

Figure 21: Prosocial scores (Carer versions) compared acaptditype of care, time spent in care and age of
admission into care

The type of care experienced by the child was tmaidant predictor of children’s scores on
all SDQ subscales. Children in foster care hadifsogntly higher Prosocial Behaviour
scores provided by TeacheFs([L, 182) = 4.236p = 0.071] and Carer$[(1, 207) = 21.10p

< 0.0005] compared to children in residential ca@n the other hand, children in residential
care had significantly higher mean Total Difficuigores provided by teacheFs([L, 183) =
3.999,p = 0.047] and Carers$-[(1, 207) = 20.17p < 0.0005] compared to children in foster
care. Time in care and age of first admission Viewed to be significant predictors of Total
Difficulty in Teachers’ evaluations only. Accordjno teachers, children, who were less than
two years old, when admitted into care had sigaifity higher mean Total Difficulty scores
than children who were admitted into care at areolage F (1, 183) =6.373p=0.012].
Moreover, children who have been more than 5 yeacare, scored significantly lower in
Total Difficulty, than children who have been inredor less than 5 year§ [(2, 183) =
43.496,p= 0.032].

Undoubtedly, Type of Care is the dominant prediataall 8 regression model fits where the
mean CBCL and SDQ scores differed significantlydsetn children in foster and residential

care, indicating that differences between thesedwmaips is better predicted by the type of
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care placement they have than by the duration eir tbare history or their age upon

admission.

Age of First Admission is also another strong dmgrating factor but not as prevailing as
Type of Care. Children, whose age of first admoissias less than 2 years, tended to have
lower mean scores in total competence and Pros@&=ahkviour in both Teachers’ and
Carers’ evaluations. Moreover, these children ¢entb have higher mean scores in Total
Internalising, Total Externalising, Total Syndromued Total Difficulty in both Teachers’ and
Carers’ evaluations. However it should be noted ith most cases these differences were not
found to be significant at the 0.05 level of sigrahce.

Time in Care was the least discriminating factothef three predictors. The mean CBCL and
SDQ scores differed, marginally, between childrérstered in different time groups and

trends are not so obvious.

5.4  Variables Affecting Children’s Psychosocial Factioning among the Whole
Sample of Children in Out-Of-Home-Care

This section explores the manner in which seveaailables affect children’s scores on the
CBCL and SDQ. The subscales included in theseyseslfor every factor are the Total
Competence, Total Internalising, Total Externafisiand Total Syndrome scales for the
CBCL, and the Prosocial Behaviour and Total Diffies scales in the Self report, Teacher

and Carer Informant versions for the SDQ.
Analyses of the impact of several demographic wéegmwill be presented first, followed by
the impact of reasons for admission into care,itgact of children’s contact with their

family of origin, the services being utilised byildren, and lastly the impact of children’s

involvement in extra-curricular activities and thigiterpersonal relationships.

5.4.1 The Impact of Demographic Variables on CB@hd SDQ Scores

Independent sample t-tests showed that there wersignificant differences among the

scores of Maltese and non-Maltese nationals, ondadithe 4 CBCL or 6 SDQ subscales
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mentioned above. There were also no significatférdinces on the scores, obtained on the
CBCL and SDQ scales, according to the presencebsenge of a diagnosed medical

condition.

Comparisons according to the presence or absenogepfal health problems showed that
there were several significant differences on CBAH SDQ subscale scores. Children who
did not have a diagnosed mental health problein=(19.28,SD = 4.94) scored significantly
higher on the Total Competence scale when comparedose who didM = 14.5,SD =
5.28),t (189) = 5.26p < 0.001. On the other hand, children who had graiaed mental
health problem scored significantly higher on bibih Total Externalising, (204) = 2.26p <
0.05 and Total Syndrome scale(202) = 2.01p < 0.05, when compared to those that did not
have such a diagnosis (Total ExternalisMg= 19.76,SD = 12.03 compared tM = 15.33,
SD = 11.6; andM = 57.33,SD = 32.55 compared tM = 46.33,SD = 31.4 on the Total

Syndrome Scale).

Similarly, carers rated children having a diagnoseshtal health problemM = 19.12,SD =
7.54) as having significantly more Total Difficds than those who did not have such a
diagnosis 1 = 14.93,SD = 7.18),t (224) = 3.38p < 0.01. Teachers too reported children
diagnosed with a mental health probleM € 16.92,SD = 7.5) as having, on average,
significantly higher scores on Total Difficultieean those who did not = 13.15,SD =
7.22),t (194) = 2.8p < 0.01. There were no significant differenceshia tmean scores of the
Self-Informant version of the Total Difficultiesale, and the Prosocial Behaviour scale for

all of the informants.

The presence of a diagnosed learning disability adgpacted children’s scores on some of
the CBCL and SDQ scales. Total Competence wasifisgmtly lower among those
diagnosed with a learning disabilitiM(= 14.42,SD = 5.34) when compared to those that
were not M = 19.09,SD = 5.03),t (189) = 4.68p < 0.001. On the SDQ subscales, carers
rated children with a diagnosed learning difficuty having more Total DifficultiedV =
18.13,SD = 6.98) than those who did nd#l (= 15.23,SD = 7.41),t (224) = 2.2p < 0.05.
Teachers too identified more Total Difficulties amgothose that were diagnosed with a
learning disability 1 = 17.23,SD = 6.97) when compared to those not having a Iegrni
disability M = 13.18,SD = 7.32),t (194) = 2.88,p <0.01. There were no significant

differences on the other subscales.
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Pearson’s correlation was used to explore theioelkstip between the scores obtained on the
CBCL and SDQ scales, and children’s academic grabdesned in 3 main subjects. On the
CBCL scale, namely the Total Internalising, Totatdtnalising, and Total Syndrome scales,
no significant relationships emerged, however, drkit scoring highly on the academic
subjects were more likely to also obtain higherresmn the Total Competence scale, as
indicated by the positive correlations between Htigle and marks in Engligh= 0.23,p <
0.05), Maltesdr = 0.31,p < 0.005) and Mathg = 0.2,p < 0.05).

Children’s scores in the SDQ Self reports were sighificantly related to the marks they
obtained in these 3 academic subjects. Howevealksvabtained in Maltese were related to
Prosocial Behaviour scores on the Teacher Informvansion (r = 0.28,p = 0.005) and
negatively related to Total Difficulties accorditg Teachers(r = -0.22, p < 0.05).
According to Carers’ reports low scores on eachhef academic subjects were related to
higher scores on the Total Difficulties scales: tdsé(r = -0.27,p < 0.01), English(r = -
0.26,p < 0.01), Mathgr = 0.2,p < 0.05).

Pearson’s correlation was used to explore theioekship between the total number of
transitions made by the child and his/her scoreshenCBCL and SDQ scales. Table 44
displays that the number of transitions is poskyivelated to the Total Internalising, Total
Externalising and Total Syndrome scales of the CBKith implies that the larger the
number of transitions the higher the scores obthing greater number of transitions were
also positively related to higher scores on thee€afeacher and Self ratings of Total
Difficulties on the SDQ and to lower scores on @erers’ ratings of Prosocial Behaviour.
These findings are significant and indicate thaldchn who experienced a greater number of
transitions are also more likely to manifest greatéficulties on several aspects of their
behaviour. There was no important relationshipveet the number of transitions and the
remaining, CBCL and SDQ scale scores.

Table 44: Significant correlations between the number of ¢iians in care and the CBCL
and SDQ subscales

Number of transitions
Pearson’s P-value
correlation
Total Internalising 0.152 p <0.05
Total Externalising 0.196 p<0.001
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Total Syndrome 0.141 p <0.05
Total Difficulty (Carer) 0.225 p<0.001
Total Difficulty (Teacher) 0.155 p <0.05
Total Difficulty (Self) 0.212 p <0.05
Prosocial (Carer) -0.131 p <0.05

The age of the children’s admission into care was significantly related to any of the
CBCL subscales. However, Pearson’s correlatiomveddhat this variable was significantly
related to the child’s Self report of Prosocial Belour § = 0.20,p < 0.05) on the SDQ.
These results indicate that children admitted odce at older ages are more likely to view

themselves as having higher levels of ProsociabBielir.

As expected, a positive relationship was found betwthe length of time in care and the
total number of transitions while in cafe= 0.37,p <0.001), implying that the greater the
length of time spent in care, the more transitiomere experienced by the child.
Complementing this finding was a significant negatrelationship noted between the total
number of transitions while in care and the agesmtfy into care(r = -0.526,p<0.001),

confirming that children who enter into care atallyger age experience more transitions.

The total length of time in care was not signifitamelated to any of the CBCL subscales.
However, it was significantly related to the Careasings on Total Difficultieqr = -0.14,p

< 0.05) and the Self rating on Prosocial Behaviour -0.23,p < 0.05) on the SDQ. In line
with the above findings, children having spent yéa number of years in care, are more
likely to rate themselves as scoring poorly on Bt Behaviour. However, with an
increasing number of years spent in care, carersnare likely to view the child as having a
lower level of difficulties.

The One-Way ANOVA test reveals that the child’sdlestatus is significantly related to two
CBCL subscales, namely with the Total Internalissegle F (2,181) = 3.7p < 0.05) and the
Total Externalising scaldé; (2, 181) = 4.27p < 0.05. Scheffepost-hoc analysis indicated
that significant differences in the mean Total tn&dising scale scores emerged only between
children in voluntary care and those placed onra oader, with the former subgroy® =
9.13,SD = 6.17) exhibiting less Internalising symptomsritthe latter M = 12.77,SD =
9.07). Although the ANOVA test reveals that thddk legal status is a significant predictor
of Total Externalising scale scores, the post-hwdyesis does not reveal any significant pair-
wise comparisons between the groups. Neverthedasscan claim that the largest difference
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in the mean Total Externalising scale scores wasden children on a care ordé € 18.9,
SD = 11.04) and children who have been voluntarilgcpd into careM = 14.51,SD =
11.11); the latter group displays less Externalisighaviours.

For the SDQ subscales, significant differences gatonly for the Carers’ reports of Total
Difficulties, (F (2,196) = 6.52p <0.005). Post-hoc analyses showed that significant
differences emerged between the children placedaocare order and the two other
subgroups. Children on a care orddr£ 17.59,SD = 6.86) scored significantly higher than
both those in voluntary car(= 14.57,SD = 7.35) and those on a court ordet £ 12.48,
SD=8.79).

5.4.2 The Impact of Reasons for Entry into Care @BCL and SDQ scores

The Independent Samples t-test was used to cortipareean scores on the CBCL and SDQ
subscales between children clustered by reasonghéochild’s entry into care. Pearson’s
correlation was used to explore the relationdgtween the total number of reasons for
admission and the CBCL and SDQ subscales. Theests revealed that mean scores on the
CBCL and SDQ subscales varied marginally, and icglahips with the total number of

reasons for admission were weak and not statistisajnificant.

The presence or absence of parental mental hesdtles, rejection of the child, marital
breakdown, imprisonment and prostitution were mgnifcantly related to any of the child’s

scores on the CBCL and SDQ subscales.

Family structure was found to be significantly tethto the child’'s scores on the Total
Competence scale of the CBCLt,(189) = 2.52,p <0.05. Children for whom single
parenthood was a reason for admission into ddre (19.6,SD = 5.14) scored significantly
higher on this scale than those who did not idgrdifich a reasorM = 17.6,SD = 5.35).
Significant differences also emerged on the Canapbrts of Prosocial Behaviour of the
SDQ,t (224) = 2.28,p < 0.05. Similarly, children of single parents sbrsignificantly
higher on this variableM = 7.92,SD = 2.5) than children for whom single parenthood wa
not identified as a reason for entry into cavie<7.1,SD=2.62).
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Children scored significantly lower on the Total mjmetence scale of the CBCL, when
parental substance abuse was preddnt (L7.07,SD = 4.9 compared to when it was absent
(M =18.8,SD=5.45),t (189) = 2.01p < 0.05. Other CBCL or SDQ scale scores were not
found to be significantly related to parental sahse abuse.

Children’s scores on the CBCL Total Externalisircgle and the CBCL Total Syndrome
scale, differed significantly between the levelspafenting skillst((204) = 2.82p = 0.005
andt (202) = 2.62p < 0.01 respectively). Children of parents withdequate parenting
skills M = 17.67,SD = 12.15) manifested significantly more Externalgsiproblems than
children whose parents had adequate parenting $kil= 12.82,SD = 8.79). The presence
of inadequate parenting skills also impacted chits higher scores on the Total Syndrome
scale M = 52.32,SD = 33.55) when compared to children of parents a@thquate parenting
skills (M = 39.65,SD = 25.55). The impact of inadequate parentingsks also reflected
in the children’s Self reportg, (104) = 2.48,p < 0.05, and the Carers’ reports of Total
Difficulties of the SDQ,t (224) = 2.74,p < 0.01. Children of parents with inadequate
parenting skills, self reported higher levels offidulties (M = 16.43,SD = 6.44) when
compared to those with adequate skiNé £ 13.11,SD = 6.03). Carers too reported this
pattern, with the presence of inadequate pareskiily (M = 16.59,SD = 7.49) being related
to higher levels of difficultiesM = 13.7,SD = 6.88). Teachers’ evaluations showed that
children of parents with inadequate parenting skM = 6.54,SD = 3.12) have lower levels
of Prosocial Behaviour than those who did mdt<7.72,SD= 2.12),t (193) = 2.72p <0.01.

The presence of emotional abuse led to higher samrehe Total Externalising scale of the
CBCL, (M = 18.25,SD = 10.86), when compared to children who did notehauch
experiencesM = 14.98,SD = 11.67),t (204) = 2.01p < 0.05. A greater level of Total
Difficulties was reported by carers among childwdrm had experienced emotional abuge (
=17.05,SD=7.2) compared to those who had ndt£ 14.92,SD = 7.45),t (224)= 2.09,p <
0.05. There were no other significant differenicethe mean scores of remaining CBCL and
SDQ scales between different levels of emotionalsab Children who had experienced
physical abuseM = 19.76,SD = 11.45) also manifested a higher level of TotaeEnalising
problems than those who had not experienced pHysicse 1 = 14.21,SD= 11),t (204) =
3.43,p = 0.001. On the other hand, children who had e&peed sexual abus# (= 17.84,
SD= 10.44) manifested greater difficulties on theal internalising scale of the CBCL than
those who did not experience this type of abide=(10.52,SD = 8),t (204) = 3.69p <
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0.001. No significant differences emerged on tteiosubscales between different levels of

physical or sexual abuse.

A higher level of Total Externalising problems wasported among those who had
experienced physical neglettl = 17.82,SD = 12.02) when compared to those who had not
(M =14.62,SD=10.67)t (204) = 2.02p < 0.05. Carers also reported that the former group
of children also experienced more Total Difficuttie(224) = 2.07p < 0.05, M = 16.72,SD

= 7.64) when compared to those who did not hawe dkperienceM = 14.69,SD = 7.06).
The presence of emotional neglect was significamtlgted to the Total Externalising and the
Total Syndrome scales of the CBCL, and the Teatlaerd Carers’ Informant ratings on
Total Difficulties on the SDQ, with the presenceegfiotional neglect being always related to

a higher level of difficulties, as amplified in Tial5.

Table 45: Independent Samples t-test according to the presencabsence of emotional
neglect for the CBCL & SDQ subscales

Emotional Neglect
Present Absent
M SD M sSD t andP-values

Total Externalising 18.21 12.03 13.87 10.30 t(204) =2.75p< 0.01
Total Syndrome 53.88 | 33.9 42.16 28.09 | t(202) =2.65p<0.01
Total Difficulty | 15.46 7.56 12.16 6.86| t1(194) =3.2p<0.005
(Teacher)

Total Difficulty (Carer) 16.84 | 7.58 14.40 7.02 | t(224)=25p=0.01

* t-test results for CBCL and SDQ subscales nothagy statistical significance are excluded frois table

The presence of child behaviour problems was saanifly related to the majority of scales
on the CBCL and SDQ, as indicated in Table 46 (eafy. As noted in the table, children
manifesting behavioural problems as one of theorgsafor admission into care scored higher
on almost all the Difficulty scales. Moreover, yredso obtained lower scores on the strength
based scales of Total Competence, and on the Treatite Carer scales of Prosocial

Behaviour, when compared to other peers in care.
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Comparison of mean scores on the CBCL and SDQ aldssbetween children with and
without disability was not possible since the samgikzes were too small to enable correct

statistical inferences.

Table 46: Independent Samples t-test according to the presemcabsence of Child
behaviourbehaviour problems on admission into ¢darehe CBCL & SDQ subscales

Child Behaviour Problems
Present | Absent t and P-values
M SD M SD

Total Externalising 23.63 13.78 14.97| 10.93 (204) = 3.96p < 0.001
Total Competence 13.36 | 4.73 | 19.08 | 5.04 | t(189)=5.33p< 0.001
Total Syndrome 66.90 39.02 45.56| 29.99 (33.54) =2.81p< 0.01
Total Difficulty (Self) 2150 | 5.25 | 14.34 | 6.08 | t(104) = 4.42p< 0.001
Total Difficulty (Teacher) 18.67 | 6.30 13.10] 7.29t(194) = 3.69p < 0.001
Prosocial Behaviour (Teachgq 5.07 2.90 7.21 2.78 | t(193) = 3.63p< 0.001
Total Difficulty (Carer) 2032 | 7.36 14.97]  7.17t(224) = 3.85p< 0.001
Prosocial Behaviour (Carer) | 6.48 2.45 7.53 | 2.60 | t(224) =2.09p< 0.05

* t-test results for CBCL and SDQ subscales notha®y statistical significance are excluded frois table

Presence/Absence of substandard housing was ansifreficant predictor of the Total
Externalisingt (204 = 2.59,p = 0.01, and Total Syndromt€202) = 2.65p < 0.01, scales of
the CBCL and the Carer Total Difficulties on the @D (224) = 2.33p < 0.05. Children
coming from families with substandard housimg € 19.7,SD = 11.81) scored higher on
Externalising problems than did children who did come from this environmentV( =
15.03,SD=11.12). Similarly, they also demonstrated hrgteores on the Total Syndrome
scale M = 58.43,SD = 32.89) when compared to those who did not haisstandard
housing M = 45.14,SD = 30.89).
Informant Total Difficulties scales of the SDQ, ths, the presence of substandard housing
(M =17.67,SD= 7.12) resulted in higher scores than its abs@vice 15.04,SD = 7.41).

Comparable results were obtained on Gheers’

5.4.3 The Impact of Contact with Family of OriginnoCBCL and SDQ scores
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Using Pearson’s correlation, no significant relasioips were found between the CBCL and
SDQ scales and the number of siblings the child inadare and elsewhere. Nonetheless,
some significant relationships emerged betweenGB&€L and SDQ subscales and the
number of siblings placed in the same placemerit thié child. A positive relationshijp =
0.20,p < 0.01) was found between the number of siblingsgad in the same placement with
the child and children’s scores on the Carer varsicthe Total Difficulties scale of the SDQ,
indicating that children having a higher numbesiblings placed within the same placement,
are more likely to score higher on Total Difficef. A similar pattern emerged in the
children’s scores on the Total Externalising scalethe CBCL. Children having more
siblings placed within the same placement were nikedy to score higher in Externalising
problems = 0.20,p < 0.01). The number of siblings was positivelyatetl to the number
of siblings in carer(= 0.48,p < 0.001). Moreover, the number of siblings in cawes also
positively related to the number of siblings plagdgthin the same placement£ 0.41,p <
0.001). This implies that siblings in care are entikely to be placed within the same

placement than be separated.

The frequency of contact with one’s siblings wassignificantly related to any of the CBCL
or SDQ scales, nor was the type of contact (supetMunsupervised) with one’s siblings.
However, children who met their mother more fredlyewere also more likely to meet their
siblings more oftenr(= 0.50,p < 0.001).

The child’s Self report revealed that frequency amintact with the mother was only
significantly related to the Total Difficulties deaon the SDQr(= 0.21,p < 0.05). Children
who assessed themselves as having more difficullee also more likely to have more
frequent contact with their mother. On the othandy Independent sample t-tests show that
the type of contact children had with their mothes significantly related to the Teachers’
ratings of Total Difficultiest((113) = 2.25p < 0.05). Children having unsupervised contact
with their mother M = 14.9,SD = 7.46) scored significantly higher than those wizal
supervised contacM = 11.69,SD= 6.92).

Contact with one’s (biological) father was relatedCarers’ ratings on Total Difficulties (=

0.15,p < 0.05), indicating that children who had more treqt contact with their father were
also more likely to have higher levels of diffiegak according to their carers. Irrespective of
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whether it was supervised or unsupervised, the typmntact was not related to any of the
CBCL or SDQ scales.

5.4.4 The Impact of the Services Being Utilisedthg Children on CBCL and SDQ Scores

The children’s scores on the CBCL and SDQ were arpl further in terms of their
relationships with the services utilised by childréoth in the past and in the present.
Moreover, the relationships between these variadolesother predictors, including the use of
a High Support Worker within the care placemeng@rbeng Support Assistant (LSA) within
the school and the child to adult ratio within tdaee placement are also provided.

Independent sample t-tests were carried out tosassbether the use of the High Support
Service (HSS) affects children’s CBCL and SDQ salesscores. Table 47 shows that
children who received HSS support scored signifigahigher on the Total Internalising,
Total Externalising and Total Syndrome subscalesd, scored significantly lower in Total
Competence. Children who received HSS had higbeeld of difficulty compared to
children not receiving the service, when assesgéddbers and by the children.

Table 47: Independent Samples t-test according to the useoaruse of a high support
service (HSS) for the CBCL & SDQ subscales*

High Support Service (HSS)
Utilised Not Utilised t and P-values
M SD M SD

Total Internalising 19.53 11.71 10.77 7.95[ t (182) =3.91p< 0.001
Total Externalising 28.67 11.90 15.41 | 10.77 | t(182) =4.53p< 0.001
Total Competence 13.83 4.75 18.83 5.18| t (168) = 3.6p < 0.001
Total Syndrome 81.50 38.88 46.82 | 30.51 [t(180)=4p< 0.001
Total Difficulty (Self) 20.12 6.85 14.93 6.45| t (96) =2.17p< 0.05
Total Difficulty (Teacher) | 23.56 5.71 15.11 7.18 |[t(196) =4.84p< 0.001

* t-test results for CBCL and SDQ subscales nothieey statistical significance are excluded froiis thble

Those children who had a higher number of hourcated with the HSS worker, given that
they used this service, were more likely to hawghér scores on the Total Competence scale

of the CBCL, whereas those with less contact houese more likely to have lower scores
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on the Total Competence € 0.18,p < 0.05). The number of contact hours with a HSS
worker was also related to the child’s difficultiagéthin the school setting. Specifically,
Teachers’ evaluations indicated that children wlad Imore contact hours with an HSS
worker were less likely to have difficulties, whasethose that had less contact hours were

more likely to score higher on the Total Diffiaet scaler( =-0.18,p < 0.05).

Children who are statemented receive the suppomnol.SA within the school setting.
Children making use of such a service scored sagmfly different than their peers on
several CBCL and SDQ subscales. Table 48 showadctiildren who are statemented
scored lower than their peers on the scales asgegesitive functioning, such as the Total
Competence scale of the CBCL, and the ProsociahBetrr scale of the SDQ, on both the
Carer and Teacher Informant versions. Moreovesy thcored higher in Total Difficulty
indicating more problematic behaviour on both tleadhers’ and Carers’ evaluations on the
SDQ. There were no significant differences betwsmares on the CBCL and SDQ subscales

not mentioned below.

Table 48: Independent Samples t-test for the CBCL & SDQczlés according to whether
the child is statemented or not

Child is Child is not
statemented statemented t and P-values
M SD M SD
Total Competence 15.42 5.10 19.37 5.08 t (186) = 4.66p < 0.001

Total Difficulty (Teacher) 17.74| 6.55 12.47 | 7.13 |t(191) =4.52p< 0.001

Prosocial Behaviour (Teachef) 6.21 2.95 7.17 2.82[t (191) =2.01p<0.05

Total Difficulty (Carer) 18.73| 7.80 14.75 | 7.08 [t (219)=3.47p=0.001

Prosocial Behaviour (Carer) | 6.70 2.66 7.59 2.55[ t(219) =2.11p< 0.05

* t-test results for CBCL and SDQ subscales nothieey statistical significance are excluded froiis thble

By exploring the relationship between the childladatio and the CBCL and SDQ
subscales, it was interesting to note that thedehdlult ratio was positively correlated with
both the Total Externalising score on the CBCL sdal= 0.21,p < 0.01) and the Total
Difficulties reported by carers on the SDIQ=(0.22,p = 0.001). Therefore, children who are
cared for by a greater number of adults are alseerikely to manifest a greater number of
difficulties and externalising behaviours. TheeastBubscales were not significantly related

to child-adult ratio.

119



Study 2 Chapter 5 Presentation of Findings

Children’s use of some services was significandiated to a number of CBCL and SDQ
subscales; this is particularly true for childremkimg use of the psychiatric services and
psychotherapy. Mean scores on CBCL and SDQ sudsse@ak firstly compared between
children that used/did not use psychiatric and psteerapy services in the past. Table 49
shows that children who attended psychotherapliemist scored significantly lower on the
scales measuring competence and Prosocial behawaodr significantly higher on the
Internalising and syndrome scales, when compardakio counterparts who did not attended
psychotherapy.

Table 49: Independent Samples t-test according to the paéshdance of psychotherapy for
the CBCL & SDQ subscales

Attended Did not attend

psychotherapy psychoterapy t andp-values

M SD M SD
Total Competence 17.19 5.56 19.75 4.731(189) =3.37p=0.001
Total Internalising 12.51 9.25 9.53 7.15 | t(204) = 2.54p< 0.05
Total Syndrome 53.0 354 43.08 26.971t (202) = 2.24p< 0.05
Prosocial Behaviour (Self) [ 8.03 1.93 8.91 1.74 |t (104) =2.29p< 0.05
Prosocial Behaviour (Parenf) 6.95 2.70 7.85 2.41) t (224) = 2.65p< 0.01

* t-test results for CBCL and SDQ subscales nothiaey statistical significance are excluded froiis thble

As indicated in Table 50, those having attended péychiatric services in the past also
scored worse on the vast majority of CBCL and SD@@ssales. This subgroup of children
obtained lower scores on the strength based soélgse CBCL and the SDQ, namely the
Total Competence scale and the Prosocial Behawsoale (Teacher Informant version).
However, they obtained higher scores on all the CB€ales and the Total Difficulties scale

according to all Informants on the SDQ.

Table 50:Independent Samples t-test according to the pasblipsychiatric services for the
CBCL & SDQ subscales

Used psychiatric Did not use
services psychiatric services
t andp -values
M SD M SD

Total Competence 14.38 5.26 19.31 4.9t (189) =5.45p< 0.001
Total Internalising 14.12 | 10.02| 10.42 7.90 [t(204) =2.6p<0.05
Total Externalising 21.02 | 11.88 14.97 11.08t (204) = 3.15, p < 0.005
Total Syndrome 62.21 | 31.53| 4496 | 31.07(t(202)=3.22p= 0.001
Total Difficulties (Self) 18.98 6.56 14.21 6.0 t(104) = 3.48, p=0.001
Total Difficulties (Carer) 19.18 | 7.20 14.86 7.23 |t(224) =3.56, p <0.001
Total Difficulties (Teacher) 17.96 6.88 12.92 7.24 t (194) = 3.82, p < 0.001
Prosocial Behaviour (Teache| 5.75 2.93 7.19 2.81 [t(193)=2.76p<0.01
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* t-test results for CBCL and SDQ subscales notha®y statistical significance are excluded frois table

Children who have attended physiotherapy in thé¢ wase reported by their carers as having
more Total Difficulties 1 = 20.12,SD = 5.84) than those who did nd¥l(= 15.35,SD =
7.42), 1 (224) = 2.58 = 0.01. The mean scores of the remaining CBCLSDQ subscales
did not differ significantly between the two group®dean scores varied marginally for all
CBCL or SDQ subscales between children who attgdaedot attend speech therapy in the
past. On the other hand, significant differenceerged on some of these scales among
those who attended occupational therapy in the. p&tildren who attended occupational
therapy M = 14.71,SD = 4.8) scored significantly lower than those wha ot (M = 18.9,
SD = 5.22) on the Total Competence sc#l€189) = 3.84p < 0.001. On the other hand,
those who attended were rated by their Carersaadganore Total Difficulties M = 19.33,
SD = 6.09) compared to those that did not attevid=(15.15,SD = 7.45),t (224) = 2.93p <
0.005.

When examining the existing differences betweerseéhwho are currently attending/not
attending these services, one notices that thedadjfferences in the mean scores of CBCL
and SDQ subscales emerged between groups thataemtty using/not using psychiatric

services or psychotherapy.

Table 51 exhibits that children currently attendpgychotherapy scored significantly higher
on the Total Internalising, Total Externalising ahatal Syndrome scales of the CBCL and
the Carer version of the Total Difficulties scale the SDQ. According to Carers’ reports,
these children also scored significantly lower ¢we tstrength based scale of Prosocial
Behaviour compared to children not currently atbegdtherapy. As seen in table 52, a
similar pattern emerged when comparing mean safr€8CL and SDQ subscales between

groups who currently use/not use psychiatric sesuic

Table 51: Independent Samples t-test according to curremnatnce of psychotherapy for
the CBCL & SDQ subscales

Currently Does not
attends currently attend t andp-values
psychotherapy | psychotherapy
M SD M SD
Total Internalising 13.17 9.12 9.14 7.29 t (197.45) = 3.5p=0.001
Total Externalising 17.79 | 11.54| 12.53 | 10.17 | t (202.49) = 4.79 < 0.001
Total Syndrome 56.76 | 31.71| 40.27[ 29.9Bt(202)=3.81p< 0.001
Total Difficulty (Carer) 18.12 | 7.34 | 13.42 | 6.75 | t(224) =5.01p< 0.001
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Prosocial Behaviour (Carer

6.97

2.65

7.78

2.51 t

(224) = 2.34p < 0.05

* t-test results for CBCL and SDQ subscales notha®y statistical significance are excluded frois table

Table 52: Independent Samples t-test according to the cumeatof psychiatric services for
the CBCL & SDQ subscales

Currently using Currently not
psychiatric servicey using psychiatric t andp-values
services
M SD M SD

Total Competence 14.38 5.25 19.34 4.9]t(189) = 5.55p=0.001
Total Internalising 1436 | 10.24 | 10.33| 7.77 |t(204)=2.83p= 0.005
Total Externalising 20.98 11.33| 14.94 11.1Bt(204)=3.16, p < 0.005
Total Syndrome 61.82 | 31.71 | 44.96 | 31.04 | t(202) =3.18p< 0.005
Total Difficulties (Self) 19.56 5.70 14.2§ 6.23 t(104) = 3.67, p<0.001
Total Difficulties (Carer) 19.53 6.75 | 14.75| 7.28 |{(224) = 4, p <0.001
Total Difficulties (Teacher) 18.63 6.79 12.8( 7.13 t1(194) =4.42, p< 0.001
Prosocial Behaviour (Teache| 5.60 2.98 7.22 | 2.78 |t(193) =3.07p< 0.005
Prosocial Behaviour (Carer) | 6.44 2.39 7.62 2.61] t (224) =2.75,p < 0.01

* t-test results for CBCL and SDQ subscales notha®y statistical significance are excluded frois table

Mean scores for children currently attending/noterading speech therapy differed
significantly on three scales, namely the Total @etance scale of the CBQI(189) = 2.23,

p < 0.05, the Self and Teacher versions of the Toifficulties on the SDQ (104) = 2.14p

< 0.05, and t (194) = 2.1®, < 0.05, respectively. Children attending spedhapy M =
15.76,SD = 5.74) scored lower in Total Competence thanehus attending\l = 18.61,SD

= 5.25). According to the Self version, those ralteg speech therapyi(= 20.83,SD =
5.19) scored higher than those not attendiig=(15.1,SD = 6.42), t (104) = 2.14, p < 0.05.
This pattern also emerged on the Teacher versibeyevthose attendindgi(=17.04,SD =
5.63) scored higher than those not attendig(13.44,SD=7.51), t (194) = 2.18, p < 0.05.

No significant differences in the mean scores estkrgn any of the CBCL and SDQ
subscales between those currently attending/nehditig for physiotherapy. Significant
differences however did emerge among those childteanding/not attending occupational
therapy. Table 53 (overleaf) shows that childréteraling occupational therapy scored
significantly lower on the strength based scalesTotal Competence and Prosocial

Behaviour in the Teacher and Carer versions. Gmn dther hand, children attending
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occupational therapy scored significantly highertioe Teacher Informant version of Total
Difficulties on the SDQ.

Table 53: Independent Samples t-test according to currengénaince of occupational
therapy for the CBCL & SDQ subscales

Currently attends Currently not

occupational attending t andp values
therapy occupational therapy
M SD M SD
Total Competence 13.21 6.26 18.52 5.23 | t(189) =2.62p=0.01

Total Difficulties (Teacher] 20.80 | 4.60 13.66 7.38 |[1t(194) =2.15p<0.05

Prosocial Behaviour _ _
(Teacher) 3.40 3.97 7.02 2.80 [t(193) =2.82p = 0.005

Prosocial Behaviou ~
(Carer) 5.56 2.79 7.46 2.57 t(224) =2.17p< 0.05

* t-test results for CBCL and SDQ subscales notha®y statistical significance are excluded frois table

A further task is to assess the associations, usiogstabs and Chi-square tests, between
those who currently make use of the service angethicho received this therapy in the past.
Significant associations emerged in almost allstawices listed above.

A significant association was found between childndno are currently attending psychiatric
services and those who received the care in the()fas 144.84, v = 1p < 0.001). Of the 55
children who currently attend psychiatric servicdg, (76.4%) had received psychiatric
follow-up in the past. On the other hand, of tRechildren who used psychiatric care in the
past only 10 (19.3%) currently stopped this care.

A significant association was also found betweeidmdn who are currently undergoing
psychotherapy and those who received the servitieeipasty¢ = 13.76,v = 1,p < 0.001).
Of the 130 children who currently go to psychotpgra85 (65.4%) had also been to
psychotherapy in the past. On the other hand, hef 145 children who received
psychotherapy in the past, 60 (41.4%) stopped ubisgervice.

A significant association was also found betweeinlddn who are currently attending
physiotherapy and those who received the careampést ¥2 = 12.25y = 1,p < 0.001). Of
the 4 children who currently receive physiotherdb{50%) had also made use of this service
in the past. On the other hand, of the 18 childvlo attended physiotherapy in the past, 16
(88.9%) stopped going.
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A significant association was also found betweeas¢hwho attended occupational therapy in
the past and those who currently do go< 61.75, v = 1p < 0.001). Of the 11 children

currently attending occupational therapy, 10 (90.9%4d previously received this service.
However, of the 35 children who attended occupalidherapy in the past, 25 (71.4%)

stopped using this service.

An important connection was also found betweendheko attended speech therapy in the
past and those who currently do §6 ¥ 76.63, v = 1p < 0.001). Of the 25 children who

currently attend speech therapy, 19 (76%) had ralsde use of this service in the past. On
the other hand, of the 42 children who attendecedpeherapy in the past, 23 (54.8%)

stopped using this service.

A concluding remark is that the discharge rateesdonsiderably between services. The
proportion of children who received a service ia past and were discharged was lowest in

psychiatric services and highest in physiotherapy.

5.4.5 The Impact of Extra-Curricular Activities ah Interpersonal Relationships on the
CBCL and SDQ Scores

This section provides a review of the relationshgpghe CBCL and SDQ subscales and
several other variables presented in the first piathe Child Behaviour Checklist, including

the child’s participation in leisure, daily actieis, and social relationships.

The Independent Samples t-test was again usedtdblise whether there are significant
differences in the mean scores of the CBCL and SBdles between children who engage in
sports compared to those who do not. Significafferénces were found on the Total
Competence scale of the CBQL(192) = 5.96p < 0.001. Children who engage in sports
scored significantly higher in Total Competenté £ 19.21,SD = 4.98) compared to those
who do not engage in sportsl (= 12.79,SD = 4.58). On the other hand, the Self report
version of the SDQ shows that children who do magagie in sports score higher in Total
Difficulties (M = 18.15,SD =6.46) than those who participate in spoNs% 14.77,SD =
6.28),t (100) = 2.28p < 0.05.
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Significant differences in mean scores also emexedwo subscales between groups of
children having/not having a hobby. Children whaalla hobby scored significantly higher
on the Total Competence scale of the CB®LA 18.86,SD = 5.03) than those who did not
have a hobbyM = 9,SD = 3.26),t (191) = 5.82p < 0.001. On the other hand, the Self
report version of the SDQ shows that those who @oengage in at least one hobby score
higher on Total DifficultiesN = 20,SD = 5.62) than those who do not have any hobles (
=15.09,SD= 6.38),t (100) = 2.34p < 0.05.

Table 54 shows that in the Self and Teacher Infatraarsions, children who do not belong
to any organisation, scored significantly higherTatal Difficulties of the SDQ. However,
these children scored significantly lower in thetalodCompetence scale and the Teacher
Informant version of the SDQ Prosocial Behaviowlscompared to their counterparts who

are members of at least one organisation.

Table 54: Independent Samples t-test for the CBCL & SDQ siks@ccording to whether
the child is belongs to at least one organisation

Child belongsto al  Child does not
least one belong to any t andp-values

organisation organisation

M SD M SD
Total Competence 20.69 | 4.79 15.45 457 1(192)=7.¢% 0.001
Total Difficulties
(Teacher) 12.73 | 6.82 15.68 793 |t(174)=2.64p<0.01
Prosocial Behaviour
(Teacher) 7.43 2.37 6.35 3.29| t(174)=2.5250.05
Total Difficulties (Self) | 14.28 | 6.82 16.85 5.85 |t (100) = 2.04p <0.05

* t-test results for CBCL and SDQ subscales notha®y statistical significance are excluded frois table

The child’s participation in chores was not foundbe a significant predictor of any of the
SDQ subscales. However, mean scores on the Tat@p€tence and Total Internalising
scales of the CBCL differed significantly betweerowups having/not having at least one
chore. Participants having at least one chore escaignificantly higher on Total
CompetenceM = 19.26,SD = 5.21) than those who do ndd & 16.02,SD 4.96),t (189) =
3.65,p<0.001, indicating the positive effect of doing absr Similiarly, participants having
at least one chore scored significantly lower anltiternalising problem scal#(= 8.48,SD
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= 6.98), than those who do not engage in chdves (11.46,SD= 7.88),t (205) = 2.32p <
0.05.

Mean scores on the CBCL and SDQ scales were cothpatereen the levels of a number of
predictors related to children’s social relatiopshinumber of close friends, frequency of
meetings with friends outside school hours, retetiop with siblings and peers, child’s

behaviour with parents and whether child plays andks alone. Table 55 shows the mean
scores and standard deviations of all CBCL subscatalysed by predictors related to social

relationships using the One Way ANOVA test.

Table 55: Mean scores for CBCL subscalasalysed by child’s friendships and parental
relationships among the whole sample

Total Total Total Total
Competence Internalising Externalising Syndrome
M SD | M SD | ™ SD | ™ SD
None 13.31| 5.32| 17.04 109 22.d9 1354 75[42 4%.18
Number [T friend 16.69| 4.62| 1231 853 190140 13.04 54]18 30.45
Oloose [23fends | 1925 462| 1004 709 1478 1046 4239 23.88
Zormore | 21.72| 4.15| 8.47] 7.11 1223 806 36[712 2269
Rarely/Neve | 16.51| 5.66 | 12.35| 8.34 | 19.22 | 12.70 | 56.41 | 33.91
Weekly |r
meetings [1-2 times | 19.57 | 4.25 | 9.95 | 7.67 | 14.17 | 9.87 | 39.95 | 22.86
}’;’I'gr‘] gs |3timesor [20.77] 462 | 954 | 7.46 | 12.61| 9.06 | 41.81| 30.04
more
Worse 16.39| 6.22| 13.44 102p 2337 1381 68|61 44.33
gﬁlinéﬁth Average 1885| 4.82| 1051 684 1503 10.00 44)24 2331
Better 10.90| 5.73| 11.74 10701 1348 11.83 44[32 35.03
[ Worse 14.80| 5.71 | 16.80| 10.85| 26.00 | 13.76 | 77.07 | 43.61
Sti'é‘;v';ihds Average 17.93| 4.79 | 1054 7.75 | 15.59 | 10.57 | 46.90 | 28.25
Better 2162| 467 | 9.71 | 7.69 | 11.65| 8.53 | 36.73| 22.61
Seh Worse 17.19| 5.67| 1141 824 2022 1289 5880 34.97
with Average 18.01| 5.13| 11.04 809 1694 10.k0 47/91 24.48
Parents [Bgtter 20.43| 4.95| 1144 979 11.39 10.16 40[44 3d.90
Plays and| Worse 14.38| 5.47 | 15.12| 10.60| 21.36 | 13.45| 66.84 | 37.91
works  ["Average 18.84| 517 | 10.39| 7.85 | 15.88 | 10.23| 45.72| 27.40
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alone Better 20.28| 4.26 | 10.96| 8.24 | 13.55| 12.15| 44.35| 34.97

Table 56: ANOVA values for CBCL subscakasalysed by child’s friendships and parental
relationships among the whole sample

Total Total Total Total
Competence Internalising Externalising Syndrome

Number of close | F (3,192) = F (3,208) =8.71, | F (3,208) = 6.9, F (3,206) =
friends 23.28,p<0.0005]| p<0.0005 p<0.0005 13.88,p<0.0005
Weekly meetings | F (2,188) = F (2,204) = 2.69, | F (2,204) = F (2,202) = 6.78,
with friends 12.85,p<0.0005| p=0.07 n/s 7.21,p=0.001 | p<0.001

o F(2,171) = F (2,185) = 1.87, | F (2,185) = F (2,183) = 9.67,
Rel. with siblings| 5 g8 1<0.05 | p=0.16 n/s 9.57,p<0.0005 | p<0.0005
Rel. with other | F (2,193) = F (2,209) = 8.19, | F (2,209) = F (2,207) =
kids 19.51,p<0.0005| p<0.0005 17.7,p<0.0005 | 17.42,p<0.0005
Beh. with F(2,191) = F (2,204) =0.04, | F (2,204) = F (2,202) = 4.68,
Parents 5.53,p=0.005 | p=0.96 n/s 9.04,p<0.0005 | p=0.01
Plays and workg F (2,193) = F (2,207) =4.18, | F (2,207) = F (2,205) = 6.53,
alone 14.13,p<0.0005| p<0.05 4.85,p<0.01 p<0.005

Table 56 displays significantly higher scores om Tlotal Competence scale of the CBCL, in
all the items mentioned corresponding to more pa@sittunctioning in interpersonal

relationships. On the other hand, the table dysptagnificantly higher scores on the Total
Internalising, Total Externalising and Total Synae scales of the CBCL in almost all the
items corresponding to more negative functioninghterpersonal relationships. Mean Total
Internalising scores did not differ significantlgtiveen the levels of two predictors related to

children’s social relationships - mainly rapportiwsiblings and behaviour with parents.

The connections emerging between these variablédhen SDQ subscales present a more
complex picture with Tables 57 (continued overleafyl 59 (overleaf) displaying a general
trend that is clear throughout these interrelatiqpss F values are reported in tables 58 and
60 respectively, and as expected, higher mean scoreProsocial Behaviour tend to
correspond to positive levels of functioning ineintelationships on most of the items.
Conversely, higher mean scores in Total Difficdtiend to correspond to negative levels of

functioning in interrelationships on most of thenits. It is worth mentioning that predictors
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related to peer relations, particularly the numtifeiriends, number of weekly meetings with
friends outside school hours, and relationship widers have the highest number of

significant inter-relationships with the SDQ sullesa

Table 57: Means and standard deviations for Total Difficulising Teacher, Carer and Self
report versionsanalysed by child’s friendships and parental radaghips among the whole
sample

Total Difficulty Total Difficulty Total Difficulty
(Self) (Teacher) (Carer)
M SD M SD M SD

Number of | None 20.13 5.47 20.04 6.85 20.85 6.73
close friends| 1 friend 15.33 6.38 12.61 5.76 18.19 7.43

2-3 friends 14.98 5.99 12.59 6.80 15.2( 6.98

4 or more 12.94 6.53 12.92 8.08 11.62 6.68
Weekly Rarely/Never| 17.60 6.36 14.20 7.52 17.51 7.66
meetings 1-2 times 14.32 5.94 13.25 6.84 14.55 7.11
with friends | 3 times or 14.15 6.03 13.35 7.76 13.64 6.71

more
Relationship | Worse 15.44 8.17 13.82 6.30 19.64 8.20
with siblings | Average 15.06 5.70 14.10 7.57 14.81 6.93

Better 16.70 7.72 13.45 8.83 15.64 7.13
Relationship | Worse 21.36 5.72 16.06 6.44 22.28 7.46
with other Average 15.84 5.92 14.53 6.91 15.59 6.91
kids Better 12.56 5.92 11.05 8.41 12.43 6.89
Behaviour | Worse 17.26 6.45 14.71 7.56 18.21 7.04
with Parents | Average 14.82 6.63 13.94 7.31 15.9( 7.51

Better 15.10 6.33 12.89 7.54 13.25 7.54
Plays and Worse 19.83 5.31 16.21 6.97 19.41 7.39
works alone | Average 15.40 6.15 13.28 7.16 15.21 6.80

Better 13.64 7.39 13.81 8.22 14.87 9.05

Table 58: ANOVA for Total Difficulty using Teacher, Carer carSelf report versions
analysed by child’s friendships and parental redaghips among the whole sample

Total Difficulty Total Difficulty Total Difficulty
(Self) (Teacher) (Carer)

Number of close F (3,100) = 5.43, F (3,173) = 8.68, F (3,202) = 13.88,
friends p<0.005 p<0.0005 p<0.0005
Weekly meetings F (2,98) = 3.19, F (2,169) = 0.31, F (2,198) = 5.47,
with friends p<0.05 p<0.73 n/s p=0.005

ST F (2,89) = 0.28, F (2,152) = 0.069, | F (2,179) = 6.05,
Rel. with siblings | 1, 76 /s p<0.93 n/s p<0.005
Rel. with other F (2,101) =10.97, |F(2,174)=4.95, F (2,203) = 18.48,
kids p<0.0005 p<0.01 p<0.0005
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. F (2,99) =1.28, F(2,172) = 0.67, F (2,198) = 5.89,
Beh. with Parents| _; og s p=0.51 n/s p<0.005
Plays and works | F (2,99) = 3.7, F (2,174) = 1.8, F (2,201) = 4.49,
alone p<0.05 p=0.17 n/s p<0.05

Table 59: Means and standard deviations for Prosocial Bebawvusing Teacher, Carer and
Self report versionanalysed by child’s friendships and parental redaghips

Prosocial Behaviour Prosocial Prosocial Behaviour
(Self) Behaviour (Carer)
(Teacher)
M SD M SD M SD
Number of | None 7.75 2.02 5.64 3.40 6.74 2.68
close friends| 1 friend 8.20 2.04 7.16 2.78 6.11 2.88
2-3 friends 8.37 2.02 7.43 2.26 7.63 2.32
4 or more 8.84 1.52 7.14 3.11 8.83 1.53
Weekly Rarely/Never| 8.10 1.73 6.93 2.96 7.03 2.72
meetings | 1-2 times 8.06 2.34 7.31 2.41 7.53 2.45
with friends | 3 times or 8.75 1.65 6.96 2.94 8.19 2.15
more
Relationship| Worse 8.11 2.17 6.83 3.11 6.75 2.82
with siblings |"Average 8.55 1.76 7.00 2.70 7.67 2.39
Better 8.00 2.11 6.89 3.43 7.96 1.88
Relationship| Worse 7.79 2.52 6.42 3.25 6.90 2.45
with other [ Average 8.07 1.88 6.90 2.71 7.22 2.51
kids Better 9.06 1.48 7.61 2.77 8.59 2.16
Behaviour | Worse 7.59 2.32 6.53 2.95 7.25 2.79
with Parents| Average 8.57 1.48 7.11 2.73 7.48 2.48
Better 8.79 1.78 7.34 2.85 7.95 2.24
Plays and | Worse 8.50 2.15 6.24 3.08 7.22 2.30
works alone | Average 8.30 1.84 7.18 2.75 7.29 2.62
Better 8.52 1.89 7.10 2.82 8.41 2.10

Table 60: ANOVA for Prosocial Behaviour using Teacher, Caaad Self report versions
analysed by child’s friendships and parental redaghips among the whole sample

Prosocial Behaviour| Prosocial Behaviour Prosocial Behaviour
(Self) (Teacher) (Carer)

Number of close F (3,100) = 1.23, F (3,173) = 2.87, F (3,202) =11.11,
friends p=0.3 n/s p<0.05 p<0.0005
Weekly meetings F (2,98) = 1.39, F (2,169) = 0.33, F (2,198) = 3.65,
with friends p=0.25 n/s p=0.72 n/s p<0.05

e F (2,89) = 0.63, F (2,152) = 0.04, F(2,179) = 2.47,
Rel. with siblings | 1 54 n/s p=0.96 n/s p=0.089 n/s
Rel. with other F (2,101) = 3.6, F(2,174) =1.67p- | F (2,203) = 6.88,
kids p<0.05 =0.19 n/s p=0.001
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. F (2,99) = 3.48, F (2,172) = 0.94, F (2,198) =1.11,
Beh. with Parents| _, p=0.39 n/s p=0.33 n/s
Plays and works | F (2,99) = 0.15, F(2,174) = 1.29, F (2,201) = 3.8p<0.05
alone p=0.86 n/s p=0.28 n/s

The Independent Sample t-test revesdmificant differences in the mean CBCL and SDQ
subscale scores between boys and girls. Girlsedcsignificantly lower than boys on the
Total Externalising and the Total Syndrome scalésthe CBCL. Girls also scored
significantly higher than boys on subscales meagusitrengths, namely the CBCL Total
Competence scale and the Teacher and Carer Inforueasions of the SDQ Prosocial

Behaviour scale, as can be displayed in table 61.

Table 61:Independent Samples t-test for the CBCL & SDQcaubs categorised by gender

Boys | Girls
M SD M sSD t andp values

Total Competence 17.66 5.48 19.31 5.10f t(192) =2.p% 0.05
Total Externalising 17.81 | 11.61| 14.11 | 10.99 |t (208) = 2.36p < 0.05
Total Syndrome 53.6 33.4 42.25 28.73 1t (206) = 2.6p=0.01
Prosocial Behaviou

(Teacher) 6.52 3.03 7.50 2.60 |t(184)=2.34p<0.05
Prosocial Behaviour (Carer) 7.05 2.69 7.86 2.36( t (215) = 2.33p <0.05

* t-test results for CBCL and SDQ subscales notha®y statistical significance are excluded frois table

Pearson’s correlation was used to explore theioalsttipbetween the child’s current age and
the CBCL and SDQ subscales. A significant relaiopemerged for only one of the CBCL
scales, Total Competen¢e = - 0.18,p < 0.05) indicating that younger children are more
likely to score higher on this scale than oldetdren. On the SDQ scales the same pattern
emerged on the Carer Informant version of the ThtHiculties scale(r = - 0.14,p < 0.05),
indicating that younger children are more likelysttore higher on this scale. These patterns
therefore indicate that although younger childrem more likely to have more difficulties,

they are also more likely to have higher levelsahpetence.
This section provided a general overview of thatrehships that exist between the CBCL

and SDQ scale scores and a number of explanatoigbles for the whole sample. The

subsequent sections provide a similar review fa tbsidential and foster care groups
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separately. The aim is to explore the specifitdiacaffecting the child’s mental health and

well-being in each of these subgroups.

5.5  Variables Affecting CBCL and SDQ Scores Obtairee among Children in
Residential Care

Since several significant differences emerged betwahildren in residential care and foster

care in the demographic variables, and in the CBGd SDQ scores, it was deemed essential
to provide a separate analysis for the resideatna foster care groups separately. The
analyses of children in residential care will beganted first using the same methodology

and structure of the preceding section.

5.5.1 The Impact of Demographic Variables on CB@hd SDQ Scores

A description of how demographic variables afféid CBCL and SDQ scores of children in
residential care is included in this section. Thmean scores of CBCL and SDQ subscales,
mainly Total Competence, Total Internalising, Totternalising and Total Syndrome
Scales for the CBCL, and Prosocial Behaviour antalTDifficulties in the Self report,
Teacher and Parent versions for the SDQ will be pgyved between the level of each

demographic variable.

Nationality was not found to be a significant prddr of CBCL scales; however, it should be
noted that sample size of foreigners in residentale was extremely small; only two
children did not have a Maltese nationality andnéerences may not be so reliable.

No significant differences in the mean CBCL and S&i@le scores were observed between
children having/not having a diagnosed medical @mw Similarly, the mean Total
Internalising, Total Externalising and Total Synaie scales scores within the CBCL varied
marginally between children having/not having agd@sed mental health problem. A
significant difference however emerged in the m&atal Competence scale scores between
these two groupg, (114) = 4.94p < 0.001. Children who have a diagnosed mentaltineal
problem scored significantly lower in Total Compete M = 12.92,SD = 4.5) than those
who did not have such a diagnod € 18.54,SD = 5.08). Mean Total Difficulties scores in
both the Carert((137) = 2.58p < 0.05), and Teachet (119)= 2.32,p < 0.05) versions,
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varied significantly between children having/noving a diagnosed mental health problem.
Children who have a diagnosed mental health prololetained significantly higher scores in
both the CarerM = 20.71,SD= 6.93) and TeacheM(= 17.82,SD= 7.7) versions compared
to their counterparts with no mental health prolddlh = 16.77,SD= 7.28) and Nl = 13.84,
SD = 7.34) respectively. No significant differencesre observed in the other SDQ
subscales examined, namely in the Prosocial Betasobscales in all versions, and the

Total Difficulties subscale in the Self report viers

A comparison of children having/not having a diaggoblearning disability or developmental
disorder shows that significant differences emergely on the Total Competence scdle,
(114) = 3.87p < 0.001. This indicates that children with a dieggd learning disability or
developmental disorder scored significantly les$atal CompetenceM= 13.32,SD = 4.94)
than those who did not have such a diagnosls=( 18.22,SD 5.19). No significant
differences were noted in mean scores of thesegnwaps in the Self report and Carer
versions of the SDQ. A significant difference whewever, observed between these two
groups in the Teacher version within the subscal&lTDifficulties. Children who have a
diagnosed learning disability or developmental yledaored significantly higher on Total
Difficulty (M = 18.21,SD = 7.59) than those who did nd¥l (= 13.84,SD = 7.35), t (119) =
2.47,p <0.05), thus indicating that they experience maffecdlties.

Pearson’s correlation was used to explore theioeksttips between the academic marks and
scores obtained on the CBCL and SDQ scales. Nhifis@nt relationships emerged with any
of the CBCL scales. However significant relatiapshemerged with some of the SDQ
scales, namely the Teacher report version of Prals&ehaviour scores with marks in
Maltese(r = 0.26,p < 0.05), and the Carer Informant version of Totaffi€ulties with
marks in Maltesdr = - 0.34,p = 0.005) and Math¢r = - 0.27,p < 0.05). Better grades

obtained are linked to better prosocial behaviaowr lass difficulties in the relevant scales.

Correlational analyses were carried out in ordedetermine whether there are significant
relationships between the child’s age of entry icdioe and their respective CBCL and SDQ
scores. The relationshibpetween entry age into care and CBCL scores ifoatl subscales
were not found to be significant. Significant piva relationships were however observed
between age of entry into care and the Prosociaateur scale scores in the Self reqort
0.33, p<0.01) and Carer € 0.175, p<0.05) versions. This indicates thatHigher the age
of entry into care the higher the expected prossciare.
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Pearson’s correlation was used to explore theioeakship between the children’s CBCL
scores and the number of transitions they expestnehilst in care. No significant
differences emerged on any of the CBCL scales. retaional analyses indicated two
significant relationships of SDQ raw scores withmtner of transitions. The first was a
negative relationship between the Prosocial Behavsgores in the Self report version and
the total number of transitions experienced whileare(r = -0.25,p<0.05). The second was
a positive relationship between Total Difficultissores in the Carer report version and total
number of transition§r = 0.26,p<0.01). These results indicate that difficulty m&ses and
Prosocial Behaviour deteriorates with an increastheé number of transitions experienced

while in care.

A significant negative relationshipas noted also between the time children speraria and
Prosocial Behaviour scores in the Self report SDEpsion (r = - 0.35,p<0.01). This
indicates that the longer the period of time spentare, the lower the scores on Prosocial
Behaviour. No other significant relationships weraed relating CBCL and SDQ scale

scores to the time spent in care.

As expected, a positive relationshis found between the length of time in care atal to
number of transitions while in cafe = 0.48, p<0.001); the longer the duration in cére t
more transitions were experienced. Complementimgy finding was a significant negative
relationshipnoted between the total number of transitions wihileare and age of entry into
care(r = — 0.27,p= 0.001), which confirms that children who enter inégidential care at a

very young age tend to experience more transitions.

Significant differences emerged in the mean Tow@in@etence score of the CBCL subscale
according to the child’s present legal stafug2, 105) = 3.84p < 0.05. Post hoc analysis
shows that children in voluntary care scored sigaiftly higher in Total CompetenchI (=
18.36,SD = 5.28) than children who are currently placedaarourt orderNl = 12.36,SD =
4.09). No significant relationships were noted whelating all the SDQ scales and the three

remaining CBCL scales to the child’s present |esgaius.

5.5.2 The Impact of Reasons for Entry into Care @BCL and SDQ scores
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The Independent Sample t-test did not demonstrgidisant differences in the mean CBCL
and SDQ scale scores between groups of childrereriexying/not experiencing the
following parental issues: mental health problemegection, marital breakdown, single
parenthood, imprisonment, prostitution and ‘othissues as reasons for entry into care.
Mean scores, however, were found to differ sigaifity between groups of children whose

parents engaged/did not engage in substance abbad madequate parental skills.

Children scored significantly less on the Total @etence scale of the CBCL when their
parents had substance abuse probldvhs=(15.37,SD = 4.04) compared to those whose
parents did not\ = 17.9,SD = 5.66),t (114) = 2.05p < 0.05. Children whose parents had
inadequate parenting skills upon entry into carteileted more Externalising problemisl (=
20.84,SD = 12.54) than their peers who had parents witlgaake parenting skillsM =
13.19,SD=9.94),t (125) = 2.93p < 0.01. Moreover, the former group scored highehe
Total Syndrome scale of the CBCM (= 59.48,SD = 35.92) compared to their peers whose
parents had adequate parenting skiNs £ 39.96,SD = 29.05),t (124) = 2.6,p = 0.01.
Significant differences were also noted in the m&atal Difficulty scores between these
groups in both the Teachdr(L19) = 2.17,p < 0.05) and Carert (137) = 2.69p < 0.01)
versions. Children whose parents had inadequaeniad skills, showed significantly higher
difficulty scores M = 15.48,SD= 7.78) in the Teacher version amd £ 18.47,SD= 7.11) in
the Carer version when compared to their peers evipasents provided adequate parental
skills (M=12.16,SD = 6.35) and 1 = 14.56,SD = 7.49), respectively. This subgroup also
scored significantly lower in Prosocial Behaviod € 6.09,SD = 3.18) in the Teacher
version, when compared to those who had a goodhiadrexperienceM = 8.06,SD= 2.14),

t (119) = 3.25p <0.001.

Children who experienced sexual abuse, prior toisglon into care, scored significantly
higher on the Total Internalising scal®l & 17.67,SD = 10.73) than those who did not
experience such abudd € 11.75,= 8.53),t (125) = 2.44p < 0.05. Mean CBCL and SDQ
scale scores varied marginally between groups déirelm experiencing/not experiencing

emotional and physical abuse or physical and ematioeglect before admission into care.

Table 62: Independent Samples t-test by presence or absdnchild behaviour problems
for the CBCL & SDQ subscales among children indestial care

Child Behaviour Problems
Present | Not Present
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M SD M SD t and p values
Total Competence 18.41 5.06 12.71] 4.74|1(114) = 4.72p< 0.001
Total Internalising 16.0 | 1248 [ 11.66| 7.86 |t(125)=2.13p<0.05
Total Externalising 23.16 14.32 17.68 11.46 ¢ (125) = 3.05p < 0.005
Total Syndrome 73.09 | 40.21 | 51.33| 33.13 |t (124) =2.73p< 0.01
Total Difficulties (Self) 22.49 4.88 15.69 6.18| t (67) 3.78p < 0.001
Total Difficulties (Carer) 21.83| 6.98 | 16.68| 7.15 |t(137)=3.22p<0.005
Total Difficulties (Teacher) | 19.69| 5.75 | 13.53 7.46( t (119) = 3.56p = 0.001
Prosocial Behaviour (Teache| 5.00 3.15 6.95 294 |t(119)=2.73p<0.01

* t-test results for CBCL and SDQ subscales nothiaey statistical significance are excluded froiis thble

Table 62 shows that the child’s behavioural prolslemere also found to affect significantly
several CBCL and SDQ scale scores. In all casédreh scored significantly higher in
Total Competence and Prosocial Behaviour and sogmifly lower in difficulty scales when

behavioural problems were absent.

The number of participants in residential care hgyphysical disability was too small to
enable statistical analyses. This was also the pegarding ‘other issues’ in the External
Factors section. No significant differences weayentd in the mean CBCL and SDQ scale

scores between groups of children brought in snbsta/appropriate housing.

Correlational analyses were carried out to exartieerelationship between the number of
reasons for entry into care and CBCL and SDQ ssatges. A significant relationship
emerged between the Total Externalising scoree@fdBCL and the number of reasons for
entry into cargr = 0.2,p < 0.05), indicating that an increase in the nundfereasons for
entry into care results in more Externalising peolis. Correlational analyses also show a
significant negative relationshipetween Prosocial Behaviour scores in the Selferésp
version of the SDQ and the number of reasons forydnto care(r = - 0.24,p<0.05),
indicating that a decrease in the number of reasonsntry into care results in better
Prosocial Behaviour. A significant positive retatship was also observed between this
variable and the Total Difficulties scores in thar€r version of the SDQ subscéle= 0.22,
p<0.05), indicating that more difficulties arise Wwign increase in the number of reasons for

entry into care.

Significant relationships were observed betweendhiéd to adult ratio and CBCL scale

scores. Having a larger number of carers withm risidential setting, therefore a higher
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child to adult ratio, resulted in lower scores be Total Internalisingr = -0.28,p = 0.001)
and Total Syndromé = -0.23,p < 0.01) scales of the CBCL. Moreover, child-to{adatio
is also significantly related to the Carer versafrthe Prosocial Behaviour scofe= 0.18,
p<0.05). This indicates that the child’s Proso@ahaviour improves with an increase in the

number of carers involved.

5.5.3 The Impact of Contact with Family of Origiaon CBCL and SDQ scores

Pearson’s correlation showed no significant retetiops between the CBCL and SDQ scale
scores and the number of siblings a child hasntimber of siblings who are in care, and the

number of siblings who are in the same placemetit te child.

Significant positive relationships were however arlied between the frequency of contact
with siblings and Prosocial Behaviour scores in$ledf report version of the SD@ =0.25,
p<0.05), which indicate that more frequent contadgthwsiblings was linked to better
Prosocial Behaviour. No significant differencesrevéound in the mean SDQ scale score

between groups of children having supervised/unsigesl contact with siblings.

The frequency of contact with the biological motheas not found to significantly affect
children’s CBCL and SDQ scale scores. The typeooitact with the mother, also did not
affect CBCL scale scores; although mean Total Qiffies scores in the Teacher version of
the SDQ subscale differed significantly between ugso of children having
supervised/unsupervised contact with mothéfg) = 2.14p < 0.05. Children whose contact
with their mother was unsupervised had a highernditiiculty score M = 15.88, SD =
7.31) than children whose contact with their motivas supervised = 12.1,SD = 7.22).

A significant negative relationship was also fouretween the number of siblings that the
child had and the frequency of contact with thehmofr = -0.19,p<0.05), as well between
the number of siblings in care and contact withhmo{r = -0.16,p<0.05). This indicates
that the more siblings the child has in care oewlwre, the less frequent are the contacts

with the mother.

No significant relationships were observed betwthenCBCL and SDQ scale scores and the
frequency and type of contact with the biologicahtr. It should be noted, however, that

children whose father is listed as unknown werdusled from this analysis.
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5.5.4 The Impact of the Services Being Utilised the Children on CBCL and SDQ
Scores

This section focuses on whether children’s useeofises in the past and in the present is
relatedto CBCL and SDQ scale scores. Results indicatewhare children made use of

some services, a number of CBCL and SDQ scale sdiffered significantly.

Past use of psychotherapy was linked with loweresan the Total Competence scdle,
(114) = 3.83p < 0.001 and higher scores in the Total Internajisoalet (125) = 2.18p <
0.05. Children who had attended therapy in thet jpi@snonstrated more Internalising
problems 1 = 13.78,SD = 9.77) and less competendé £ 15.97,SD = 5.27) compared to
their peers who did not require psychotheragdy=10.25,SD= 7.04) andM = 19.77,SD=
4.94) respectively. Moreover, mean Prosocial Behavscores in the Self report version of
children who attended psychotherapy in the pasewegnificantly lower 1 = 7.92, SD =
2.03) than the mean Prosocial Behaviour scoreshdfiren who did not require past
psychotherapy sessiond € 9.05,SD= 1.54),t (67) = 2.24p < 0.05.

Past use of psychiatric services was also linkedesults within some CBCL and SDQ
subscales. The mean Total Competence score withi€BCL scale for children who used
psychiatric services in the padt € 13.65,SD = 4.45) was significantly lower than the mean
Total Competence score for children who do not ireqthese psychiatric serviceM (=
18.68,SD = 5.18)t (114) = 4.74,p < 0.001. These statistics indicate that childrdrow
received psychiatric treatment in the past displdgeer competence than those who did not
require this service. No significant differencesrevfound in the mean scores of other CBCL

subscales between these two groups.

Table 63 (overleaf) displays the mean scores irsdial Behaviour and Total Difficulty
where significant differences were observed betvikentwo groups of children in residential
care who received/did not receive psychiatric &gmsce in the past. In accordance with the
previously described results in the CBCL, thesealtesndicated worse average scores in all

scales when children had received psychiatric methe past.
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Table 63: Mean and standard deviations of the SDQ scaleshddren who used and did
not use the psychiatric services in the past

Past Psychiatric Assistance

Received Did not Receive P-value
M SD M SD
Prosocial Behaviour (Self) | 7.57 | 2.19| 8.59 | 1.76/t(67)=2.09p<0.05
Total Difficulties (Self) 19.83| 6.55 | 15.67 | 6.09 [t(67) =2.6p<0.05
Total Difficulties (Teacher) | 18.85| 6.62| 13.26| 7.39t(119)=3.65p<0.001
Total Difficulties (Carer) 20.29 | 6.89 | 16.65 | 7.32 [t(137)=2.57p<0.05

* t-test results for CBCL and SDQ subscales notha®y statistical significance are excluded frois table

No significant differences were found in the med@OC scale scores between children who
attended/did not attend physiotherapy in the p&at. the SDQ scale significant differences
were found only on the Carer Informant version ofal Difficulties,t (224) = 2.58p = 0.01.
The mean Total Difficulty score of children whoeattled physiotherapy in the paM €&
20.12,SD = 5.84) was significantly higher than the meanal @ifficulty score of children
who did not require this servichl(= 15.35,SD7.42).

Children in residential care who had attended oatiapal therapy in the past scored
significantly lower on the Total Competence scdléhe CBCL (M = 13.92,SD= 3.79) than
those who had notM = 18.06,SD = 5.48),t (114) = 3.14,p < 0.005. No significant
differences emerged in the mean scores of the @@L and SDQ subscales between

groups of children who had/did not have occupatitimerapy or speech therapy in the past.

Similar contrasts emerged in the mean CBCL and Si0fle scores between groups of
children who are currently using/not using a pattc service. Mean CBCL scale scores
varied marginally between the two groups currenttyaking/not making use of
psychotherapy. However, mean Total Difficultiesres differed significantly between the
two groups in the Carer versiorf137)= 2.06,p<0.05). Children who are currently making
use of psychotherapy scored significantly highefatal Difficulty Scale M = 18.48,SD
=7.21) when compared to those not making use ofhmfierapy M = 15.79,SD =7.40).
Mean scores varied marginally between the two ggonther SDQ subscales.

The mean Total Competence score in the CBCL sdatbilnren who are currently making
use of psychiatric serviceM(= 13.6,SD = 4.7), is significantly lower than the mean Total
Competence score of children not using the seite18.7,SD = 5.08),t 114) = 4.82p <
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0.001. Table 64 displays the mean scores in tH@ Stales of Prosocial Behaviour and Total
Difficulty where significant differences were obged between the two groups of children in
residential care who currently use/do not use payet services. Once more, children who
are currently making use of psychiatric serviceioled worse scores in all cases.

Table 64: Mean and standard deviations of the SDQ scalesrd#ga children’s current use
of psychiatric services

Current Psychiatric Assistance
Receive Do not Receive t andp-values
M SD M SD
Prosocial Behaviour (Teachef) 5 5 29 6.95 3.041(119) =2.23p<0.05
Total Difficulties (Self) 20.3 | 5.52| 15.74 | 6.46|t(67)=2.77p<0.01
Total Difficulties (Teacher) 1954 | 6.68 13.11 7.18t(119) =4.22p<0.001
Total Difficulties (Carer) 20.14 | 6.48| 1667 | 7.47 |t (137)=2.48p<0.05

* t-test results for CBCL and SDQ subscales notha®y statistical significance are excluded frois table

The mean Total Competence score on the CBCL staleildren currently attending speech
therapy M = 13.9,SD = 4.85) is significantly lower than the mean TdZalmpetence score
of children not making use of this servidd € 17.71,SD = 5.41),t (114) = 2.14p < 0.05.

No further significant differences were observedhr mean CBCL scale scores between
groups of children who are currently attending/ténding speech therapy. However, mean
Total Difficulties scores on the SDQ of childrerteading speech therapy in the Teacher
version, were signficantly higheM(= 19.41,SD = 4.74) than the mean Total Difficulties
scores of children not using this servidd € 14.12,SD =7.62),t (119) = 2.26,p<0.05.
Moreover, children who currently attend speechapgrscored significantly higher in the
children’s own Self reports of Prosocial BehavidM = 9.5, SD = 0.58) compared to
children who did not attend this servidé € 8.17,SD=1.99),t (8.76) = 3.5, p = 0.01.

It was not possible to carry out statistical analysn the CBCL and SDQ scale scores
between groups of children who are currently usioglusing physiotherapy, because the
sample of children in residential care using thesviee was very small. No significant
differences were found in the mean CBCL scale scbegween groups of children who are
currently attending/not attending occupational @pgr However, significant differences
emerged between these two groups on the TotalcDifies, t (119) = 2.22p < 0.05, and
Prosocial Behaviour, t (119) = 2.5f4,< 0.05, scales of the SDQ according to Teachers’
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reports. Mean scores on the Total Difficultieslsdar those attending occupational therapy
(M = 24,SD = 1.73) were significantly higher than for the gpowho did not attendM =
14.36,SD = 7.48). Whereas those who were attending foupattonal therapy scored lower
on the Prosocial Behaviour scaM € 2.33,SD= 1.53) than those who did ndd & 6.72,SD
=3.01).

Table 65 shows that children who use the servi€ashigh support worker have significantly
lower mean scores on the Total Competence andfisamiy higher mean scores in Total

Internalising, Total Externalising and Total Synaiescales

Table 65: Independent Samples t-test for the CBCL subscalesr@ing to allocation of a
high support worker

HSS Support
Utilised Not utilised i ElEe
M SD M SD
Total Competence 5.5 2.9 6.95 3.04| 1t(100) = 2.94< 0.005
Total Internalising 20.3 5.52 15.74 6.46 |t(111)=2.81p<0.01
Total Externalising | 19.54 6.68 13.11 7.18 t(111) = 3.4 0.005
Total Syndrome 20.14 6.48 16.67 7.47 |t(110) =2.9p<0.005

* t-test results for CBCL and SDQ subscales nothiaey statistical significance are excluded froiis thble

According to the Carer version of the SDQ scale thean Total Difficulties score of
children who make use of the services of a highpstipworker M1 = 24.0,SD = 5.63) was
significantly higher than the mean Total Difficeli score of children who do not have a high
support workerNl = 16.64,SD= 7.23),t (120) = 3.89p<0.001.

Children who make use of the services of a Lear@apgport Assistant in class, also scored
significantly lower in the Total Competence scaiéhim the CBCL M = 15.06,SD = 5.12),
when compared to children who do not have the bélgn LSA in classNl = 18.42,SD =
5.3),t (113) = 3.13p < 0.005. Moreover, the former group of childrenrsd significantly
higher in the Total Difficulties scale in both theachert((118) = 3.88, g0.001) and Carer

(t (135) = 2.19p < 0.05) versions of the SDQ. The mean Total Bufies score of children
who have an LSA was significantly higher in the dleex M = 18.47,SD = 6.7) and the
Carer M = 19.76,SD= 7.42) versions compared to children who did reotehan LSA ¢ =
12.91,SD=7.29) and {1 = 16.68,SD= 7.26) respectively.
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5.5.5 Impact of Gender, Age, Extra-Curricular Aegities and Interpersonal Relationships
on the CBCL and SDQ Scores

This section of the results outlines findings rethto the impact of extra-curricular activities
and interpersonal relationships on children’s CB@d SDQ scale scores.

Significant differences emerged on two of the CBfibscales when comparing boys to girls.
Boys scored significantly loweM = 16.2,SD = 5.27) than girlsNl = 18.83,SD = 5.37) on
the Total Competence scal€114) = 2.64p < 0.01 and scored significantly highev &
61.49,SD = 37.33) than girlsM = 48.05,SD = 31.74),t (124) = 2.15p < 0.05 on the Total
Syndrome scale. No significant differences wergeoled in the mean scores of any of the

SDQ subscales between boys and girls.

Correlation analyses were used to explore theioeksttipbetween the CBCL scores and the
children’s age. A significant relationshifgtween these two variables emerged on only one
of the CBCL scales, namely the Total Externalisngle(r = - 0.2,p < 0.05), indicating that

as children grow up, their Externalising problerasd to diminish. A significant negative
relationship(r = -0.14,p<0.05) was observed between age and the Total Dliies scores in
the Carer version of the SDQ which implies thatoading to Carers, older children tend to

have significantly less difficulties than youngéildren.

The next set of variables within the CBCL focusead aspects related to the children’s
lifestyle and participation in sports. Children aviengage in sports scored significantly
higher on the CBCL Total Competence scale<18.15,SD = 4.98) than those who do not
(M = 10,SD = 4.15),t (114) = 5.23p < 0.001. Moreover, children who are involved in
sports scored significantly lower in the Self reparsion of the Total Difficulties scal®i(=
16.04,SD =6.37) compared to children who do not engage imtsel = 20.57,SD = 5.96),

t (66) = 2.4p < 0.05.

Similar results were observed when comparing gradghildren having/not having at least
one hobby. Children who have a hobby scored sagmifly higher M = 17.82,SD=5.2) on
the Total Competence scale of the CBCL than thdse do not have any hobbied € 8.75,
SD=2.02),t (113) = 4.23p<0.001. A significant difference was also obserirethe Total
Difficulties scale in the Self report version oetBDQt (66) = 2.41, p < 0.05. Children who
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have at least one hobby reported significantly tiEgulties (M = 16.3,SD = 6.5) than their
peers who do not have a holldy = 22,SD= 4.07).

Belonging to an organisation was also related ttalTGompetence in the CBCL scale.
Children who belong to at least one organisatioarest significantly higher in Total
Competence M = 19.62,SD = 5.16) than their peers who were not members myf a
organisationsNl = 14.89,SD= 4.66),t (114) = 5.16p < 0.001.

Mean Total Difficulties scores in the SDQ also eiffd significantly between groups of
children who belong/do not belong to at least orgawisationt (108) = 2.76,p < 0.01.
Children who do not belong to at least one orgdiisascored significantly higher in Total
Difficulties (M = 16.54, SD = 8.05), compared to children who were members of an
organisationi1 = 12.53SD =7.17).

A significant difference among children’s scoreghe Total Competence scale of the CBCL
was also noted according to whether children haveast one chore. Children who do not
have any chores scored significantly lower in T@ampetenceM = 14.79,SD = 4.6) than
their counterparts who have at least one chibre=(18.14,SD = 5.41), t (111) = 2.6 =
0.01. No significant differences were noted in thean scores of other CBCL and SDQ

scales between these two groups.

Tables 66 and 67 (overleaf) show that childrenesidential care scored significantly higher
on the Total Competence scale of the CBCL in a# ttems (with the exception of
relationship with siblings) corresponding to moresitive functioning in inter-personal
relationships. On the other hand, the tables ayspignificantly higher scores on the Total
Internalising, Total Externalising and Total Synae scales of the CBCL in almost all the
items corresponding to more negative functioninghterpersonal relationships. Mean Total
Internalising scores did not differ significantlgtiveen the levels of two predictors related to
children’s social interactions, mainly, child’s agbnship with siblings and behaviour with
parents. Mean Total Externalising scores did nif¢rdsignificantly between the levels of
one predictor indicating whether the child playsl amworks alone. Mean Total Syndrome

scores did not differ significantly between thedksvof the child’s behaviour with parents.
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Table 66: Means and standard deviations for CBCL subscaeslysed by child’s
friendships and parental relationships among th&dential sample

Total Total Total Total

Competence | Internalising | Externalising Syndrome

M SD M SD M SD M SD

Number |NOne 13.02| 4.78 17.7? 11.96 23.93 13)00 8177 4
of close L friend 15.48| 4.21| 14.16 8.95 2444 1280 6428 .4%]
triends  |.2-3 friends 18.720 4.74 1026 7.1p 165 11[36 45.@B.78
4 or more 2268 364 92 6.2f 1255 706 37.8041

Weekly | Rarely/Never| 16.05] 5.74 | 14.16| 8.63 | 22.54| 13.27| 64.18] 36.10
meetings| 1-2 times 18.34| 4.13 | 989 | 8.24 | 16.11| 1059 42.18| 25.42
}’;’i'gr‘]ds stmesor | 551g| 4.89 | 10.17| 6.49 | 15.03 | 10.00| 48.62 | 35.11

more

Rel. Worse 16.77| 6.19| 14.14 1028 27.101 1240 76[32 46
with Average 17.600 5.000 1098 6.64 16.84 11|18 47.1542
siblings | Better 19.09 6.04| 13.71 11.95 15.94 12|84 5(.24 7B
Rel.with | Worse 1452 ] 528 | 17.96| 10.65] 28.46 | 13.54| 82.91| 44.10
other Average 16.70| 4.56 | 11.30| 8.35 | 18.63| 11.39| 52.75| 31.60
kids Better 21.56| 5.36 | 10.78| 7.33 | 12.63| 9.17 | 38.96 | 22.80
Beh. Worse 16.86]| 5.26] 12.31l 854 22.Y8 12|73 6456 4
with Average 16.54] 4.94 12.0p 828 19.84 11|24 53.4854
Parents | Better 19.82| 5.89] 1384 11.d3 1516 12[98 49.68 153
Plays Worse 14.12] 5.16 | 15.92| 10.84] 23.88 | 13.86| 71.92 | 38.80
&works | Average 17.73| 5.35 | 11.46| 8.63 | 18.29| 10.64 | 50.68 | 30.56
alone Better 20.23| 4.22 | 1257| 7.36 | 18.57 | 15.55| 56.30 | 43.73

T~V O

UJ

N

.26

OT

Table 67: ANOVA values for CBCL subscakasalysed by child’s friendships and parental
relationships among the residential sample

Total Total Total Total
Competence Internalising Externalising Syndrome
Number of F (3,115) = 18.79| F (3,125) =5.96, | F (3,126) = 5.94, | F (3,125) = 10.5,
close friends | p<0.001 p=0.001 p=0.001 p<0.001
Weekly F(2,111) =5.99, | F (2,122) =4.05, | F (2,122) =5.3, | F(2,121) =5.46,
meetings with | p<0.005 p<0.05 p<0.01 p=0.005

friends

Rel. with F (2,104) =0.89, | F (2,113) =1.75, | F (2,113) = 8.04, | F (2,112) = 7.54,
siblings p=0.41 n/s p=0.18 n/s p<0.001 p=0.001

Rel. with F (2,115) = 14.47| F (2,126) = 6.06, | F (2,126) = 12.48| F (2,125) = 11.83
other kids p<0.0005 p<0.005 p<0.0005 p<0.0005

Beh. with F(2,113) =3.96, | F (2,121) = 0.42, | F (2,121) = 3.31, | F (2,120) = 1.69,
Parents p<0.05 p=0.65 n/s p<0.05 p=0.19 n/s

Plays and F (2,115) =8.26, | F (2,124) = 2.38, | F (2,124) = 2.04, | F (2,123) = 3.57,
works alone | p<0.0005 p=0.97n/s p=0.13n/s p<0.05
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Table 68: Means and standard deviations for Total Difficulising Teacher, Carer and Self
report versionsanalysed by child’s friendships and parental redaships among the
residential sample

Total Difficulty Total Difficulty Total Difficulty
(Self) (Teacher) (Carer)

M SD M SD M SD
Number of [ None 20.61 5.48 19.79 7.29 21.70 5.82
close friends| 1 friend 15.55 6.76 12.79 6.47 21.43 6.52
2-3 friends 15.93 5.89 12.53 6.65 15.85 7.1
4 or more 15.00 7.99 13.50 9.87 12.10 6.8P

Weekly Rarely/Never| 18.42 6.14 14.32 7.60 19.67 7.18

meetings 1-2 times 15.05 5.76 13.15 6.95 15.51 7.59

with friends ﬁqg:‘;es o | 1586 | 669 | 1458 | 901 14.86 6.62
Relationship | Worse 15.17 9.28 14.23 6.57 20.36 8.0
with siblings | Average 17.21 5.12 14.33 8.33 16.40 7.1
Better 16.63 8.68 14.04 9.27 16.65 7.94

Relationship | Worse 22.42 5.47 16.88 6.45 22.67 7.57

with other Average 16.81 5.94 14.44 7.37 17.01 7.08

kids Better 13.84 | 6.24 11.84 9.31 14.44 6.68
Behaviour | Worse 17.76 6.83 14.62 8.38 18.44 6.98
with Parents | Average 17.31 6.49 14.68 7.59 17.87 7.5p
Better 15.74 6.71 12.89 7.76 15.90 8.32

Plays and Worse 20.33 5.57 17.45 7.21 19.76 7.78

works alone | Average 16.98 5.96 13.25 7.45 16.73 6.82

Better 14.58 8.83 14.48 8.97 18.48 9.46

Table 69: ANOVA for Total Difficulty using Teacher, Carer darself report versions
analysed by child’s friendships and parental redaghips among the residential sample

Total Difficulty Total Difficulty Total Difficulty
(Self) (Teacher) (Carer)
Number of close F (3,67) = 2.81, F (3,109) = 5.79, F (3,124) =11.52,
friends p<0.05 p=0.001 p<0.0005
Weekly meetings F(2,64) =1.8, F (2,105) = 0.29, F (2,120) =5.82,
with friends p=0.17 n/s p=0.75 n/s p<0.005
L F (2,57) = 0.43, F (2,98) = 0.01, F (2,111) =2.86,
Rel. with siblings p=0.65 n/s p=0.99 n/s p=0.06 n/s
Rel. with other F (2,67) = 7.67, F (2,109) = 2.47, F (2,124) = 9.05,
kids p=0.001 p=0.09 n/s p<0.0005
. F (2,65) =0.51, F (2,107) = 0.52, F (2,119) = 1.02,
Beh. with Parents p=0.6 n/s p=0.59 n/s p=0.36 n/s
Plays and works | F (2,65) =2, F (2,109) =2.49, F (2,122) = 1.69,
alone p=0.14 n/s p=0.09 n/s p=0.19 n/s
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Tables 68 and 69 (previous page) display the mexal Difficulties scores and F values

using Teacher, Carer and Self report versions ®fSBDQ scales. A general trend that is

clearly visible in these interrelationshigsthat higher mean Total Difficulties scores tead

correspond to negative levels of functioning inemglationships on most of the items.
Conversely, lower mean scores in Total Difficulttesd to correspond to positive levels of
functioning in interrelationships. Predictors tethto peer relations, particularly the number
of friends, number of weekly meetings with frienalstside school hours, and relationship
with peers have the highest number of significaterrelationships with the SDQ subscales.

On the other hand, child’s behaviour with parems aelationship with siblings are the

weakest predictors of Total Difficulty.

Table 70: Means and standard deviations for Prosocial Bebawvusing Teacher, Carer and
Self report versiongnalysed by child’'s friendships and parental redaships among the
residential sample

Prosocial Prosocial Behaviourq Prosocial Behaviour
Behaviour (Self) (Teacher) (Carer)
M SD M SD M SD
Number of | None 8.00 1.97 5.83 3.47 6.93 2.89
close friends| 1 friend 8.45 1.21 7.05 2.96 4.96 2.72
2-3 friends 8.31 2.22 7.15 2.32 7.29 2.32
4 or more 8.60 1.78 6.29 3.87 8.35 1.60
Weekly Rarely/Never 8.21 1.72 6.78 3.00 6.53 2.78
meetings 1-2 times 8.10 2.40 7.37 2.41 7.08 2.51
with friends S times or 848 | 186 | 604 | 327 | 752 2,56
Relationship | Worse 8.17 1.64 6.71 2.97 6.50 2.91
with siblings | Average 8.42 1.97 7.00 2.92 7.15 2.52
Better 8.25 2.25 5.86 3.44 7.65 2.00
Relationship [ Worse 8.08 1.98 6.38 3.17 6.83 2.44
with other Average 8.03 1.99 6.73 2.91 6.43 2.67
kids Better 8.95 1.72 6.92 3.16 8.48 2.12
Behaviour | Worse 7.76 2.17 6.62 2.96 7.03 2.86
with Parents| Average 8.54 1.56 6.82 2.89 6.92 2.62
Better 8.68 1.89 6.82 3.28 7.10 2.52
Plays and Worse 8.33 2.35 6.05 3.02 7.32 2.25
works alone | Average 8.33 1.76 7.04 2.97 6.56 2.71
Better 8.33 2.10 6.30 3.05 8.10 2.57
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Prosocial Behaviour| Prosocial Behaviour Prosocial Behaviour
(Self) (Teacher) (Carer)

Number of close F (3,67) =0.24, F (3,109) = 1.23, F (3,124) = 7.67,
friends p=0.87 n/s p=0.3 n/s p<0.0005
Weekly meetings | F (2,64) = 0.19, F (2,105) = 1.41, F (2,120) = 1.41,
with friends p=0.82 n/s p=0.25n/s p=0.25n/s

L F (2,57) = 0.09, F (2,98) = 0.83, F(2,111) =1.16,
Rel. with siblings p=0.91 n/s p=0.44 n/s p=0.32 n/s
Rel. with other F (2,67) = 1.53, F (2,109) = 0.19, F (2,124) = 6.58,
kids p=0.22 n/s p=0.83 n/s p<0.005

. F (2,65) = 1.48, F (2,107) = 0.05, F (2,119) = 0.04,

Beh. with Parents p=0.23 n/s p=0.95 n/s p=0.96 n/s
Plays and works | F (2,65) = 0.00, F (2,109) = 1.15, F (2,122) = 3.16,
alone p=1n/s p=0.32 n/s p<0.05

Tables 70 (previous page) and 71 (above) displayrtean Prosocial Behaviour scousing
Teacher, Carer and Self report versions of the S0§les. Higher Prosocial Behaviour
scores tend to correspond to positive levels ottioning in interrelationships, whereas,

lower mean scores in Prosocial Behaviour tend taespond to negative levels of

functioning in interrelationships. However, moktlee relationships are not significant at the
0.05 level of significance. The child’s numberfeénds and relationship with peers were the
only significant predictors of Prosocial Behavi@maores in the Carer report version of the
SDQ scales.

5.6  Variables Affecting CBCL and SDQ Scores Obtairseamong Children in Foster

Care

The particular demographic variables relating tddcén’s scores on the CBCL and SDQ
were considered separately for the gro@ighildren in foster care. The same subscaled use
in the previous sections were utilised, namely Tlmtal Competence, Total Internalising,
Total Externalising and Total Syndrome Scales lfier €CBCL, and Prosocial Behaviour and
Total Difficulties in the Self report, Teacher a@@rer versions for the SDQ. Throughout
this section the group of children in foster cail e considered as one whole group, rather

than conducting separate analyses for those inatadefoster care and those in kin care.
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5.6.1 The Impact of Demographic variables on CB@hd SDQ scores

No significant differences emerged when comparingtése and non-Maltese children in
foster care on their CBCL and SDQ scores. In thlegsoup of fostered children, the
presence of a diagnosed medical condition was igatfisantly related to the participants’
scores on any of the CBCL or SDQ scales. Two CB@lscales were significantly related
to the presence/absence of a diagnosed mentahhmalblem in the subgroupf fostered
children. Children who had a diagnosed mentalthgabblem scored significantly lowevi(

= 17.21,SD= 5.57) on the Total Competence scale than thesrpwho were not diagnosed
(M = 20.39,SD = 4.54),t (73) = 2.26,p < 0.05. Children with a diagnosed mental health
problem also scored significantly higher on theal@yndrome scaleM = 49, SD = 26)
when compared to their peers! (= 35.08,SD = 19.35), thus indicating greater overall
problemst (76) = 2.34,p < 0.05. Similar trends emerged in SDQ scores: IGaeported a
significantly higher score, (85) = 2.05,p < 0.05 on Total Difficulties in the SDQ among
children with a diagnosed mental health probl&m=15.93,SD = 7.96), when compared to
their peers who were not diagnoséd £ 12.12,SD = 6.04). Mean scores in other SDQ
subscales were not significantly different betwterse two groups.

Children who had a diagnosed learning disability developmental disorder scored
significantly lower on the Total Competence scdléhe CBCL (M = 16.41,SD = 5.69) than
their peers who were not diagnosétl£ 20.38,SD= 4.51),t (73) = 2.6,p< 0.05. They also
showed more overall problems, as indicated by thiginer scoresM = 51.42,SD = 26.38)
on the Total Syndrome scale when compared to qbers M =35.27,SD = 19.5),t (76) =
2.49,p < 0.05. Mean scores did not vary significantlytbe other CBCL subscales. Carers
also reported significantly higher scoréd € 17.58,SD = 6.51) on the Total Difficulties
scale of the SDQ for children with diagnosed leagilisability compared to other peeks (
=11.95SD=6.18),t (85) = 2.91p<0.01. This significant difference in mean sco&s not
reported in the Teacher and Self report versiongitiner Total Difficulties or Prosocial

Behaviour.

Pearson’s correlation was used to explore theioelkstips between the children’s academic
attainment with scores obtained on the CBCL and S&les. Significant positive

relationships emerged between the 3 academic gslgad the scores obtained on the CBCL
Total Competence scale. Children with high scangbe academic subjects are more likely
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to score high in the Total Competence scale - Malte= 0.42,p = 0.005), Englisk{r = 0.39,
p = 0.01), Mathgr = 0.42,p = 0.005). No significant relationsligmerged between the

marks in academic subjects and SDQ scale scores.

Relationships between the child’s age of entry icéwe and their CBCL and SDQ scale
scores were examined using Pearson’s correlatdome of the CBCL and SDQ scale scores
were significantly related to the age of entry icaye. Moreover, there was no significant
relationshipbetween the time spent in care with any of the CB@H SDQ scale scores in
the fostered group. However, a positive relatignstmerged between the number of
transitions experienced and the number of yeanstspeare ( = 0.28,p < 0.005). The total
number of transitions experienced whilst in cares waynificantly related to some of the
CBCL scale scores. Children who experienced aefangimber of transitions were more
likely to manifest Externalising behaviours= 0.33,p<0.005) and to score high on the Total
Syndrome scal¢= 0.27,p < 0.05). SDQ scale scores were not significardglgted to the

number of transitions while in foster care.

The One-Way ANOVA test shows that the mean Totalefalising scores of fostered
children differed significantly between the levefshe child’s present legal status F (2, 63) =
3.38, p< 0.05. Post-hoc analysis reveals that the largiference in mean Total
Externalising scores was found between children eti@red out-of-home care on a court
order M = 8.79,SD = 8.31), and those admitted on a care ort#er=(14.15,SD = 7.52).
Mean SDQ scale scores varied marginally betweeretels of the child’s legal status on

admission.

5.6.2 The Impact of Reasons for Entry into Care @BCL and SDQ scores

Further analyses explored whether there are amyifis@nt differences on the children’s
CBCL and SDQ scores according to the reasons fioy @mto care. Correlational analysis
showed that scores on the aforementioned scales nwagrrelated in any way to the number
of reasons for entry into care. Each reason fawyento care was then considered separately
through Independent sample t-tests. There werggmificant differences on the CBCL and
SDQ scores according to the presence or abseneacbf of these variables: mental health,
rejection of the child, marital breakdown, substr@buse, imprisonment, inadequate

parenting skills, prostitution, emotional abuseygtal neglect, behaviour problems in the
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child and substandard housing. There was onlycbiid with a physical disability in foster

care, so further analysis of this variable wasaaotied out.

Children of single parents scored lower on theallbitternalising scale of the CBCIM(=
7.19,SD = 5.13) compared to children coming from intachilees (M = 10.53,SD = 8.22),t
(76.53) = 2.22, 0.05). Children of single parents! (= 21.09,SD = 4.42) also had better
outcomes on the Total Competence scale, wheresitmed significantly higheM= 21.09,
SD=4.42), than other peers! (= 18.84,SD=5.01),t (73) = 2.03p < 0.05. When looking at
the Carer Informant version, mean Prosocial Behavicores of children coming from
single-parent familiesM = 8.86,SD = 2) were significantly higher compared to meaorss
of children coming from intact familiedA = 7.94,SD= 2.2) ,t (85) = 2.01,p < 0.05). Other
mean CBCL and SDQ scale scores did not differ Bggmitly between children coming from

a one-parent/two-parent family structure.

When looking at the disparities emerging in chitated reasons for entry into care, some
significant differences also emerged. Children wiao experienced physical abuse scored
significantly higher 1 = 22.64,SD = 2.44) than those who had nM & 19.15,SD = 5.06)

on the Total Competence scale of the CRGE3) = 2.51p < 0.05. Mean SDQ scale scores

differed marginally between these two groups. @kih who experienced sexual abuse prior
to admission into care, scored significantly higthem their peers on the Total Internalising,

Total Externalising and Total Syndrome CBCL scadessdisplayed in Table 71. Mean scores

were not significantly different between the twogps in all SDQ scales.

Table 72: Independent Samples t-test according to the presaficsexual abuse upon
admission into care for the CBCL & SDQ subscales

Sexual abuse upon admission into care
Present Not Present t andp values
M SD M SD
Total Internalising 18.5 10.79 8.68 6.80 t(77) = 2.§85 0.01
Total Externalising 20.5 9.04 10.96 7.34 t(77) =2.51p<0.05
Total Syndrome 61.5 29.19 36.47 20.3 t (76) = 2.3b5 0.05

* t-test results for CBCL and SDQ subscales notha®y statistical significance are excluded frois table

Significant differences also emerged in the meatalTDifficulties scale of the Teacher

Informant version between groups of children whoesienced/had not experienced
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emotional neglect(73) = 2.27, p < 0.05. Children who experienceaiomal neglectil =
14.95,SD = 6.27) scored higher than those who did not fsaxaf an experiencé(= 11.23,
SD=7.16). Mean Total Difficulties scores did ndfet significantly on other CBCL scales.

5.6.3 The Impact of Contact with Family of Origion CBCL and SDQ scores

Further analyses were conducted to explore the emaimnwhich children’s scores on the
CBCL and SDQ scales were related to the naturéhitddren’s contact with their family of

origin.

No significant relationshipvas found between any of the SDQ scales and thebewof
siblings a child has, the number of siblings ine¢and the number of siblings sharing the
same placement. The number of siblings in carepeagively related to Total Competence
scores (r = 0.29 < 0.05), indicating that children with a larger rugn of siblings in care
are more likely to score higher than children viéss siblings in care. The child’s number of
siblings and the number of siblings sharing theesptacement were not significantly related

to the CBCL scale scores.

The relationshipbetween the frequency of contact with siblings &mel CBCL and SDQ
subscales was explored using Correlational analy$ée Prosocial Behaviour score on the
children’s Self SDQ reports was negatively rela®dhe frequency of contact with siblings
(r =-0.45,p <0.05). However, no significant relationships egeer regarding the other SDQ
and CBCL subscales. Interestingly, a significansifive relationship was noted between
frequency of contact with siblings and frequencyaftact with mothefr = 0.48,p < 0.001),
suggesting that siblings are more likely to be kapttouch through contact with the

biological mother.

Mean CBCL and SDQ scale scores were compared betgemips of children having
supervised/unsupervised contact with their siblittgeugh the Independent samples t-test.
No statistical significant differences emerged hie mean CBCL scale scores between the
two groups. However, according to teachers, chidraving unsupervised contact scored
significantly higher in Total DifficultiesNl = 16.38,SD = 6.72), when compared to children
having supervised contad¥i(= 11,SD= 7.47),t (33) = 2.22p < 0.05.
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The frequency of children’s contact with their mathvas not significantly related to any of
the SDQ scales. However a significant relationsnperged on one of the CBCL scales,
namely the Total Competence scéle= 0.27,p < 0.05) indicating that children who had
more frequent contact with their mother were alswarlikely to have higher scores on the
Total Competence scale. Mean SDQ scale scoresadidary significantly between groups
of children having supervised/unsupervised contdthh mother; however,the mean Total
Externalising score of children having supervisedtact was significantly higheM( =
14.83,SD = 8.27) than the mean score of those children dikdonot require Supervised
Adult Visits (SAV) M = 9.13,SD = 5.37) ,t(39) = 2.67,p < 0.05. A different pattern
emerged when analysing contact with the biologiatiler. The frequency of such contact
was not significantly related to any of the CBClbscales. However, a negative relatiopshi
(r = - 0.4,p < 0.05) emerged between frequency of contact vathefr and scores on the
Prosocial Behaviour Self-Informant version of th®( indicating that children with
frequent contacts tend to score lower on the PrakBehaviour scale. Type of contact with
the father was not related to any of the CBCL oQSfdbscales. One should however once

more note that children whose father is listeduakhown’ were not included in this analysis.

5.6.4 The Impact of the Services being utilisedtbg children on CBCL and SDQ scores

This section focuses on how CBCL and SDQ mean sadtange in relation to the child’s
past and present use of services. The relatiomdipese subscales to children’s use of the
High Support service and an LSA within the schoettisg will also be analysed. The
Independent Sample t-test was used to compare @B&h and SDQ scale scores between
groups of children receiving/not receiving the smv Given the nature of foster care
placements, the child-to-adult ratio within thetiegt was not analysed further for the group

of fostered children.

No significant differences emerged in any of theGLBand SDQ mean scale scores between
children using/not using psychotherapy and speéehnapy in the past. Children who
attended physiotherapy in the past scored signifigdigher M = 19.14,SD = 7.73) on the
Total Difficulties Carer version of the SDQ scatan those who did noM = 12.17,SD =
6.11),t (85) = 2.83p < 0.01. No significant differences were notedha mean CBCL scale

scores between these two groups. Children whoréegived psychiatric helm the past

151



Study 2 Chapter 5 Presentation of Findings

scored significantly higheM = 51,SD = 24.49) on the Total Syndrome scale of the CBCL
than children who did noM = 36.03,SD = 20.45),t (76) = 2.02,p < 0.05. No significant
differences were observed in mean SDQ scale sc&@k#dren who underwent occupational
therapy in the past scored significantly high&t € 17.71,SD = 8.44) on the Total
Difficulties scale of the SDQ (Carer version) whesmpared to those who did nd¥l (=
12.29,SD=6.17),t (85)=2.16,p < 0.05.

Several significant relationships emerged when yaival) the children’s current use of
services and their scores on the CBCL and SDQ scdlable 73 shows that those going to
psychotherapy scored significantly higher on sdv€BCL and SDQ scales, indicating a

greater degree of difficulties in these areas.

Table 73: Independent Samples t-test according to curremnatnce of psychotherapy for
the CBCL & SDQ subscales among fosterigttiren

Currently attends | Does not currently
psychotherapy [ attend psychotherap, t andp values
M SD M SD
Total Internalising 14.50 8.99 7.37 5.63 t (77) = 4.16p = 0.005
Total Externalising 17.15 | 8.39 9.51 6.39 | t(77)=4.25p=0.001
Total Syndrome 54.47 | 21.66 32.4 18.36t (76) = 4.36p < 0.001
Total Difficulties (Carer) | 16.28 | 7.88 11.8 5.79 [t(85)=2.7p<0.01

* t-test results for CBCL and SDQ subscales notha®y statistical significance are excluded frois table

Children who are currently attending physiotherapy,average, scored lower on the Total
CompetenceM = 13.17,SD = 8.98) than their peers who are not attendivig=(20.08,SD =
4.53),t (73) = 2.49,p < 0.05. The group of children currently attendpiysiotherapy also
scored higher,M = 17.33,SD = 9.87) than their peer®(= 8.86,SD= 7.06),t (77) = 2.02p

< 0.05 in the Total Internalising scale. One sHolbé cautious when interpreting these
findings, since the number of fostered childreerating physiotherapy was very small. No
significant differences emerged in the mean scofegher CBCL and SDQ scales between

children who are currently attending/not attendicgupational therapy.

Among children currently making use of psychias&rvices, significant differences were
recorded on two CBCL subscales. Children makirg afsthis service scored significantly
higher on the Total Externalising scal € 16.3,SD = 10.74), than those who were not
making use of this servicé(= 10.74,SD= 7.44)t (77) = 2.2p < 0.05. The former group

also scored higher on the Total Syndrome sddle=(55.2,SD = 27.06) when compared to
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the latter groupNl = 35.19,SD=19.29),t (76) = 2.9,p = 0.005. Furthermore, children who
currently are making use of psychiatric servicesret significantly higher in the Carer
Informant version of the SDQ Total Difficulties $eaM = 17.11,SD = 7.64), when
compared to those who were not using the serWte (12.22,SD = 6.2),t (85) = 2.18p <
0.05. No significant differences emerged in theamscores of CBCL and SDQ scale scores

between groups of children currently attendingattgnding speech therapy.

Variations in the mean CBCL and SDQ scale scorefdamot be explored between children
using/not using HSS service, since only one fodtetald made use of this service. One
significant difference emerged in the mean scomessome of the CBCL scales when
comparing children who made use of the servicea bSA with those who did not. The
former group of children scored significantly lowan Total CompetenceMi=16.23,SD =
5.13) when compared to the lattédd £ 20.66,SD = 4.47),t (71) = 3.32,p = 0.001. No
significant differences emerged in the mean scofesher CBCL and SDQ scales.

5.6.4.1 Impact of extra-curricular activities andterpersonal relationships on the
CBCL and SDQ scores

This section analyses the relationshigtween the CBCL and SDQ subscales and several
other variables listed in the first part of the l@hBehaviour Checklist, namely the child’s
participation in leisure, daily activities, and sdaelationships among the group of fostered
children.

The Independent sample t-test was again used tpar@mmean CBCL and SDQ scale scores
between children who engage/do not engage in sp&@itsldren who are involved in sports
scored significantly highemM = 20.78,SD = 4.51) in the Total Competence scale of the
CBCL, when compared to children not doing spokis< 14.67,SD = 3.24),t (73) = 4.47,
p<0.001. Teachers also reported a significantih&ignean Total Difficulties scor&i(= 17,

SD = 7.07) for children who do not engage in sport&ew compared with those who do
engage in sportd = 12.45,SD = 6.52),t (62) = 2,p = 0.05. No significant differences

emerged in the mean scores of the other scales.

Comparisons were also made between children whe/tiawnot have a hobby. Children who
had at least one pastime, scored significantly dnigin the Total Competence scal¢ €
20.23,SD = 4.37) compared to those who do not have holbles 9.5,SD = 5.63),t (73)
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4.12, p < 0.001.
Syndrome M = 36.49,SD = 20.42) than their peers, who do not have arsutei activities
(M =61.25SD=27.37)t (76) = 2.33p < 0.05. According to teachers, children who engage
in at least one hobby demonstrate better Pros&ghhviour M = 7.71,SD = 2.24) than
those who do not engage in any pastimds=3.75,SD = 2.63),t (62) = 3.4p = 0.001.

Children who have at least one chore scored sagmfly higher on the Total Competence

Children who engage in hobbies scoredifsggntly lower in Total

scale M = 20.97,SD = 4.31), when compared to those who do not hayechores 1 =
17.15,SD 5.1),t (73) = 3.34,p = 0.001. No significant differences emerged in thean
scores of other CBCL and SDQ scales between thasgroups of children.

No significant differences emerged in mean scofe&Dd) scales between groups of children
belonging/not belonging to a particular organigatibowever, children who belonged to at
least one organisation scored significantly higbarthe Total Competence scale of the
CBCL (M = 21.86,SD = 3.97) than those who are not members of anynisgon M =
16.34, SD = 4.27Y,(73) = 5.66, p< 0.001).

Tables 74 and 75 show that children in foster caaed significantly higher on the Total
Competence scale of the CBCL in all the items (vl exception of number of friends and
child’s behaviour with parents) corresponding torenpositive functioning in interpersonal
relationships. On the other hand, the tables tetleat mean scores on the Total
Externalising and Total Syndrome scales of the CBEfered significantly only between the
levels of the child’s behaviour with parents. Ngn#icant differences emerged when
considering the impact of interpersonal functionorgthe Total Internalising scale among

children in foster care.

Table 74: Means and standard deviations for CBCL subscaeslysed by child’s
friendships and parental relationships among thetdbcare sample

Total Total Total Total
Competence Internalising Externalising Syndrome
M SD M SD M SD M SD
Number | None 1480 | 816 | 1457 | 818 | 15.00| 987 | 51.86 | 31.47
of close [T riend 1868 | 473 | 9.00 | 6.83 | 957 | 645 | 36.14 | 1478
2-3 friends 2021 | 439 | 954 | 677 | 11.12| 6.64 | 37.76 | 17.76
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4 or more 2090 | 436 | 761 | 750 | 11.77 | 859 | 35.00 | 23.74
Weekly Rarely/Never | 1756 | 545 | 876 | 6.14 | 1256 | 7.32 | 41.52 | 20.10
m_er?tings 1-2 times 20.76 | 3.94 963 | 6.75 | 11.07 | 8.06 | 3558 | 17.90
iends | im0 | 5104 | 4s1 | 842 | s26 | 1035 | 756 | 3404 | 2278
| Worse 1540 | 650 | 11.40 | 10.36 | 12.90 | 10.07 | 47.00 | 30.90
gﬁ:in;";h Average 2023 | 408 | 974 | 6.84 | 1298 | 7.59 | 40.59 | 19.40
Better 2150 | 502 | 750 | 6.09 | 825 | 420 | 31.75| 18.42
_ Worse 1592 [ 7.69 12.17 | 11.36 | 16.17 | 10.48 | 50.20 | 32.24
Relwih _[Average 1957 | 467 | 932 | 642 | 11.48 | 7.6 | 38.82 | 19.39
Better 21.34| 385 | 809 [ 795 | 10.13 | 7.62 | 32.74 | 22.38
| Worse 17.29 | 651 | 9.00 | 656 | 14.38| 867 | 46.54 | 24.12
oen. wiih MAverage 1987 | 480 | 988 | 7.81 | 1314 | 7.79 | 4056 | 21.70
Better 21.05| 350 | 804 | 681 | 6.88 | 446 | 28.21| 1572
Plays Worse 15.19 6.66 12.63 | 10.06 | 13.50 8.64 48.71 | 30.20
&works Average 20.38 | 4.34 8.61 590 | 1207 | 8.08 | 37.87 | 18.32
alone Better 2029 | 448 | 912 | 855 | 9.64 | 6.43 | 34.48 | 2357

Table 75: ANOVA values for CBCL subscakasalysed by child’s friendships and parental
relationships among the foster care sample

Total Total Total Total
Competence Internalising Externalising Syndrome

Number of F(3,73)=2.7, F(3,77)=1.82, |F(3,77)=0.79, |F(3,76)=1.22,
close friends | p=0.052 n/s p=0.151n/s p=0.49 n/s p=0.31n/s
Weekly F(2,73)=4.45, |F (2,77)=0.2, F(2,77) =0.55, | F (2,76) =0.95,
meetings with | p<0.05 p=0.82n/s p=0.58 n/s p=0.39 n/s
friends
Rel. with F((2,63=5.22, |F(2,67)=0.0.62,|F (2,67)=1.32, |F(2,66)=1.14,
siblings p< 0.01 p=0.54 n/s p=0.27 n/s p=0.33 n/s
Rel. with F(2,74)=3.25, |F(2,78)=0.77,p| F (2,78) = 1.5, F(2,77) = 1.57,
other kids p<0.05 =0.47 n/s p=0.23 n/s p=0.21 n/s
Beh. with F(2,74) =24, F(2,78)=0.48, |F(2,78)=7.26, |F (2,77)=4.18,
Parents p<0.098 n/s p=0.62 n/s p=0.001 p=0.019
Plays and F(2,74)=4.39, |F(2,78)=1.04, |F(2,78)=1.13, |F (2,77) = 1.23,
works alone | p<0.05 p=0.36 n/s p=0.33n/s p=0.3 n/s

Tables 76 (below) and 77 (overleaf) show signiftadifferences in the mean Total Difficulty

scores as indicated by the various levels of hovdien behave with their parents and relate
with other children. Children showing better imtrsonal functioning in these areas
As egfmEl, see tables 78 and 79, children’s

relationships with their peers also significantlgpacted their Prosocial Behaviour scores,

demonstrate a lower level of difficulties.
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with those having better relationships obtaininghler scores. The number of close friends
The

frequency of meeting friends, the child’s relatioipswith siblings and the ability to work

also impacted significantly on the mean scores iobt on Prosocial Behaviour.

and play alone did not significantly predict anytlid SDQ scales.

Table 76: Means and standard deviations for Total Difficulising Teacher, Carer and Self
report versionsanalysed by child’s friendships and parental redashipsamong the foster
care sample

Total Difficulty Total Difficulty Total Difficulty
(Self) (Teacher) (Carer)

M SD M SD M SD

Number of | None 15.75 3.89 21.50 3.32 17.57 9.31
close friends 1 friend 14.75 | 6.08 1225 | 417 11.96 4.60
2-3 friends 12.27 5.03 12.35 7.19 14.20 6.34

4 or more 11.57 521 12.56 7.00 11.13 6.36

Weel_<|y Rarely/Never| 14.33 6.68 13.83 7.50 12.77 6.07
Vncl‘fﬁtljngﬁ i :1“2 times 1319 | 628 | 1336 | 685 12.81 6.02
mc;:ges or 11.39 | 3.95 1139 | 572 12.56 6.71

Relationship | Worse 16.00 | 6.07 12.17 5.23 17.13 8.90
with siblings "Average 1141 | 401 13.65 6.48 12.99 5.86
Better 17.00 2.83 11.80 8.17 13.50 4.75

Relationship| Worse 15.00 1.41 12.60 5.73 20.40 7.40
b other 'Average 1378 | 568 | 1451 | 619 13.66 6.07
Better 10.69 5.07 9.89 7.37 9.82 5.96

Behaviour | Worse 15.50 5.01 15.00 4.33 18.30 6.33
with Parents["average 1122 | 511 | 1282 | 681 1337 | 6.72
Better 13.56 5.92 12.53 7.59 10.10 4.93

Plays and Worse 18.33 5.13 12.29 4.61 18.14 6.15
works alone FaAverage 12.16 | 532 13.36 6.82 12.88 5.67
Better 11.81 5.18 12.67 751 11.67 7.73

Table 77: ANOVA values for the Total Difficulties subscaleh® SDQ analysed by child’s
friendships and parental relationships among thstdocare sample

Total Difficulty Total Difficulty Total Difficulty
(Self) (Teacher) (Carer)
Number of close F (3,31) = 0.6, F (3,61) = 2.39, F(3,73)=2.42,
friends p=0.62 n/s p=0.08 n/s p=0.07 n/s
Weekly meetings F (2,32) =0.71, F (2,61) =0.71p= F (2,73) =0.01,
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with friends p=0.5 n/s 0.5n/s p<0.98 n/s

L F (2,30) = 2.72, F (2,51) = 0.28, F (2,63) = 1.54,
Rel. with siblings p=0.08 n/s p=0.76 n/s P=0.22 n/s
Rel. with other F (2,32) =1.46, F (2,62) = 3.13, F(2,74) =6.91,
kids p=0.25 n/s p=0.51 n/s p<0.005

. F (2,32) = 1.64, F (2,62) = 0.45, F (2,74) = 6.44,

Beh. with Parents| 51 s p=0.64 n/s p<0.005
Plays and works | F (2,32) =1.94, F (2,62) = 0.11, F (2,74) = 2.76,
alone p=0.16 n/s p=0.89 n/s p=0.07 n/s

Table 78: Means and standard deviations for Prosocial Bebavusing Teacher, Carer and
Self report versionsnalysed by child’s friendships and parental redashipsamong the
foster care sample

Prosocial Prosocial Behaviounn Prosocial Behaviour
Behaviour (Self) (Teacher) (Carer)
M SD M SD M SD
Number of | None 5.50 0.71 4.50 3.11 6.00 1.53
close friends 1 friend 750 | 370 | 7.0 2.50 8.33 1.61
2-3 friends 8.36 1.50 7.91 2.04 8.28 2.26
4 or more 9.00 1.36 7.80 2.40 9.13 1.46
Weekly Rarely/Never| 767 1.86 7.33 2.89 8.14 2.19
Vnclfﬁt]!:l‘gﬁ o | L2 8.00 | 235 | 7.4 2.45 8.08 2.28
3 times or 907 | 127 | 811 2.00 8.96 1.37
more
Relationship| Worse 8.00 3.16 7.33 3.88 7.63 2.45
with siblings Average 8.70 1.40 6.98 2.37 8.29 2.09
Better 7.00 1.41 9.80 0.45 8.63 1.51
Relationship | Worse 6.00 5.66 6.60 3.97 7.20 2.77
‘li‘:gz other  “Average 806 | 1.66 | 7.08 237 8.35 173
Better 9.23 1.09 8.72 1.71 8.68 2.34
Behaviour | Worse 7.00 2.97 6.22 3.07 7.50 2.59
with Parents "Ayerage 8.61 1.42 7.53 2.44 8.20 2.10
Better 8.89 1.69 8.05 2.01 9.04 1.30
Playsand | Worse 9.00 1.73 6.86 3.44 6.86 2.61
works alone "Average 8.23 2.05 7.47 2.32 8.43 2.00
Better 8.63 1.69 7.83 2.36 8.71 1.65

Table 79: ANOVA values for the Prosocial Behaviour subscaHlehe SDQanalysed by
child’s friendships and parental relationships argdhe foster care sample

Prosocial Behaviour | Prosocial Behaviour Prosocial Behaviour
(Self) (Teacher) (Carer)
Number of close F (3,31) = 2.64, F (3,61) =2.58, F (3,73) =5.84,
friends p=0.07 n/s p=0.06 n/s p=0.001
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Weekly meetings | F (2,32) = 1.67, F (2,61) = 0.75, F(2,73) =1.59,
with friends p=0.21 n/s p=0.48 n/s p=0.21 n/s
L F (2,30) =1, F (2,51) = 2.89, F (2,63) = 0.5,

Rel. with sibl

el W SIDINGS 1 -0 38 /s P=0.06 n/s P=0.61 n/s
Rel. with other F (2,32) = 3.64, F (2,62) = 3.45, F(2,74) = 1.13,
kids p<0.05 p<0.05 p=0.33 n/s

. F (2,32) = 2.18, F (2,62) = 1.78, F (2,74) = 2.56,

Beh. with Parents p=0.13 n/s p=0.18 n/s p=0.08 n/s
Plays and works | F (2,32) =0.28, F (2,62) = 0.4, F (2,74) = 2.46
alone p=0.76 n/s p=0.67 n/s p=0.09 n/s

Some significant differences on the CBCL subscatees emerged when the child’s gender
was considered using Independent Sample t-testsiferédhces emerged on the Total
Externalising scale (t (77) = 3.14< 0.005) and the Total Syndrome scale (t (76) 7,53
0.05). Boys performed worse than girls in bothssaltes, scoring an average of 13.3D €
7.46) compared to 8.64 (SD = 7.02) on the Extesimajiscale and an average of 42.3D €
21.38) compared to 31.6 (SD = 19.87) for girls lo@ Total Syndrome scale. One significant
finding also emerged on the SDQ scales, among Hrables that achieved statistical
significance girls performed better (M = 8.29, SI2.%), as they scored higher than boys (M
= 6.89, SD = 2.47) on Prosocial Behaviour accordmdeachers (t (66) = 2.49,< 0.05).
No significant differences emerged on any of thepsubscales.

Pearson’s correlation was used to explore theioalsttipbetween the child’s current age and
the CBCL and SDQ subscales; however no significalationships emerged on any of these

scales within the grougf children in foster care.

5.7  Regression Analysis of the Variables PredictinScores on the CBCL and SDQ
Subscales

Hypothesis testing is essential to make infereadesit a population using a sample data set.
Correlation analyses were used to assess theoredatp between a dependent variable and a
continuous predictor. The One-Way ANOVA or IndepemdSamples t- test were used to
compare the mean scores of a dependent varialdesattre levels of a categorical variable.
Through these tests one can determine whether aioreship is significant and hence

generalise it. The major limitation of these twasts is that they investigate solely the
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relationshipbetween a dependent variable and a lone prediddmwever, the goal of this

research is to estimate collectively the quantiéateffect of the predictors upon the
dependent variable that they influence. It is welbwn that a lone predictor could be
rendered a very important contributor to explaimiateons in the dependent variable, but
would be rendered unimportant in the presenceldrategressors (predictors). This implies
that the appropriateness of an explanatory variabdemodel fit often depends on what other

predictors are included with it.

In this study, several regression models are fiteedelate several CBCL scales and SDQ
scales to a number of explanatory variables thatweund to be significant predictors
through hypothesis testing in the preceding sestiohhe purpose of fitting these regression
models is to rank the explanatory variables byrthentribution to explain variations in the
CBCL and SDQ scale scores. Moreover, the modelk ig@ntify the true significant
predictors when the regressors are analysed del@ct Parameter estimates (regression
coefficients) are also provided to estimate thengkain the mean CBCL and SDQ scale

scores across the levels of a predictor, whiléhallother regressors are kept fixed.

The procedure is to firstly fit a regression mofeleach CBCL and SDQ scale by including
all relevant explanatory variables as main effedise parsimonious regression model is then
identified using a backward/stepwise procedure.taill tables of these can be seen in
Appendices S, T and U.

5.7.1 Analysis of the Variables Predicting Scoremn the CBCL

There are four dependent variables for the CBClescavhich include: Total Competence,
Total Internalising, Total Externalising and To&indrome. Each dependent variable will be
analysed separately through regression analysesh &f these regression models will be

first fitted for the whole sample and then fitted the foster care and residential care samples

separately.

5.7.1.1 Analysis of the variables predicting scomesthe CBCL for the whole sample

159



Study 2 Chapter 5 Presentation of Findings

5.7.1.1.a: Competence scale (combined sample)

The One-Way ANOVA test and Correlation analysestified twenty-six predictors that
were strongly related to the Competence scale Her dombined sample which include:
presence of a diagnosed mental health problemempecesof a diagnosed learning disability,
gender, number of close friends, frequency of meetvith friends, relationshipvith
siblings, relationshipvith other children, behaviour with parents, tyggmesent placement,
single parenthood, parental substance abuse, shlehaviour problems, current and past
psychiatric assistance, current and past attendémceccupational therapy and speech
therapy, past psychotherapy attendance, child’sgagment in sports, child’s age, whether
child has hobbies, has at least one chore, playkdnalone, is a member of at least one
organisation, receives assistance from a high stpmyker and whether child is statmented.
The twenty-six predictor model shows that some l# explanatory variables are not

significant when analysed collectively.

The parsimonious model includes thirteen predictbeg are significantly related to total
competence. Child’s membership organisations, frequency of meeting with frignds
child’s engagement in sports and whether childdtdsast one hobby or chore are the best
predictors of total competence. These are follovagdthe number of close friends,
relationshipwith other children, child’s behaviour problemsildis age and gender, whether
child currently attends speech therapy and play¥svalone and parental substance abuse.

The parsimonious model explains 77.9% of the tedahtion in the responses.

Using the whole sample, the main findings abouwltodmpetence scores are:

. Boys score, on average, 1.139 points less in canpetthan girls.

. Children with no close friends score, on averag4 3 points less in competence
than children with at least four friends. Childmeho do not interact with friends
outside regular school hours, at least once weskly,e, on average, 3.224 points
less in competence than children who meet frequerith friends.

. Children with a poor relationship with peers scane,average, 2.036 points less
in competence than children who have a relativelgdgrelationshipwith other
kids.
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. Children who do badly when involved in solitary pland work score, on
average, 2.131 points less in competence than otfieiren who do well when
playing or working alone.

. Children whose parents do not engage in substabgseascore, on average,
1.913 points more in competence than children whpaeents abuse of
substances.

. Children who do not have behavioural problems socomeaverage, 2.388 points
more in competence than children with behaviouratikties.

. Children who are currently not attending occupatldherapy score, on average,
1.904 points more in competence than children aresemtly attending
occupational therapy.

. Children who do not participate in sports score,avarage, 3.56 points less in
competence than children who engage in sports.

. Children who do not have hobbies score, on aver&gel9 points less in
competence than children who have at least oneyhobb

. Children who do not belong to any organisation scon average, 3.418 points
less in competence than children who are membeaatlefist one organisation.

. Children who do not have at least one chore s@r@verage, 2.309 points less
in competence than children who have at least boeec

. Total competence tends to decrease with age. oy @dditional year the total

competence score decreases by 0.23.

5.7.1.1.b: Internalising scale (combined sample)

The One-Way ANOVA test and Correlation analysesiified fourteen predictors that were
strongly related to the total Internalising scate the combined sample. These include
child’s present legal status, number of close tgnfrequency of meeting with friends,
relationshipwith other children, type of present placementrentr and past psychiatric
assistance, current and past attendance to psyrhpth sexual abuse and other abuse on
child, total number of transitions while in carehether child has at least one chore and
whether child receives assistance from high supporkers. The fourteen predictor model

shows that some of the explanatory variables arsignoificant when analysed collectively.
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The parsimonious model includes five predictord #@ significantly related to the total
Internalising score. Sexual abuse is the bestigordof the Internalising score. This is
followed by relationshipwith other children, whether child is currently eattling
psychotherapy, whether child has at least one chate number of close friends. The
parsimonious model explains 24.4% of the totalateon in the responses. Using the whole

sample, the main findings about total Internalissiogres are:

. Children with no close friends score, on averagé44 points more in the total
Internalising scale than children with at leastrfisiends.

. Children with a poor relationship with peers scane average, 5.435 points more
in the total Internalising scale than children wive good relationships with
other kids.

. Children who were not sexually abused score, onageg 6.143 points less in the
Total Internalising scale than children who werassdad sexually.

. Children who are currently not attending psychabpgrscore, on average, 2.714
points less in the total Internalising scale, thamldren presently attending
psychotherapy.

. Children who do not have at least one chore sargverage, 2.473 points less

in the total Internalising scale than children Wwtawve at least one chore.

5.7.1.1.c: Externalising scale (combined sample)

The One-Way ANOVA test and Correlation analysesitified twenty-five predictors that
were strongly related to the Total Externalisinglsecfor the combined sample. These
include presence of diagnosed mental health probidnid’s present legal status, child’s
gender, number of close friends, frequency of meetvith friends, relationshipvith
siblings and other children, behaviour with paretyse of present placement, whether child
plays/works alone, whether child receives hietpm a high support worker, child to adult
ratio within setting, whether child has siblings time same placement, emotional abuse,
inadequate parental skills, physical abuse, phlysacal emotional neglect, substandard
housing, child’s behaviour problems, current arabtppsychiatric assistance, current
attendance to psychotherapy, whether child has lbksugh abuse, total number of
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transitions while in care. The twenty-five predictmodel shows that some of the

explanatory variables are not significant when gsed collectively.

The parsimonious model includes seven predictasale significantly related to the Total
Externalising score. Relationshipgith other children are the best predictors of the
Externalising score. This is followed by relatibips with siblings, number of transitions
while in care, whether child is currently attendpgychotherapy, number of siblings in same
placement as child, child’s gender and frequencyvegkly meeting with friends outside
school. The parsimonious model explains 41.5%hef total variation in the responses.

Using the whole sample, the main findings aboutllBkternalising scores are:

. Boys score, on average, 3.744 points more in thal Externalising score than
girls.
. Children who do not interact with friends outsigmular school hours at least

once weekly score, on average, 4.818 points matteeiT otal Externalising score
than children who meet frequently with their frisrat least three times weekly.

. Children with poor relationships with peers scane,average, 9.354 points more
in the Total Externalising score than children wiave good relationships with
other kids.

. Children with poor relationships with siblings sepion average, 8.897 points
more in the Total Externalising score than childvemo have relatively good
relationships with their brothers and sisters.

. Children who do not have siblings in the same ptea® score, on average,
12.004 points less in the Total Externalising s¢bes children who have at least
three siblings in the same placement.

. Children who are currently not attending psychabgrscore, on average, 4.607
points less in the Total Externalising score théildeen who are presently
attending psychotherapy.

. The Total Externalising score tends to increasén whe number of transitions
while in care. For every additional transitiongtifotal Externalising score

increases by 1.365.

5.7.1.1.d: Total Syndrome scale (combined sample)
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The One-Way ANOVA test and Correlation analysesitified twenty predictors that were
strongly related to the Total Syndrome scale fa¢ tombined sample which include:
presence of diagnosed mental health problem, shignder, number of close friends,
frequency of meeting with friends, relationshipswstiblings and other children, behaviour
with parents, type of present placement, whethdéd gilays/works alone, whether child
receives helgrom a high support worker, inadequate parentalsskemotional neglect,
child’s behaviour problems, current and past pgdb assistance, current and past use of
psychotherapy, whether child has been abused,totaber of transitions while in care. The
twenty predictor model shows that some of the engilary variables are not significant

when analysed collectively.

The parsimonious model includes five predictord #ra significantly related to the Total
Syndrome score. Number of close friends is the eslictor of the Total Syndrome score.
This is followed by relationshipvith siblings, relationsip with other children, child’s
gender and whether child receives assistance froighasupport worker. The parsimonious
model explains 37.7% of the total variation in teeponses. Using the whole sample, the

main findings about Total Syndrome scores are:

. Boys score, on average, 10.561 points more in thtal ISyndrome score than
girls.
. Children with no close friends score, on avera@e4@ points more in the Total

Syndrome score than children having at least foends.

. Children with a poor relationship with siblings sepon average, 16.852 points
more in the Total Syndrome score than children whge a relatively good
relationship with siblings.

. Children with a poor relationship with peers scane average, 22.53 points more
in the Total Syndrome score than children who haweatively good relationship
with other kids.

. Children who receive assistance from a high supworker score, on average,
16.915 points more in the Total Syndrome score tbhitdren who get no
assistance from a high support worker.

5.7.1.2 Analysis of the variables predicting scon the cbcl for the residential sample
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5.7.1.2.a Competence scale (residential care sampl

The One-Way ANOVA test and Correlation analysesiified twenty-two predictors that

were strongly related to the Competence scalehfrésidential care sample. These include
presence of diagnosed mental health problem, pcesgidiagnosed learning disability, legal

status, substance abuse by parents, child's belrayiooblems, past psychotherapy
attendance, past and current psychiatric treatmmagt occupational therapy attendance,
current speech therapy treatment, whether chilasnented and receives help from a high
support worker, child’'s gender, whether child hadeast one hobby, engages in sports,
belongs to at least one organisation and has at taee chore, number of close friends,
weekly meetings with friends, relationship with etkchildren, behaviour with parents and

whether child engages in solitary work/play.

The twenty-two predictor model suggests that soméhe explanatory variables are not
contributing significantly in explaining the varia in the Competence scale scores. These
predictors are removed successively from the miidesing a backward/stepwise procedure.
The parsimonious model suggests eleven dominadtqgboes of the Total Competence scale.
Child’s engagement in hobbies is the best prediofothe Competence scale (smallest p-
value). This is followed by child’s membershipahleast one organisation, child’s gender,
child’s relationships with other children, whethahild has at least one chore, presence of
diagnosed mental health problem, whether child gegan solitary work/play; weekly
meetings with friends, legal status and numberdasecfriends and whether child engages in
sports. This eleven-predictor model explains 80dd%he total variability in the competence
scale scores. Using the residential care sampéemain findings about total competence

SCores are:

. Participants who were not diagnosed with mentalthegaroblems scored, on
average, 2.099 points more in the total competsoate than those with mental
health problems.

. Participants who were provided voluntary placensatred, on average, 3.775
points more in the total competence scale thanethwkose legal status is
regulated by a court order.

. Boys score, on average, 2.118 points less in totapetence than girls.
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Children who do not engage in sports score, ona@esr2.338 points less in total
competence than kids who participate in sports.

Participants in residential care who participateaineast one hobby score, on
average, 5.391 points less in total competence tiase who do not have any
hobbies.

Children who do not belong to any organisation scon average 2.834 points
less in the total competence score than those whanambers of at least one
association.

Participants who do not have any chores scor@gvenage, 2.478 points less in
total competence than those who have at leastlume.c

The total competence score increases almost lnemith number of close
friends. Children having no close friends scoreagerage, 3.606 points less in
than competence than their counterparts havinggat Four close friends.
Participants who rarely meet with peers outsideoschours score, on average,
2.327 points less in total competence than those mbet at least three times
weekly with friends.

Participants in the residential care sample hayogr to moderate relationship
with other children tend to score, on average,piits less in the competence
scale than their counterparts having good a relship with other children.
Participants who do badly when playing/working &atore, on average, 2.903
points less in competence than other children whaell when playing/working

alone, provided that other predictors are kepidfixe

Total Internalising scale (residentialre sample)

The One-Way ANOVA test and Correlation analysesitified eight predictors that were

strongly related to the Internalising scale scdsthe residential care sample. These

include sexual abuse, child’s behaviour problerhddeadult ratio, whether child attended

psychotherapy in the past and is currently attemdpeech therapy, number of close friends,

weekly meetings with friends outside school hourd eelationships with other kids. The

eight-predictor model suggests that some of théa@gpory variables may not be significant

when taken collectively.
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The parsimonious model indicates two significamgressors of the Total Internalising scale
score for the residential care group. Relationshifh other children is the dominant
predictor, followed by sexual abuse. This modgilaxs 16.5% of the total variation in the
responses. Using the residential care samplemie findings about total Internalising

Scores are:

. Participants in residential care who were not skixadused scored, on average,
7.826 points less in the total Internalising scaere than those who experienced
sexual abuse.

. The Total Internalising score decreases when ahildlationship with peers
improves. Participants who had very poor relatgmswith other children
scored, on average, 8.92 points more in the totarhalising scale than those

who had good relationships.

5.7.1.2.c: Total externalising scale (residentiate sample)

The One-Way ANOVA test and Correlation analysestified ten predictors that were
strongly related to the Total Externalising scalerss for the residential care sample which
include: inadequate parental skills, child’s bebaviproblems; whether child receives help
from a high support worker, number of close friendeekly meeting with friends, child’s
relationship with siblings and other kids, childbehaviour with parents, number of parental
issues and child’'s age. The ten-predictor modgigssts that some of the explanatory

variables may not be significant when taken coilety.

The parsimonious model indicates that relationshth other kids is the best predictor of the
Total Externalising scale score for the residentee group. This is followed by child’'s

behaviour problems; child’s relationship with silgs, number of parental issues and child’s
age. This model explains 37.0% of the total vammain the responses. Using the residential

care sample, the main findings about Total Extésimag scores are:

. Participants in residential care with behaviourjems score, on average, 8.566
points less in the Total Externalising scale th&ideen with no behaviour
problems.

. The Total Externalising score decreases signifigeag the child’s relationships

with siblings and other children improve. Childrenthe residential care group
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having poor relationships with siblings score, eerage, 7.735 points more in
the Externalising scale compared to respondentisig@ood relationships.

. Participants in the residential care group haviogrprelationships with other
children score, on average, 13.27 points moreearEtkternalising scale compared
to respondents having good relationships.

. The Total Externalising score is positively relatiedthe number of parental
issues and negatively related to the child’s afee Total Externalising score, on
average, increases by 1.378 for every additiongdntal issue and decreases by
0.637 for every year increase of the child’s agsuaing that other predictors are

kept constant.

5.7.1.2.d: Total syndrome scale (residential cample)

The One-Way ANOVA test and Correlation analyseshified ten predictors that were
strongly related to the Total Syndrome scale sctoeshe residential care sample. These
include inadequate parental skills, child’s behaviproblems, child adult ratio, whether
child receives help from a high support worker,I&ki gender, number of close friends,
frequency of meeting with friends outside schoalniso relationship with siblings and other
children and whether child engages in solitary Mgdy. This ten-predictor model suggests
that some of the explanatory variables are redundaan taken collectively.

The parsimonious model identifies four dominantesgors. Number of close friends is the
best predictor of the Total Syndrome score becausaplains the larger portion of the
variation in this scale. This is followed by chddrelationships with siblings, child’s
relationships with other children and whether childs influenced by inadequate parental
skills. This model explains 39.4% of the total imdon in the responses. Using the

residential care sample, the main findings abot&lT®yndrome scores are:

. Children whose parents have adequate parentat Satbre, on average, 15.24
points less in the Total Syndrome scale comparexhitdren whose parents have
inadequate parental skills.

. Participants in the residential care group havimg abose friends score, on
average, 36.678 points more in the Total Syndroroales compared to

respondents having at least four close friends.
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. Participants having relationships with siblings re¢amn average, 11.892 points
more in the Total Syndrome scale compared to damldhaving good
relationships.

. Children having a poor relationship with other dhéin score, on average, 26.513
points more in the Total Syndrome scale comparedhtlmiren having a good
relationship and around 10.8 points more than ofnldhaving a middling
relationship with other kids.

5.7.1.3 Analysis of the variables predicting scorn the cbcl for the foster sample

5.7.1.3.a: Competence scale (foster care sample)

The One-Way ANOVA test and Correlation analysesiified fifteen predictors that were
strongly related to the Competence scale scorethéoffoster care sample. These include
presence of a mental health problem, presence agndsed learning disability, single
parenthood, child’s physical abuse, frequency oftact with mother, current psychotherapy
attendance, number of close friends, frequency eétmg with friends, relationship with
siblings, number of siblings in care and whetheldcis statmented, engages in sports, has a
hobby, belongs to at least one organisation anchhbesast one chore. The fifteen-predictor
model suggests that some of the explanatory vasabate not contributing significantly in
explaining the variation in the Competence scatgesc (p-values exceed the 0.05 level of
significance). These predictors are removed ssoedyg from the model fit using a

backward/stepwise procedure.

The parsimonious model suggests eight dominantigiced of competence scale scores.
Child’s membership in at least one organisatioimésbest predictor of the Competence scale
(smallest p-value). This is followed by whetherildhhas at least one chore, child’'s
engagement in sports, presence of diagnosed lgachgability, presence of a diagnosed
mental health problem, whether child has at least lmobby, relationships with siblings and
frequency of meeting with friends. This eight-potor model explains 78.4% of the total
variability in the competence scale scores. Usitegfoster care sample, the main findings

about total competence scores are:
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Children with no diagnosed mental health problem expected to score 2.833
points more in the Competence scale compared &ethaving a mental health
problem, given that other effects are kept fixed.

Children with no diagnosed learning disability asgected to score 3.118 points
more in the Competence scale compared to thosadnaviearning disability.
Children who do not engage in sports are expecextdre 3.798 points less in
the Competence scale compared to those who patgcip

Children who do not have any hobbies are expedetdre 4.645 points less in
the Competence scale compared to those who hdwasatone hobby.

Children who do not belong to any organisations expected to score 3.819
points less in the Competence scale compared s& thhbo are member in at least
one organisation.

Children who do not have any chores are expectetdoe 3.242 points less in
the Competence scale compared to those who hdwasaone chore.

Children who have less than one weekly meeting Wiménds outside school
hours are expected to score 2.442 points lesseifCdmpetence scale compared
to those who have at least three weekly meetints paers.

Children who have a poor relationship with siblirege expected to score 3.889
points less in the Competence scale compared teetlveho have a good

relationship, given that other effects are kepedix

Total Internalising scale (foster caegple)

The One-Way ANOVA test identified five predictoreat were strongly related to the

Internalising scale scores for the foster care $amphese include single parenthood, sexual

abuse, current psychotherapy and physiotherapydatitee and number of close friends.

The parsimonious model suggests two dominant piadiof total Internalising scale scores.

Current psychotherapy attendance is the best poedid Total Internalising scale scores

followed by sexual abuse. This parsimonious medaelains 24.3% of the total variation in

the responses. Using the foster care sample, dine fmdings about total Internalising scores

are:
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. Children who are not sexually abused are expectestdre 8.106 points less in
the Internalising scale score compared to thosearbeexually abused.

. Children who do not currently attend psychotherapgsions are expected to
score 6.591 points less in the Internalising ssalere compared to those who
presently attend psychotherapy sessions, assumagther predictors are kept

fixed.

5.7.1.3.c: Total Externalising scale (foster casenple)

The One-Way ANOVA test identified nine predictotsat were strongly related to the

Externalising scale scores for the foster care samphese include child's legal status at
present, if childwas sexually abused, type of occintdath mother, current psychotherapeutic
and psychiatric assistance, weekly meetings wiémdis, and behaviour with parents, child’s
gender and total number of transitions while inecaifhe nine-predictor regression model
suggests that some of the regressors are notisartifsince the p-values exceed the 0.05

level of significance.

The parsimonious model suggests three dominantigioesl Current psychotherapy
attendance is the best predictor of Total Extesimadi scale scores followed by behaviour
with parents and child’s gender. This parsimoniousdel explains 36.6% of the total
variation in the responses. Using the foster cample, the main findings about Total

Externalising scores are:

. Children who are presently not receiving any psylcli@apy are expected to score
5.633 points less in the Externalising scale scooejpared to those getting this
treatment.

. Children whose behaviour with parents is poor apeeted to score 5.848 points
more in the Externalising scale score, comparetddse with good behaviour.

. Boys are expected to score 4.195 points more iExternalising scale score than
girls assuming that other predictors are kept fixed

5.7.1.3d: Total Syndrome scale (foster care sample)
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The One-Way ANOVA test identified four predictolsat were strongly related to the Total
Syndrome scale scores for the foster care samplettiade: presence of a diagnosed mental
health problem, presence of diagnosed learningbilitya child’s sexual abuse, past and
present psychiatric treatment, current psychotheatpendance, child’s gender, behaviour
with parents, total number of transitions whiledare and whether child has at least one
hobby. The ten-predictor regression model suggemsts some of the regressors are not

significant since the p-values exceed the 0.05 lefvsignificance.

The parsimonious model suggests five dominant prexdi. Current psychotherapy
attendance is the best predictor of Total Syndreaages followed by presence of diagnosed
learning disability, whether child has at least bbby, sexual abuse on child and behaviour
with parents. This five-predictor parsimonious rlogiplains 40.8% of the total variation in

the responses. Using the foster care sample, #ie fimdings about Total Syndrome scores

are:

. Children having no learning disability are expectedscore 12.84 points less in
the Total Syndrome scale than those with learnifigulties.

. Children who are not sexually abused score 18.838tp less in the Total
Syndrome scale than those who are sexually abused.

. Children who are presently not receiving any psylocbi@apy are expected to score
18.564 points less in the Total Syndrome scale ewetpto those receiving this
treatment.

. Children who do not have any hobbies score 20.0didt$ more in the Total
Syndrome scale compared to those having at leashaioby.

. Children whose behaviour with parents is poor atpeeted to score 13.734
points more in the Total Syndrome scale compardddse with good behaviour.

. Children with moderate behaviour score, on aver@gg24 points more in the

Total Syndrome scale compared to well-behaved @nldassuming that other
predictors are kept fixed.

5.7.2 Analysis of the Variables Predicting Sco@sthe SDQ
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There are 6 dependent variables considered foiSI@ - Total Difficulty using Carers’
evaluations, Total Difficulty using Teachers’ ewions, Total Difficulty using Self
evaluations, Prosocial Behaviour using Carers’ watsbns, Prosocial Behaviour using
Teachers’ evaluations, Prosocial Behaviour usinf &ealuations. Data for the whole
sample will be reported first, followed by the d&iathe residential sample and subsequently

data for those in foster care.

5.7.2.1 Analysis of the variables predicting scen the sdq for the whole sample
5.7.2.1.a: Total Difficulty scale using Carers’ dwations (combined sample)

The One-Way ANOVA test identified thirty-one prettics that were strongly related to the
Total Difficulty scale scores for the combined séenpsing Carers’ evaluations. These
include presence of a diagnosed mental health gmobpresence of diagnosed learning
disability/developmental disorder, number of clddends, relationshipwith siblings and

other children, frequency of meeting with friend®ghaviour with parents, whether child
plays/works alone, type of present placement, dbiladult ratio within setting, whether child
is statmented and whether s/he receives fnefp a high support worker, number of siblings
in same placement as child, inadequate parentld,skequency of contact with biological

father, child’s emotional abuse, physical abusegsial and emotional neglect, behaviour
problems in the child, substandard housing, culreattending psychotherapy, received
psychiatric assistance in the past, attended ptiys@py and occupational therapy in the
past, child has been through abuse, total numbgaositions while in care, child’s age and

duration in care.

The thirty-one predictor model suggests that sorhéhe explanatory variables are not
significant when taken collectively. The parsinms model identifies six dominant
explanatory variables. Child’s relationships wather children are the best predictors of the
Total Difficulty scores (smallest p-value). This followed by total number of transitions
while in care, child’s age; whether child receitedpfrom a high support worker, number of
siblings in same placement as child and numbetasfecfriends. This parsimonious model
explains 42% of the total variation in the respensesing Carers’ evaluations these are the
main findings about the child’s Total Difficulty @ for the whole sample:
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. Children who do not have close friends score, agrane, 4.948 points more in
the SDQ scale than children having at least foosefriends.

. Children having a poor relationship with other dréin score, on average, 7.504
points more in the Total Difficulty scale compartd children having a good
relationship.

. Children receiving assistance from a high suppastker score, on average,

4.797 points more in the SDQ scale than childrea ddnot receive any support.

. Difficulty increases with an increase in the numbgsiblings in same placement
as child.
. Difficulty increases with an increase in the numbkthe child’s transitions while

in care. For every additional transition whilecare, the Total Difficulty score is
expected to increase by 0.947.

. Difficulty decreases as child’'s age increases. &wgry year increase in the
child’s age the Total Difficulty score is expectieddecrease by 0.436, assuming
that other predictors are kept fixed.

. From the Carers’ evaluations, it transpires thaldodn in foster or residential
care score significantly higher in Total Difficultfythey have poor relationships
with other children, have no close friends, recassistance from high support
worker, are young in age, have undergone severasitions while in care and

have many siblings in the same placement.

5.7.2.1.b: Total difficulty scale using teachergakiations (combined sample)

The One-Way ANOVA test identified thirty-one prettics that were strongly related to the
Total Difficulty scale scores for the combined s#&npsing Teachers’ evaluations. These
include presence of a diagnosed mental health gmobpresence of diagnosed learning
disability/developmental disorder, number of cldsends, relationshipsvith siblings and
other children, type of contact with mother, whetbkild is statemented, child’s emotional
abuse, behaviour problems in the child, currentigraling speech therapy and occupational
therapy, current and past psychiatric assistartté bas been abused, child belongs to at

least one organisation and total number of traorsstwnhile in care.

The fifteen predictor model suggests that some h&f éxplanatory variables are not

significant when taken collectively. The parsinmus model identifies three dominant
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explanatory variables. According to Teachers, nemalb close friends is the best predictor of
the Total Difficulty scores (smallest p-value). ighs followed by type of contact with

mother and current psychiatric assistance. Thisippanious model explains 25.8% of the
total variation in the responses. Using Teachevsiluations these are the main findings

about the child’s Total Difficulty score for the wlle sample:

. Children who do not have close friends score, agraye, 5.628 points more in
the SDQ scale than children having at least foosefriends.

. Children who have supervised contact with theirhmoscore, on average, 3.664
points less in the SDQ scale than children havingupervised contact with
mother.

. Children who are not receiving any psychiatric stesice score, on average,
4.571 points less in the SDQ scale than childreriveng psychiatric help, given

that other predictors are kept fixed.
5.7.2.1.c: Total difficulty scale using child’s selaluation (combined sample)

The One-Way ANOVA test identified thirty-one prettics that were strongly related to the
Total Difficulty scale scores for the combined séanpsing Self evaluations. These include
number of close friends, frequency of meeting witiends outside school hours,
relationships with other children; whether childys/works alone, type of present placement,
whether child receives assistance from a high stpporker, frequency of contact with
mother, inadequate parental skills, child’s behawviproblems, currently attending speech
therapy, current and past psychiatric assistariulel engages in sports and has at least one

hobby, child belongs to at least one organisatiahtatal number of transitions while in care.

The sixteen predictor model suggests that somehef éxplanatory variables are not
significant when taken collectively. The parsimaus model identifies four dominant
explanatory variables. Child’s relationshipgh other children are the best predictors of the
Total Difficulty scores (smallest p-value). Thssfollowed by child’s behaviour problems,
inadequate parental skills and child’'s engagemamnitts Using child’s Self evaluations these

are the main findings about the child’s Total Qitfity score for the whole sample:
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. Children who have poor relationships with otherskatore, on average, 7.532
points more in Total Difficulty than children hagngood relationships with
others.

. Children whose parents had adequate parental skiise, on average, 3.114
points less in the SDQ scale than kids whose pareatl inadequate parental
skills.

. Children having no problematic behaviour scoreawverage, 4.983 points less in
Total Difficulty than children having behaviour fems.

. Children who do not engage in sports score, onagegr3.29 points more in the

SDQ scale than kids engaging in sports, givendtiedr predictors are kept fixed.

5.7.1.2.d: Prosocial scale using carers’ evaluaidnombined sample)

The One-Way ANOVA test identified several variabteat were strongly related to the
Prosocial Behaviour scores for the combined samgieg Carers’ evaluations. These
include child’s gender, number of close friendsildié relationshipswith other children,
frequency of meeting with friends outside schoolifsp whether child plays/works alone,
type of present placement, whether child is statatenraised by a single parent and had
behaviour problems, currently attending psychottyerand occupational therapy, attended
psychotherapy in the past, currently receiving pgtcc helpand total number of transitions

while in care.

The fourteen-predictor model suggests that somefegressors are not significant when
taken collectively. The parsimonious model ideesiffive dominant explanatory variables.
Number of close friends is the best predictor aispcial scores (smallest p-value), followed
by child’s gender, single parenthood, total numtdetransitions while in care and whether
child plays/works alone. This parsimonious modgdlains 24% of the total variation in the
responses. Using Carers’ evaluations these ammdne findings about the child’s prosocial

score for the whole sample:

. Children in foster and residential care, boys s€0885 points lower than girls on
the SDQ prosocial scale.
. Children who had no close friends score, on averagaund 2 points less in

Prosocial Behaviour than those with at least 4ecfasnds.
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. Children who tend to play and work alone scoreawarage, around 1 point less
in the prosocial scale than children who are miedyl to interact with others.

. Children living in a two-parent family structureosed, on average, 0.771 points
less on the prosocial scale than children living mne-parent family structure.

. For every additional transition while in care, gh@social score is expected to

decrease by 0.19 points, assuming that other pioegiare kept fixed.

5.7.1.2.e: Prosocial scale using teachers’ evahdi¢combined sample)

The One-Way ANOVA test identified eight predictdisat were strongly related to the
Prosocial Behaviour scores for the combined sampleg Teachers’ evaluations. These
include child’s gender, whether child is statmenieddequate parental skills, whether child
has behaviour problems, currently attending occapat therapy, currently and in the past

child received psychiatric hegnd whether child is a member of at least one asgtian.

The eight-predictor model suggests that some ofdbeessors are not significant when taken
collectively. The parsimonious model identifiesreln dominant predictors. Child’s
behaviour problems is the best predictor of pradostores (smallest p-value),followed by
inadequate parental skills and child’s membershipt least one organisation. This model
explains 13% of the total variation in the respensélsing Teachers’ evaluations these are

the main findings about the child’s prosocial sdorethe whole sample:

. Children whose parents had adequate parental skiised, on average, 1.066
points higher on the SDQ prosocial scale than ofrldwhose parents had
inadequate parental skills.

. Children who had no behaviour problems scored,venage, 1.965 points higher
on the prosocial scale than children with behawdbdifficulties.

. Children who were not members of at least one asgéion scored, on average,
0.839 points lower in the Prosocial Behaviour toaidren who were members,
assuming that other predictors are kept fixed.

. Using Teachers’ evalutions of Prosocial Behaviaur ¢hildren in foster and
residential care: children who were brought up veittequate parental skills, did
not have behaviour problems and were members d¢éast one organisation

scored significantly higher on prosocial scale.
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5.7.1.2.f. Prosocial scale using child self evaioa (combined sample)

The One-Way ANOVA test identified eight predictdisat were strongly related to the
Prosocial Behaviour scores for the combined sampieg child’s Self evaluations. These
include number of close friends, relationshifth other children, current speech therapy
attendance, past psychotherapy attendance, cloihswviour with parents, child’'s age of

admission into care and child’s duration in care.

The seven-predictor model suggests that some ofdfeessors are not significant when

taken collectively. The parsimonious model ideasifthree dominant predictors. Child’s

psychotherapy attendance in the past is the beslighor of prosocial scores (smallest p-

value) followed by child’s relationshipwith other children and current speech therapy
attendance. This parsimonious model explains 16%etotal variation in the responses.

Using child’s Self evaluations these are the madihgs about the child’s prosocial score

for the whole sample:

. Children who have poor relationships with otherskatore, on average, 1.337
points less in the prosocial scale than childrenrftagood relationships.

. Children, who in the past, never required psychaibye score, on average, 0.95
points more in the prosocial scale than childreeirgng the therapy.

. Children, who presently do not attend speech therapore on average, 1.695
points lower on the prosocial scale than childeseiving the therapy.

5.7.2.2 Analysis of the variables predicting sceon the sdq for the residential sample

5.7.2.2.a: Total difficulty scale using carers’ &yations (residential care sample)

The One-Way ANOVA test identified fourteen predrstdhat were strongly related to the
Total Difficulty scale scores for the residentiate sample using Parents’ evaluations. These
include presence of a diagnosed mental health gmbhadequate parental skills, behaviour

problems in the child, if child had received pswthc assistance in the past, currently
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attending psychotherapy, currently receives psycbiassistance, receives héipm a high

support worker, number of close friends, frequenicsneeting with friends, relationshipith

other children, total number of transitions whifedare, number of reasons for entry into

care, child’'s age and whether child is statement&tde fourteen-predictor model suggests

that some of the explanatory variables are notifsignt when taken collectively.

The parsimonious model indicates that there are fieminant predictors of the total

difficulties score for the residential care groupsthinclude inadequate parental skills;

number of close friends; relationshipgh other children, total number of transitionsil@hn

care and child’'s age. This model explains 39.2%hef total variation in the responses.

Using Carers’ evaluations these are the main fgglatbout the child’s Total Difficulty score

for the residential care sample:

5.7.2.2.b:

Children in residential care where parental skillsre inadequate score, on
average, 2.696 points more in total difficultieangared to their counterparts
where parental skills were adequate.

Children with no close friends score, on averag®®%.points more in Total

Difficulty compared to those having at least folose friends.

Children in residential care having a poor relattops with other kids score, on
average, 4.433 points more in total SEBD compaoetheir counterparts with

good relationships.

The Total Difficulty score increases with the numbgétransitions while in care.

For every additional transition while in care thatdl Difficulty score is expected

to increase by 1.025.

The Total Difficulty score decreases with an insee@ child’'s age. For every
one-year increase in the child’s age the Total iQiffy score is expected to

decrease by 0.082, assuming that other predictersept constant.

Total difficulty scale using teachezgaluations (residential care sample)

The One-Way ANOVA test identified twelve predictdigat were strongly related to the

Total Difficulty scale scores for the residentiare sample using Teachers’ evaluations.
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These include inadequate parental skills, behaviwablems in the child, type of contact
with mother, received psychiatric assistance batinently and in the past, number of close
friends, relationshipwith other children, child’s membership at least one organisation and
whether child is statmented. The twelve-predictoodel suggests that some of the

explanatory variables are not significant when tag@lectively.

The parsimonious model indicates that there are flmminant predictors of total SEBD
score for the residential care group. These ircinddequate parental skills; type of contact
with mother; number of close friends and whetherchild is statmented. This parsimonious
model explains 35.1% of the total variation in tesponses. Using Teachers' evaluations
these are the main findings about the child’s T@#diculty score for the residential care

sample:

. Children in residential care where parental skillere inadequate score, on
average, 4.263 points more in total SEBD compaoetheir counterparts where
parental skills were adequate.

. Children who have supervised contact with motherescon average, 4.788
points less in Total Difficulty than children haginunsupervised contacts with
mothers.

. Children with no close friends score, on average4.points more in Total
Difficulty compared to those having at least folose friends.

. Children in residential care, who are statementedes on average, 3.834 points
more on the SEBD scale compared to non-statemetiédren, assuming that
other predictors are kept fixed.

5.7.2.2.c: Total Difficulty scale using Self evdlaas (residential care sample)

The One-Way ANOVA test identified eight predictdinsit were strongly related to the Total
Difficulty scale scores for the residential carenp&e using Self evaluations. These include
behaviour problems in the child, psychiatric assise received both currently and in the
past, child’s engagement in sports, child has astl®ne hobby, number of close friends,
relationshipswith other children and whether child plays/worksne. The eight-predictor

model suggests that some of the explanatory vasalke not significant when taken

collectively.
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The parsimonious model indicates that there areetliominant predictors of total SEBD
score for the residential care group. These irchehaviour problems in the child; child has
at least one hobby and relationskith other children. This parsimonious model exma

31.8% of the total variation in the responses. ngisthild’s Self evaluations these are the

main findings about the child’s Total Difficulty s for the residential care sample:

. Children with behaviour problems score, on averége points more in the total
SEBD scale compared to children with no behaviodiféitulties.

. Children with no hobbies score, on average in TDifficulty 3.83 points more
than kids having at least one hobby.

. Children in residential care having a poor relatop with other children score,
on average, 7.876 points more in total SEBD conmptodheir counterparts with

good relationship, assuming that other predictoekapt fixed.

5.7.2.2.d: Prosocial scale using Carers’ evaluatiqresidential care samgle

The One-Way ANOVA test and Correlation analysestified four predictors that were
strongly related to the prosocial scale scorestterresidential care sample using Carers’
evaluations. These include child to adult ratithi setting, number of close friends, age of
first admission into care in years, relationshigth other children. The four-predictor model

suggests that some of the explanatory variablesarsignificant when taken collectively.

The parsimonious model indicates that there are demminant predictors of the prosocial
score for the residential care group. These ireclodmber of close friends followed by
relationshipswith other children. This parsimonious model expa21.3% of the total
variation in the responses. Using Carers’ evadnatithese are the main findings about the

child’s prosocial score for the residential canepke:

. Children with no close friends score, on averaggbP.points less on the
prosocial scale compared to those having at leastdose friends.

. Children in residential care having a poor to agereelationships with other kids
score, on average, 0.9 points less in the prosmumale compared to their
counterparts with good relationships, assuming tither predictors are kept

fixed.
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5.7.2.2.e: Prosocial scale using Teachers’ evatuati(residential care sample)

The One-Way ANOVA test identified four predictorisat were strongly related to the
prosocial scale scores for the residential careplamsing Teachers’ evaluations. These
include inadequate parental skills; behaviour protd in the child; current psychiatric
assistance and child’s membersimpat least one organisation. The four-predictardei

suggests that some of the regressors are notisartifvhen taken collectively.

The parsimonious model suggests that there are thweninant predictors of the prosocial
score for the residential care group. The chibbaviour problems are the best predictor of
Prosocial Behaviour according to Teachers’ evabmati This is followed by inadequate
parental skills and child’s membership in organwse. The parsimonious model explains
13% of the total variation in the responses. Udiegchers’ evaluations, these are the main

findings about the child’s prosocial score for thsidential care sample:

. Children that are not members of any organisataames on average 0.839 points
less on the prosocial scale compared to those wehaddively involved in at least
one organisation.

. Children with no behavioural problems score, onrage, 1.965 points more in
Prosocial Behaviour compared to their counterparith severe behavioural
difficulties.

. Children in residential care where parental skillsre inadequate score, on
average, 1.066 points less in the Prosocial Bebawdompared to those where
parental skills were adequate assuming that otleeligiors are kept fixed.

5.7.2.2.1. Prosocial scale using Self evaluati(mesidential care sample)

The One-Way ANOVA test and Correlation analysesified seven predictors that were
strongly related to the prosocial scale scorestiier residential care sample using Self
evaluations. These include frequency of contath &t least one sibling, past psychiatric
assistance, attended psychotherapy in the paspfdgst admission into care, total number
of transitions while in care, duration in care andgnber of reasons for entry into care. The
seven-predictor model suggests that some of theessgrs are not significant when taken

collectively.
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The parsimonious model suggests that the totalthenf time in care is a sole dominant
predictor of the prosocial score for the residéntare group. The parsimonious model
explains 5.2% of the total variation in the resmmsUsing child’s Self evaluations these are

the main findings about the child’s prosocial sdorethe residential care sample:

. The prosocial score decreases with child’s duraitonare. For every one-
year increase in the duration of child care thespc@l score is expected to

decrease by 0.098, assuming that other predicterkegt fixed.

5.7.2.3 Analysis of the variable predicting SD(@ses for the sample in foster care

5.7.2.3.a: Total difficulty scale using carersadvations (foster care sample)

The One-Way ANOVA test identified ten predictorsithvere strongly related to the Total
Difficulty scale scores for the foster care sampsng Parents’ evaluations that include
presence of a diagnosed mental health problem,empces of diagnosed learning
disability/developmental disorder, attended physoapy and occupational therapy in the
past, currently attending psychotherapy, currendlgeiving psychiatric assistance, child’'s
relationshipswith other kids, child’s behaviour with parents, ettier the child is statmented
and whether s/he plays/works alone. The ten-pr@dimodel suggests that some of the

explanatory variables are not significant when tag@lectively.

The parsimonious model identifies four dominantlarptory variables. Child’s relationghi
with other kids is the best predictor of the Tddéficulty scores (smallest p-value). This is
followed by current psychotherapy attendance, presef diagnosed learning disability and
past physiotherapy attendance. This parsimonionslemexplains 33.1% of the total
variation in the responses. Using Carers’ evadnatithese are the main findings about the

child’s Total Difficulty score for the foster casample:

. Children who do not have learning difficulties, whever attended physiotherapy
in the past and who are not currently receivingchstherapy respectively score,
on average, 3.904, 4.349 and 3.549 points lesstti@ncounterparts who have
learning disabilities, attended physiotherapy ames@ntly receive psychotherapy.
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. Children having poor relationships with other cheld score, on average, 9.085
points more in the Total Difficulty scale compartd children having a good
relationships and around 3.51 points more thandaml having adequate
relationships with other kids, assuming that offredictors are kept fixed.

. Children in the foster group score significantlgtner in Total Difficulty if they
have learning disability; attended physiotherapythe past, currently attend
psychotherapy and have poor relationships withrathidren.

5.7.2.3.b: Total difficulty scale using teachergakiations (foster care sample)

The One-Way ANOVA test identified four predictolsat were strongly related to the Total
Difficulty scale scores for the foster care sammang Teachers’ evaluations. These include
presence of a diagnosed medical condition, emdtioaglect; type of contact with siblings
and whether child engages in sports. The fouript@dmodel suggests that some of the

explanatory variables are not significant when tag@lectively.

The parsimonious model indicates that type of adntdth siblings is the sole dominant
predictor of the Total Difficulty scale score fdret foster care group. This model explains
13% of the total variation in the responses. Udirgchers’ evaluations these are the main
findings about the child’s Total Difficulty scorerfthe foster care sample:

. Children who have supervised contact with siblisgere, on average, 5.381
points less in Total Difficulty than children haginunsupervised contacts with

siblings, assuming that other predictors are kepstant.

5.7.2.3.c: Prosocial scale using carers’ evaluatidfoster care sample)

The One-Way ANOVA test identified three predictdreat were strongly related to the
Prosocial Behaviour scores for the foster care saoging Carers’ evaluations which include
single parenthood, number of close friends anddhibehaviour with parents. The three-
predictor model is also the parsimonious model esialt three regressors were found to
contribute significantly in explaining variations the responses. Using Carers’ evaluations

these are the main findings about the child’s pri@d@core for the foster care sample:
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. Scores in the prosocial scale for children in fostare tend to increase
significantly with an increase in the number of sdofriends and with an
improved behaviour with parents.

. Children who had no close friends scored, on awer&838 points less in
Prosocial Behaviour than those with at least 4ecfaends.

. Children having an appalling behaviour with Paresdsre, on average, 1.309
points less on the prosocial scale than their @patts have satisfactory
behaviour.

. Children in foster care where single parenthood prasent scored 1.057 points
higher on the prosocial scale than children whergls parenthood was absent,

assuming that other predictors are kept fixed.

5.7.2.3.d: Prosocial scale using Teachers’ evaluadi(foster care sample)

The One-Way ANOVA test identified three explanatogyiables that were strongly related
to the Prosocial Behaviour scores for the fostee cample using Teachers’ evaluations.
These include child’s gender, relationshiggh other children and whether child has at least
one hobby. The three-predictor model suggestsstirat regressors are not significant when
taken collectively.

The parsimonious model indicates that relationshiggh other children and whether child
has hobbies are the dominant predictors of Prols8ahaviour for the foster care group.
This model explains 21.9% of the total variation time responses. Using Teachers’

evaluations these are the main findings about Hile’s prosocial score for the foster care

sample:

. Children in foster care score who do not have aolybles score, on average,
3.981 points less on the prosocial scale comparékeir counterparts who have
at least one hobby.

. Children in foster care with poor to adequate retethips with other children

score, on average, 1.3 to 1.5 points less on theopral scale than children
having good relationships, assuming that other aaxqibry variables are kept
fixed.
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5.7.2.3.e: Prosocial scale using Self evaluatiastér care sample)

The One-Way ANOVA test identified four explanatmariables that were strongly related to
the Prosocial Behaviour scores for the foster cample using Self evaluations. These
include child’s gender, relationshipsth other children; number of close friends; freqay

of contact with siblings and biological father. i3 fiour-predictor model suggests that some

regressors are not significant when taken collebtiv

The parsimonious model indicates two dominant pteds of Prosocial Behaviour for the
foster care group which include relationshiggh other children and number of close friends.
This model explains 37.2% of the total variationtive responses. Using child’s Self
evaluations these are the main findings about kild’s prosocial score for the foster care

sample:
. Children with no close friends score, on averagdl@® points less on the
prosocial scale compared to those having at leastdose friends.
. Children in foster care having poor relationshipghwother kids’ scores, on

average, 2.755 points less in the prosocial saaepared to their counterparts
with good relationships, assuming that other ptedscare kept fixed.

Table 80 (overleaf) indicates the significant pegatis for each CBCL scale of the three
group combinations, namely the whole sample, teeleatial sample and the foster sample.
The number of significant predictors in Total Congmee scale exceeds the number of
significant predictors in other CBCL scales. Timdicates that the CBCL predictors explain
a larger portion of the variance of the Total Cotepee scale than other CBCL scales. Table

81 indicates the significant predictors for eaci{B&zale of the three group combinations.

Table 80: List of the significant predictors for each CBClakfor the combined sample, the
residential sample and the foster care sample

Combined | Residential Foster

CBCL Predictors Sample Care Care
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Total Competence

77.9%

80%

78.4%

Belonging to an organisation

*

Frequency of meeting friends

Engagement in sports

Having 1 hobby

Participating in chores

Number of close friends

Relationship with other children

Child’s behaviourbehaviour problems

Age

Gender

Currently attending speech therapy

Child plays/works alone

Parental substance abuse

Presence of a diagnosed mental health problg

Legal Status

Presence of diagnosed learning disability

Frequency of meeting with friends

Total Internalising

24.4%

16.5%

Child sexual abuse

Relationship with children

Currently attending psychotherapy

Participates in chores

Number of friends

Total Externalising

37%

36.6%

Relationships with other children

Relationships with siblings

Number of transitions

Currently attending psychotherapy

Number of siblings in same placement

Gender

Freq. of meeting with friends
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Child behaviour problems *

Age *

Number of Parental reasons for admission *

Behaviour with Parents *
Total Syndrome 37.7% 39.4% 40.8%
Number of friends * *

Relationships with siblings * *

Relationships with children * *

Gender *

Has HSS assistant *

Inadequate Parental skills *

Currently attends psychotherapy *
Presence of a diagnosed learning disability *
Behaviour with Parents *

Has one hobby *

Child Sexual Abuse *

Table 81: List of predictors for each SDQ scale for the cambi sample, the residential
sample and the foster care sample

SDQ Predictors Combined Residential Foster
Sample Care Care
s | 2 s | 2 s | 2
() = (5] = () —
[t [t [t
Total Difficulties S I XXX |||
© |® |© [N |[H | |+ |[O
(q\] Lo (q\] (0] L0 — ™ (90
< (qV] < (ep] (ep] (ep] ™ —
Relationship with other children * * * * *
Number of transitions * *
Age * *
Has HSS assistance *
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No. of siblings in the same
placement as child

Number of close friends

Type of contact with mother

Current Psychiatric assistance

Child behaviourbehaviour problem

Inadequate Parenting skills

Participation in sports

Child is statemented

Child has 1 hobby

Current psychotherapy

Presence of a diagnosed learning
disability

Past physiotherapy

Type of contact with siblings
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Table 81 (continued)

o E = ) E = o) E “=
[ [ [
Prosocial Behaviour § § é § § f § 8\2 §
I (2|8 |17 |8 |vw |&|d &
Number of close friends * * * *
Gender *
Single Parenthood * *
Number of transitions *
Child plays/works alone *
Child behaviour problems * *
Inadequate Parenting skills * *
Belonging to one organisation * *
Psychotherapy in the past *
Relationship with other children * * * *
Current speech therapy *
Total length of time in care *
Child’s behaviour with Parents *
Engages in hobbies *

5.8 Conclusion

This chapter has provided us with sets of findipgdaining to children in residential care
and foster care. The series of findings emergiagfthe study will now be discussed in
detail in the coming chapter
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Study 2 Chapter 6: Discussion of Findings

6.0 Introduction

This chapter will provide a discussion of the fimgs emerging from this study. In order to
organise further the vast amount of data reported & coherent overview, the specific
research questions and hypotheses posed for tlg wiill be focused on in turn. First, this
chapter will focus on the prevalence of mental thepfoblems among children in out-of-
home care, and then, the issue of whether sudbudifés are being adequately identified and
addressed will be discussed. Subsequently, wepneent an overview of the factors that
have been significantly related to the psycho-dodianctioning of this population,
specifically focusing on what aspects are predéctif’the strengths, difficulties, externalising
and internalising behaviours among children in attome care. Lastly, further attention
will be dedicated to comparing the profiles andcouates observed among children who are

currently in foster care and those who are in esgid| care.

6.1  Children living in Out-Of-Home Care have a Higher Rate of Mental Health
Problems that fall in the Clinical Range, when compared with the Normal
Population.

The research findings support our hypotheses tiikren living in out-of-home care have a
higher rate of mental health problems that faltha clinical range when compared with the
general population. This is similar to other reéskdindings on children in out-of-home care
(Stanley, 2007; Baker et al., 2007; Armsden et241Q0; Kelly et al., 2003; McCann et al.,
1996; Meltzer et al., 2003; Goodman et al., 2002hdeed, the children in our study
manifested an overall higher prevalence of mengdlth difficulties than children in
normative populations, both when compared to a EaofpAmerican children, as in the case
of the CBCL, as well as when compared to a saniplattese children, as in the case of the
SDQ.

In addition, when CBCL scores for the childrenhiststudy were compared to both a clinical

sample and a non-clinical sample of American chitdithe children in our study resembled

more closely children from the clinical sample. isThvas particularly so on the Total

191



Study 2 Chapter 6 Discussion of Findings

Competence scale with regards to boys of all amsb,girls aged between 12 and 18, and on

the Total Internalising and Total Syndrome scabedbys aged between 12 and 18 years.

Almost half of the sample fell in the clinical ran@n the Total Competence scale while
40.95% fell in the clinical range on the Total Sgorde scale. Moreover, it transpired that
when compared with children in the general Maltpspulation, children in our sample
exhibited more emotional difficulties, conduct pehns, hyperactive behaviour, and
problems relating with peers. This is similar be findings by Meltzer et al. (2003) who
found that most common mental health disordersemtesl by children in care were conduct

disorders, followed by emotional disorders, anddngptivity.

Glaser (2000) suggests possible reasons for sndimfjs when he argues that these children
are subjected to particular life circumstancesatliyerelated to their primary care-giving
relationship which often occurs during their forimatyears, and which is likely to have an
important impact on their neurobiological developmeAs will be discussed in further detall
below, such adversities are likely to leave théureprint on the child’s social, emotional,
behavioural, and academic development. Indeedoted by Golding (2010), due to their
experiences within their family-of-origin, expergas of loss and separation related to their
admission into care, and difficulties related tquating to a different care environment,
children placed in out-of-home care have an in@eassk, over the general population, of

developing mental health difficulties.

Nonetheless, it is interesting to note that acewydo teachers’ and youth’s reports, males
and females in out-of-home care demonstrated sirfelzels of prosocial behaviour to the

general population. Carers however perceived @mlih care as having less prosocial skills
than peers in the general population. This lead® wvonder whether children’s foster carers
and residential workers expect better behaviourrantbe children than parents of children

in the general population.
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6.2 Are Mental Health Problems among Children in Out-Of-Home Care being
Adequately Identified and Addressed?

The second aim of this study was to explore theothgsis that children in out-of-home care
have mental health problems that are not adequatehtified nor addressed. The use of
children’s formal diagnosis, their CBCL scores, amehtal health service use, allowed such a
comparison. The data shows a big discrepancy leetilee number of children having a
formal diagnosis (17.8% of the sample) and the remudf children who scored on the
clinical range in any of the CBCL subscales (49%licating an overall trend of formal
under-diagnosis. Although the rates of presenpngplems according to the children’s
formal diagnosis are very different from those preed in the international literature, rates
obtained on the CBCL scales are comparable to stidies. For example, the presence of
mental health problems among out-of-home care iléh Australia was 40% (Chambers,
Saunders, New, Williams, & Stachurska, 2010), imtBad it was 53% (Millward et al.,
2006), and in Britain it was 45% (Meltzer et alQ03). These figures indicate a similar
degree of presenting problems among Maltese chilthvat is also considerably higher than
the general 10% prevalence of mental health problemong the general population, and the
20-25% prevalence among children form separated iliésm (Greene, Anderson,
Hetherington, Forgatch & Degaino, 2003). This pcacof under-diagnosis merits further
exploration as it would yield important insights fmental health professionals working in
this area by providing an understanding of whestueh a practice is helpful or unhelpful and

in which circumstances.

Interesting information also stems from further lexation of the prevalence of particular

presenting problems. Some studies (e.g. Armsdeal. e2000) have observed a greater
prevalence of externalising rather than internadjsproblems in the out-of-home care
population. This is also the case in the currante (with 43% scoring in the clinical range
on Externalising Behaviours and 36% scoring indir@cal range on the Internalising scale).
Compounding this, is the finding that nearly hdlé tsample obtained scores within the
clinical range for conduct problems, and this wasfact, the most prevalent difficulty

reported among all the CBCL and SDQ subscales, hwiridicates that this is clearly a

problematic area among children in care. Theditee on developmental psychopathology
(e.g. Carr, 2006) helps us to shed light on sevasatributing factors present in the life of

children in care that may pre-dispose or maintandact problems. Children who are
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separated from their primary caretakers very earltheir life, fail to develop secure
attachments and an internal working model of refeships that guides moral social
interaction. Thus, these children may attributstit®@intent to others’ behaviour and respond
in an aggressive pattern. Abela et al., (2005)ndothat children in care often have
difficulties with trusting each other. Living in@ace with many other children who present
with such difficulties not only creates a more ctempsystem to contend with, but also
allows the development of a process of mutual mimdelvhere children learn the deviant
behaviour displayed by other children.

The data also provides another interesting persgecegarding internalising problems,
which are definitely less prevalent than extermagjsbehaviours, but also possibly greatly
under-diagnosed. Scores obtained on the CBCL saadigcate that after conduct problems,
anxiety and affective problems were the most peadifficulties within this sample.
Notwithstanding, none of the children were formaliggnosed with affective disorder, and
only 2 children were diagnosed as having an amdeygrder. This leads one to wonder
whether such behaviours are less reported to mbeatdih professionals because they do not
cause as much disruption within the school and hemaronment than other acting out
behaviours, for example ADHD. Within this samplas latter diagnosis predominated as
the most common formally diagnosed difficulty, awas present in one-tenth of the children
in care. This exceeds by far the prevalence fatesd in the general population which range
between 3-5% in school aged children (American Risyigic Association, 2000). It is
possible that this difficulty was brought to théeation of professionals more often because,
as shown by the data, it was demonstrated consisteithin different spheres of functioning
(both within the school and home/care environmeas3hown by the high inter-correlations

between different informants on the SDQ.

When looking at the overall picture, findings shthat there was an association between the
children’s formal diagnosis and the scores obtaioedhe CBCL in only 2 out of the 6
subscales considered. Thus, the data shows tienidt the presenting difficulties in one
particular area that are related to the child’smfar diagnosis, but it is the overall level of
difficulties the child presents globally. Ultimatehose who had a higher overall level of
problems reported on the Total Syndrome scaleefaBCL and the Total Difficulties scale

of the SDQ were more likely to have a formal diagiao
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Looking at this data, and the low rate of formalgiiosis compared to scores obtained on the
CBCL scales, the reader may be tempted to condluaiechildren’s needs are not being
adequately identified and consequently dealt wilowever, looking at the data emerging in
relation to service use, one might be more cautiousaking such a statement, given that a
considerable number of children made use of thetahdw®alth services. Specifically the
majority of children in care, (114 children), attiexd either one of the mental health services,
whereas 94 children did not attend either psychatheor the psychiatric services. The data
in fact shows an association between one’s formegrobsis and the use of mental health
services. Nevertheless, although children whofammally diagnosed are more likely to
attend psychotherapy or have psychiatric followtign those who are not, a considerable

number of children without a formal diagnosis diemefit from these services.

In all likelihood, this is because they presentelifficient degree of difficulties to warrant a
referral for professional help even without a forrdaagnosis. In fact, the data shows a
significant association between mental health servisage and children’s presenting
problems, as defined by their scores within theicdil range of the CBCL. The percentage
of children obtaining 1 score within the clinicalnge (49%) is directly comparable to the
percentage of children currently making use of petleerapy (48.1%). On the other hand,
there was no significant association between saas&sned on the CBCL scales and the use
of psychiatric services, indicating that presentmgblems are primarily addressed through
psychotherapy and, in a lesser percentage of c#éisesjgh the use of the psychiatric
services. Some studies show a high degree ohatitt related problems among children in
out-of-home care. For example, Chambers et allQR@eport such difficulties among three
quarters of their sample of children in care. Tdspect was not explored directly within the
current study and, as such, this limits the polilmf quantifying directly the presence of
such difficulties within the Maltese populationdafildren in care. However, this might serve
to explain further the possible presence of a @aldr range of problems that are not
adequately captured by the DSM-oriented CBCL scalbdsch could clearly be the focus of

therapeutic intervention.

The prevalence of mental health service use ambihdyen in care can be directly compared
to data from other countries. For example, comsigehe number of children who obtained
at least 1 score in the clinical range of the CBCales, Tarren-Sweeney (2010) found that in

Australia, 60% of these children were making usenehtal health services. This is directly
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comparable to the 67% found locally, using the santeria. This data begs consideration
for the reasons why, professionals, working with ¢hildren, would not seek services for all
those who obtained such high scores. Once agansjderation of the child’s overall level
of difficulties helps to shed light on this isss@&ce children making use of the mental health
services obtain higher global ratings of overalinpyoms on the syndrome scale of the
CBCL. Thus, once again, it is clear that the abkitdhaving a higher rate of difficulties are

being referred to the mental health services.

The discussion so far has focused on the childiem ave currently making use of the mental
health services. However, an interesting obseymagmerges when looking further in depth
at the children who are not receiving such servicdse data shows us that 19% of those who
have a formal diagnosis are not receiving any e$é¢hservices, and that a number of children
still have a formal diagnosis, notwithstanding fhet that they obtained scores within the
normal range of the CBCL scales. Have these drildreen treated effectively, and so are
demonstrating a decrease in symptoms? Could tlusifdg be an indication of an outdated
diagnosis that ‘stuck’ to the child, notwithstanglithe fact that s/he is not manifesting
significant symptoms? Data from this study does provide conclusive answers to these
guestions, however it does imply that more resemrevarranted into the diagnostic process,
specifically into the manner with which diagnoses farmally reviewed and recorded in the

children’s files.

The aim of diagnosis is to enable professionalfotmulate treatment and enable clients to
adequately access services (De Jong, 2010). Thdads in this study show us that among
the out-of-home-care population, looking at diagnde see whether problems are being
identified and addressed, may not be the mostiefiiecnanner of doing so, because it seems
that the children’s needs for mental health sesvime being met not according to a formal
diagnosis, but according to the child’s overall sgreting problems. Thus, children will
benefit from having a system that addresses negtew possibly labelling them, including

in their personal files, for the rest of their kveln essence it seems that a needs-perspective
has been adopted among children in out-of-home caiteer than a system based on

diagnostic labels.
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6.3 What are the Variables having an Impact On and Predicting the Psychosocial

Functioning of Children in Out-Of-Home Car e?

This study also aims to present a picture of clildin out-of-home care and to establish
which factors have the greatest impact in predictiveir overall psychosocial well-being. In
order to achieve this aim, in this section we Ww#él looking further at the emerging results;
specifically focusing on what predicts problematehaviours or difficulties among this
population. We will discuss the findings, also, terms of what is more predictive of
internalising problems and externalising behavionrthe children. Children in out-of-home
care often report that they feel that the expegesfcbeing looked after by the state demeans
them in the eyes of others (Stanley, 2007). Thg ggperience of being in care makes them
feel inferior and stigmatised when having to diseloheir identity to others. For this reason,
this study sought to present a picture not onlghefaspects predicting difficulties within this
population, but also a picture of what aspectsnawst predictive of their strengths, by using
the strength-based scales on the CBCL and SDQ.

6.3.1 What Factors Predict Strengths among ChildrenOut-Of- Home Care?

In order to achieve this aim we will explore whighriables have been found to predict
children’s strengths as operationalised through sheres they obtained on the Total
Competence scale of the CBCL and the Prosocia¢ sdahe SDQ. Essentially, what factors
predict a good level of functioning socially at soh and in extracurricular activities?

Moreover, what promotes considerate, helpful, kamdl caring behaviour towards others?
An overall look at the data highlights several dast occurring before the children’s

admission into care, several factors occurringrauthe years in care, and other children’s
characteristics that impact their overall sensecompetence and prosocial behaviour.
Regression analyses showed moderate to large efitees, indicating that the mentioned
variables identified to a very good degree whatliote children’s strengths in these areas. It
is, however, interesting to note that there wasowerlap between the factors considered
important in predicting prosocial behaviour scorascording to carers, teachers or the

adolescents themselves.
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Three pre-care parental behaviours featured asictixed of the children’s overall
competence and prosocial behaviour. Parental &utestabuse prior to the child’s admission
into care predicted worse outcomes for the childreresent overall functioning on a school,
social and extra-curricular level. On a similatsydhaving parents who lacked parental skills
predicted worse prosocial behaviour in the childrerinterestingly, pre-care factors
contributed significantly to predicting the childie overall strengths, although they did not
feature much in predicting the extent of childreogerall difficulties and symptoms (as
noted in section 6.3.2), possibly indicating thaths pre-care experiences have a much more
general impact on the children’s functioning thancontributing to specific syndromes of
difficulty. Another pre-care variable related heetfamily experiences refers to having single
parents. Coming from a single-parent family whene’s parents are not married predicted
better scores on the prosocial scale. This finditamds in contrast with the research by
Cefai, Cooper & Camilleri (2008) among Maltese dfreh, in which they found that one-
parent families have more children with social, éomal and behavioural difficulties than
two-parent households. This finding highlights theed for further research exploring the
specific dynamics involved among single-parent fe®iin which this was a reason for the

child’s admission into care.

Behavioural problems present in the child prioraimission into care or contributing to
his/her admission into care, predicted and negdstirapacted both the child’s level of
adaptive functioning in different spheres, and dissher prosocial behaviour. This might
indicate that being admitted into out-of-home adicknot ameliorate the child’s behaviour to
a sufficient degree so as to remove the impackpérgences prior to admission, although one
cannot obviously comment on potential outcomes tied child stayed in his/her family
environment. Further research exploring the de¢weehich out-of-home care provides a
reparative experience might help to shed greagit bn this matter. However, until then,
possibly placing a greater emphasis on the factoecarring during care that are predictive of
strengths might be important to ameliorate thedthifunctioning. Involvement in several
extracurricular activities was demonstrated to ificemtly predict better outcomes in terms
of overall competence and prosocial behaviour. IdZém who engaged in sports, hobbies,
were involved in some chores, and belonged to Arosgtion, fared much better in this
regard. Involvement in such activities can helptomote the learning of competencies and
emotional maturity, allows youth to make a diffexepnand also expose them to challenging

situations that provide opportunities to develoghbqmoblem-solving abilities and emotional-

198



Study 2 Chapter 6 Discussion of Findings

coping skills, thereby also increasing their seofself-efficacy and personal control. All
these factors have been linked to the developmfergsdience in children in care (Newman
& Blackburn, 2002; Stein, 2005).

It is interesting to note that the use of sevemlises predicted the children’s overall
competence levels. For example, attending ocoupettherapy predicted worse competence
scores. Furthermore, attendance to psychotheragsytiae best predictor of youth’s self-
reported prosocial behaviour. Children who made afsthis service also obtained lower
scores. Having psychiatric assistance, receivgsistance from a high support worker, and
having a learning support assistant at school \aéreelated to worse overall functioning,
though their consideration did not add further predee power when all other factors were
included. On the other hand, using the speechaplyeservices predicted higher overall
prosocial scores according to the youth’s self-reppoAs can be seen from section 6.3.2, use
of several of these services was predictive ottiilel’s social, academic and extra-curricular
functioning, though it did not feature much wheyirtg to predict the children’s overall level
of difficulties or symptoms. This might potentialhdicate that these services are being used
to address a wider range of problematic functioniveqn what can be described as classically

symptomatic.

The last during-care variable that predicted ckitds prosocial behaviours was the number
of transitions experienced by the child. Althoutite majority of children went through one
transition, or less, a number of children expemehmore. Children who had experienced
many transitions had lower levels of prosocial heha. Placement breakdowns and
transitions exacerbate pre-existing problems, amtly serve to increase the child's
vulnerability rather than strengthening his/hergb®jogical resilience (Stanley, 2007). Lack
of stability may create a lack of continuity in res of friendships, neighbourhoods,
schooling, carers and the ‘cultures’ present iried#int homes, disrupting also the child’s
sense of ‘felt security’ (Jackson, as reported tair§ 2005). At worst they might be
interpreted by the child as further rejectionsjsauption or broken attachment. However, in
any case they do not help to build a picture oaf@ snd stable world in the child’s mind.
Such an internal working model impacts on the ¢hiftbility to be considerate and care for

others.
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The frequency or type of contact with one’s fanafyorigin was not predictive of children’s
overall competence and prosocial behaviour. Howeleldren’s friendships emerged as an
important predictor, both of the children’s overalels of competence, and their prosocial
behaviour. The importance of peer relationships be@en noted in the literature on child
development, sometimes as a ‘key index’ of compmeten childhood and adolescence (Fox
& Berrick, 2007; Masten & Coatsworth, as reportadMavrovelli, Petrides, Sangareau &
Furnham, 2009). Quoting Parker, Rubin, Price, Be®osier (1995, p. 96), “children who
are successful with peers are on track for ada@nek psychologically healthy outcomes,
whereas those who fail to adapt to the peer maieuat risk for maladaptive outcomes”. In
essence, getting along well with others may be asemsign of resilience (Vance & Sanchez,
1998).

Two other child characteristics were predictive abfildren’s competence and prosocial
behaviour, namely gender and age. Among childnecare, being female predicted more
prosocial behaviour. This finding is also true fioe general population of Maltese children
according to Cefai et al. (2008) who also found tjids scored better than boys on SDQ
scores of prosocial behaviour. Age was also ptediof competence scores; the older the
child the lower the level of social, school, andracurricular competence demonstrated.
Children in this study above the age of 12, in fat#monstrated comparable scores to
American children from a clinical sample. In thpaper, comparing 13 studies ranging from
1986 to 1997, where the Child Behaviour CheckdBCL) was used, Armsden et €000)
report conflicting findings as regards the effettage on the impact of out-of-home care,
although this seems to be an important variablallpc Combining these two findings
demonstrates that being male and being older iseseane’s risk of poor functioning in the
above-mentioned areas. Adding to these vulnetglféictors, is the finding that experiencing
a greater number of transitions in one’s care pherds also increases one’s risk for lower
competence scores. The care system in Malta tlagsgan additional risk factor on these
older boys, as they are often required to move imdw, same-sex residential placements
before puberty. The data in fact shows that tleatgr number of transitions experienced was
found among older boys. Considering these varsabdmjointly demonstrates that there is a
greater risk of denting this cohort’s potential @s of strength, thereby potentially making
them more susceptible to the stresses they enacodunti@g their experiences in out-of-home

care.
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6.3.2 What Factors Predict Children’'s Overall Diffulties among Children in Out-of-
Home Care?

The children’s overall level of difficulties was sessed through the use of the Total
Difficulties scale of the SDQ and the Total Syndeostale of the CBCL. Both these scales
capture children’s overall difficulties in severateas of functioning including emotional
difficulties, conduct and behaviour problems, hygotivity and inattention problems, somatic
complaints, and social and thought problems. S#paronsideration will be given to the
clusters of internalising and externalising proldemspectively, in section 6.3.3. It is worth
noting that once again the variables identifiedhis study have managed to capture a large
amount of the variance in the difficulty scoresaméd in this population. Listed variables
predicted a quarter of total difficulties identdicby teachers, and close to a half of the
difficulties reported by carers and youth.

Although results showed significant differencestémms of overall difficulties between
children who had experienced some form of abuseegtect prior to their admission into
care and those who had not, the experiences ofeabuseglect were not in themselves
predictors of the children’s overall difficultie§.his contrasts with some studies (e.g. Katz et
al., 2006) which show that children who were plasedare due to child protection issues
fared worse than their peers in terms of their alvenental health. Within this sample, the
only reason for admission into care that predictbiddren’s overall difficulties is the
presence of inadequate parenting skills. Neangetlquarters of the children in care were
reported to have experienced inadequate parentifithe quality of the parent-child
attachment, the degree to which parents offer ttteldren age-appropriate stimulation, and
the balance provided between control and warmtbrming a particular parenting style have
all been shown to significantly influence childrerdutcomes and psychological adjustment
(Carr, 2006).

The only other variable existing prior to the clsl@édmission into care that impacted later
overall functioning was the presence of child bétavproblems as a reason for admission.
Presenting with this type of difficulty starts thlehild on a negative trajectory which

highlights the continued existence of mental heplttblems throughout the course of the
duration in care. Children who are admitted irdoecbecause of this reason are more likely

to have experienced a rejection by their familyoafyin, experience difficulties with their
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peers in care, and also have a higher risk of plaoé breakdown (McDonald, Allen,
Westerfelt, & Piliavin, 1996; Wertheimer, 2002). itout breaking this cycle there is little
hope of creating a reparative experience that ailw the child to work through his/her
difficulties.

During the child’s years in care the number of $fhons experienced has once again
emerged as a significant factor predicting thedthibverall difficulties. Children’s lack of
participation in sports also predicts a higher legk symptomatic behaviour. Greater
participation in such activities is not a magicatidote to resolving the children’s difficulties,
however the results from this study indicate therall positive effect of such activities, both
in terms of decreasing the levels of difficultieegented and in increasing the children’s
strengths.

Contact with the psychiatric services was predictf the children’s overall level of
difficulties, confirming once again that it is onthildren who present with a considerable
number of difficulties that are referred to thiswveee. Similarly, having a High Support
worker predicted higher syndrome scores and tatitulties, indicating once again that this
service is being provided to children who preseith ihe highest number of difficulties

according to their carers.

The findings concerning the predictive factors tintato contact with one’s family of origin
provided some unexpected results. Having morénglin the same placement predicted a
higher level of difficulties among the children. hi§ finding stands out in contrast with
several good practice guidelines (e.g. Cloughl.et2806) recommending that siblings in
care be placed together. In considering the irapbas of this finding, it is important to note
that children in residential care had significantipre siblings in the same placement than
children in foster care, and that those in residénare were reported to have a significantly
higher level of difficulties, both by the youth theelves and by their carers. Further research
is warranted in this regard to explore the impdcsibling and family dynamics among

siblings living together in care.

In addition, having unsupervised contact with onewther was predictive of more

difficulties among the children. This is similar the findings that emerged in the study by

202



Study 2 Chapter 6 Discussion of Findings

Galea-Seychell (2007) with a cohort of Maltese dieg) in foster care. She found that

contact with the mother was related to an incré@asenotional and behavioural concerns.

Most children in care desire contact with their figgmeven if they do not want to live with
them (Sinclair & Gibbs, 1998, as cited in Cloughakt 2006). The general trend in care,
which is supported by research findings (e.g. Mith, as cited in Clough et al., 2006), is to
enable children to maintain and develop contach wheir parents and family members, as
this is related to better outcomes when compardgtidse whose contact is much less. Data
from this study suggests that while this model mayk well for the majority of children in
care it should not be assumed to work equally feelall. Rather it is important to work with
the child and the family’s best interests in min@lhis may mean very different things for
different children. Caution needs to be exertedolltowing these findings into increasing
supervised visitation with mothers. However, thessults do suggest the need for further
reflection and exploration into the decision-makprgcess concerning such visitation. The
circumstances in which children are sent home dkerweekend needs to be explored
further, and professionals also need to considethen enough follow-up is being done with

the family.

Gender and age were also predictive of childrenterall difficulties; being male predicted
more difficulties. Although the international lisgure presents different findings in relation
to gender and mental health among out-of-home chitdren, results in this study
consistently point towards more problematic outcerfee boys. This finding is consistent
with a local study among primary and secondary scistudents, which found that boys
present with more social, emotional and behaviodifficulties than girls across all ages
(Cefai et al., 2008).

Younger children demonstrated higher levels of [malatic and symptomatic behaviour than
older children. In fact, age predicted one’s ssava the difficulties scales. On average,
Maltese children in foster care are admitted betbheeage of 3 and those in residential care
below the age of 5. This means that this is o#tetistressful period for the child which
involves considerable uprooting and resettling. e Arigher scores among the younger
children a reaction to this transition period? idtinteresting to look at these finds in
conjunction with the findings presented above iotise 6.3.1, regarding older children

having lower levels of competence but also loweele of overall difficulties. Is it possible
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that as they grow, children start to function aowaer level in extra-curricular activities,
socially and school? Could this be an indicatiomefitutionalisation? Interestingly, age was
predictive of total difficulties within the confiseof an institution (residential care), not

among children in foster care.

Once again interpersonal relationships featurem significant predictor of the child’s overall

level of difficulties, consistently, on both the CB and SDQ scales and among all the
different informants, that is, carers, teachersyouth. The number of close friends children
have and the quality of their relationships witleqrgewere important predictive factors, with
those having no friends and poorer relationshipsiniga the worst outcomes. Poor

relationships with siblings also predicted a gredtgree of difficulties. Important to note is
that 35% of Maltese children in care either did Inate any close friend or only had 1. This
seems to be a greater percentage than that refmyrt@tbwer et al. (2004) who reported that
20% of their sample had only one confidant or didalk to anyone. In this study they

explored the reasons children gave for not conjdmothers, which included: feeling that
nobody was available to them, that they preferelg on themselves and that they did not
trust anyone else. This wariness and lack of tnest also observed by Abela et al. (2005)
among Maltese children in care, especially thoseegidential care. De Jong (2010) also
points out that relationships among children inecare also impaired by various deficits in
social cognition stemming from their possible higt® of abuse, poor parenting, or
attachment-related problems. This makes it evitigatt there are a multitude of factors that
impinge negatively on children’s abilities to foradequate relationships with their peers.
Social support has been identified as an impordantce of resilience (Vance & Sanchez,
1998). Thus children who are unable to connedafigcare at risk of greater overall social,

behavioural and emotional difficulties. Compourgdthis problem is the fact that children’s
emotional functioning also impacts on their competes in social settings (Mavrovelli et al.,

2009). For example, the ability to perceive, egpreand regulate emotions, and to
sympathise and empathise, feature as importantcaspe social competence (Crick &

Dodge, 1994). Thus, it seems that children withigh level of emotional difficulties and

inadequate peer relationships are doubly disadgadta
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6.3.3 What Factors Predict Internalising and Exteafising Problems among Children in
Out-Of-Home Care?

Internalising problems comprise the cluster of peois that are mainly within the self and
include anxiety, withdrawal, depression and somatnplaints. On the other hand
externalising problems refer to a cluster of diffiees that occur in relation to other people or
to people’s expectations for a child. These ineladgressive and rule-breaking behaviour.
The ability to predict internalising and externalgs problems through the variables captured
through this study was considerable, with varialge=sdicting a quarter of the variance in
internalising scores and two-fifths of the variantexternalising behaviour. The data shows
clearly that different experiences are involvethia pathways that lead to the development of
these 2 very different categories of difficultieslowever one consistent predictor of both
internalising and externalising behaviour is clalds relationships with their peers,
including the number of friends they have, how filgey meet them, and the overall quality
of the peer relationships. Having a strained i@bahip with one’s siblings is also predictive
of externalising problems. It seems that this aseaot sufficiently looked into when
providing help for children in the care system. r®attention needs to be given to the
building of social networks among children in cakdsing a systemic framework this can be
attempted on several levels, within the care sgitself, with the child’s family, at school,

and also through sports or leisure activities.

Another consistent predictor of both internalisargl externalising behaviour was children’s
use of psychotherapy. As has been suggestedtiorséc2, this confirms that children with
the highest levels of difficulties in these respextaspects are being referred to therapy to
address these issues. Having a high support waikdr making use of the psychiatric
services were also significantly related to bottermalising and externalising behaviour

problems though they were not found to be dirgatgdictive of such problems.

When one looks at the pre-care histories of childndo present with externalising and
internalising problems, considerable differences ba observed. Several variables were
found to be significantly related to externalisimghaviour problems, among which is having
experienced physical or emotional abuse and nediewing lived in substandard housing,
having parents with inadequate parenting skillstergmg the care system with prior
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behavioural problems, and having a compulsory aslomsinto out-of-home care following
the issuing of a care order. Parenting problerask lof adequate stimulation, social
disadvantage and experiences of abuse have besathindhe literature as precursors of such
difficulties too (Carr, 2006; Werner, 1994). Howewt is interesting to note that the
regression analysis shows that neither of theswriadirectly predicted the externalising
problems manifested by children in out-of-home cafes has been noted above, the child’s
relationship with peers has been found to be thst mignificant predictor of externalising
problems in this population, possibly indicatingttthese early adverse life experiences have
impacted severely on the child’s ability to functim the interpersonal domain. Attachment
theory (Bowlby, 1994) proposes one possible pathwalis direction, as children who have
been through such a pre-care history may fail teelig internal working models for secure
trusting relationships. Research has shown fomgka that children with conduct disorder
have a hostile attributional bias in ambiguous aosituations (Crick & Dodge, 1994) and
consequently tend to react in retaliatory waysuchsambiguous situations. This obviously
further severs their relationships with peers whghinview such a reaction as excessive,
leading the child to engage into a vicious cycleaggression and rejection within his social
environment. In line with this argument is thedimg that children, who experience the
greatest number of transitions whilst in care, fbgsalso as a result of placement
breakdowns, manifest the highest number of extisingl behaviour problems. Children
have thus become engaged into a cycle of ‘doubpenddion’ where given their behaviour
they are also more likely to feel rejected by theew care-givers (Briggs, 2004). It is
interesting to note also that children who had ghér number of carers also demonstrated
significantly more externalising problems. Fredquehanges in caregivers decrease the
possibility of the child forming a stable attachmealationship with a caregiver that is
constantly available. This in turns limits the sba of re-editing one’s internal working

models.

The data emerging regarding children in out-of-haae who show internalising problems
presents a different picture. Firstly, most ofsénehildren do not seem to have been through
such a vast amount of adverse life experiences poiocare, as none of the variables
mentioned above were significantly related to thenifestation of internalising behaviour
problems. Children who have experienced sexuakabuay present with a range of
differing behaviour problems including sexualisezh@viour, internalising or externalising

behaviour problems or school based attainment enafl However, no specific syndrome or
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cluster of behavioural difficulties has been idiati that is unique to such individuals (Carr,
2006). Nonetheless, sexual abuse was found toeblee$t predictor of internalising problems
among all the variables considered in this stu®exual abuse is a very intimate form of
abuse, not only by the nature of the physical gesssion involved but also specifically
because a conspiracy of secrecy usually surrouncts @use. Contrary to other forms of
abuse, which are comparatively more ‘public’, tlexusal abuser usually coerces the child
into not disclosing such happenings through a tamé methods. It is possible that this
dynamic starts to isolate the child from others andtributes to the manifestation of later
internalising problems. Being denigrated in suamanner the child often internalises self-
blame and develops several negative beliefs atbmuself. Both these aspects have been
identified as contributory mechanism in the develept of mood disorders (Carr, 2006).
One must not jump to the conclusion that intermagidoehaviours are solely the result of
such a history of abuse because as can be sear fipdings, the identified predictors only
account for one-quarter of the variance in intesina behaviours. Although this is a high
figure in the field of social science, it nonetlssl@geminds us that other pictures contribute to
the development of internalising difficulties amaztgldren in care.

Factors related to contact with one’s family ofgarihave been found to predict externalising
though not internalising behaviour problems. Samio what predicted children’s overall

difficulties, having a larger number of siblings the same placement predicted more
externalising problems. However, children showaxgernalising behaviour problems were
also more likely to have difficulties in their réaships with their siblings. Such poor

relationships in fact predicted externalising pesh$. As discussed above, this finding
warrants further exploration into the underlyingdgnics of siblings living together in care.

Gender has also emerged as a significant predi€terternalising behaviours. Being male
predicted more problems in this aspect of functigni This is consistent with the prevailing
gender trends reported by the Diagnostic and 8taidsManual of Mental Disorders — TR

(American Psychiatric Association, 2000) which mepdhat conduct and oppositional defiant

disorder are more common among male children.

On the other hand the last factor predictive oéninalising behaviour problems is the child’s
participation in chores. Children who participateds in chores demonstrated lower scores

on the Total Internalising scale than those whai@pated more. We also know that the vast
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majority (75%) of children in care participate in least 1 chore, and that children in

residential care are more likely to do so thanehasfoster care. Children in residential care
showed a greater level of internalising problemantithose in foster care. However, the
pathways linking chores performed to internalido@dpaviour problems are unclear and need

further exploration.

In summary, children with a history of sexual ahusagving inadequate peer relations, and
engaging in more than 1chore are likely to presetit internalising problems. On the other
hand males, with a history of multiple transitionscare, having poor relationships with
peers, a larger number of siblings in the sameept@nt with them but having poor
relationships with their siblings are likely to et externalising behaviour problems. In
both cases their use of psychotherapy predictea@grnumber of difficulties in these areas.

6.3.4 Which Clusters of Factors Most Commonly Imped Children’'s Overall
Outcomes?

Adverse life experiences occurring prior to theldhi entry into care were found to

significantly contribute to predicting children’serall strengths, difficulties and also specific
internalising problems. However, it was not sgealfy 1 particular pre-care experience that
negatively impacted functioning in all these arbas rather different experiences played a

role in the development of different problems.

Children’s experiences within the care system atsatributed significantly to their current
overall well-being. Participation in extra-curriau activities was predictive of the child’'s
strengths and, as mentioned above, has an impaxéntas a resilience building factor
(Newman & Blackburn, 2002; Stein, 2005). Howevaroag the experiences during the
child’s time in care, the number of transitionsldtegn have been through has emerged as the
most prominent factor. The number of transitiorpegienced, in fact, predicted children’s
strengths and the overall difficulties. These peaid included complications with
externalising behaviours and were significantly atedl to internalising difficulties.
Placement stability is clearly a very importanttéacn improving young people’s overall
psychosocial well-being (Callaghan et al., 200#his has serious consequences not only on

children’s current well-being but also on long-teroutcomes. Del Valle, Bravo, Alvarez,
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and Fernanz’s (2008) have identified it as thelsimgost important predictor of long-term

outcomes after leaving care.

The data shows clearly that several services aigghgut in place to address children’s
psycho-social difficulties. Making use of a highpport service, and the psychiatric services
were both predictive factors indicative of worsendtioning. However, the use of
psychotherapy emerged as a predictor of childremrspetencies, and also their internalising
and externalising behaviours. These findings stdbe idea that these services, especially
psychotherapy, are being used to address diffeulin these domains. Helping children
build a coherent story around the reasons for #whiission into care, why their parents had
abused or neglected them or were unable to carbdan, and working through their feelings
of rejection and resentment and possibly anger ribvilae care system itself, have been
identified as important for their well-being. Hagitrained staff, in a care-culture that gives
individualised attention whilst also providing s@ised psychological, mental health
services or group work targeted at addressing msties, has been recommended as the way
forward (Stein, 2005). The current study did nodbvide the opportunity to assess the
effectiveness of such services because it coulddraiv upon pre- and post-intervention
comparisons, however it has set a baseline by girayia comprehensive survey of all
children in out-of-home care through which suchaaalysis could be built through further
research.

Although there appear to be no clearly consistestllts within the international literature
(Armsden, 2000; Schiff, 2006) regarding the infloemf gender on children’s mental health
among children in out-of-home care, this has cjearherged as an important factor locally.
Gender predicted functioning in 3 out of the 4 araasessed. Boys are more at risk for
having more overall difficulties, more externaligibehaviour difficulties, being less socially
versed and having a lower overall level of competebased strengths. What makes boys
more vulnerable? The current study did not diye@bses this matter. Nonetheless,
considering the findings emerging with regards lie bther important factors predicting
children’s overall well-being, one can say that $@ye also more vulnerable to negative
outcomes because of the larger number of transitibley experience during their care
histories. Boys also demonstrate lower levels ospcial competence, which might have a
significant impact on their ability to build strorigendships; a factor which emerged as a

very significant predictor across all areas of fioring.
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Interpersonal competence and having adequate @lagonships was an important predictive
factor across the strength-based scales, the uiifibased scales, and the internalising and
externalising scales. In other words it predigteditive functioning in all the areas assessed.
Why did friendships emerge as such an importaofaamong children in care? In exploring
children’s strategies for coping with adversity armgcachildren in care, Blower et al. (2004)
found a tendency to look to peers for nurturanathar than adults who might be viewed as
less reliable or available. Other studies alsoleasjse that young people are most likely to
seek help from friends when parental support isvaiteble (Hoffman, as cited in Blower et
al., 2004). Thus, peer relations are likely to gmticularly important for looked-after

children.

6.4 Comparing the Profiles and Outcomes of Children in Residential Care and
Children in Foster Care

In this section we will discuss the research figdinn relation to the question of whether
there is a significant difference between childreresidential care and children in foster care
in terms of their profile and outcomes. It is imjant to appreciate that the findings have to
be seen in light of the youngsters’ complex readitithe potential extraneous variables and
confounding factors that have an impact on theedi Hence, while we intend to discuss the
main research findings pertaining to this reseajohbstion, this is not intended to be an

exhaustive and conclusive discussion.

6.4.1 Demographics

Irrespective of their present placement, the mgjaf the children in our study spent well
beyond 4 years in out-of-home care. Hence, childreeither of the care placements fit
easily in the category of ‘long-term care’ as dexmat by Schofield, Thoburn, Howell, and
Dickens (2007).

Nonetheless, a marked difference exists betweerwbegroups with regards to the age of
entry into care, whereby children in foster careehthe youngest age of entry into care
(average age of 2 years 2 months) compared to laehigge of entry for children in

residential care (average age of 4 years 10 monthsaddition, another important difference
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between the two groups was found with regards o lémgth of time in care, whereby
children in residential care spend an averageydads 5 months less in care than children in
foster care. This is of particular interest givbat despite the widely held view that long-
term care may be detrimental to children’s welldggiour study has found that despite their

longer stay in care, children in foster care atyusthibit more positive outcomes.

Indeed, several studies (e.g. Zimmerman 1982n3@05) postulate that it is not the time
spent in institutions, but rather the instabilitydathe lack of responses to problem behaviour
that lead to negative results. Conversely, McDarlal., (1996) remark that a significant

factor in the child’s well-being is the quality cére received.

6.4.2 The Care Setting System

Without doubt the care setting system is an imporéspect that merits consideration. This
is especially so in light of the findings that egext in this study, which showed that children
in foster care obtained significantly better scooesall the 4 main CBCL scales, namely
higher scores on Total Competence, and lower scoresTotal Internalising, Total

Externalising, and Total Syndrome scales. In aalditon all the scales where a significant
difference was observed, children in foster caréaiokd better scores than children in

residential care on the self-report, teacher, amdrosersions of the SDQ.

The marked difference in outcomes between childrdaster care and children in residential
care also emerged when the two groups were matmi@dportant variables, namely, age of
first admission into care, and time spent in thee cgystem. Not only, but type of care
received was the dominant predictor of the scobgined in the eight main CBCL and SDQ
scales. Indeed, children in foster care obtaingphifecantly higher scores on Total
Competence and Prosocial Behaviour, and signifigdotver scores in Total Internalising,
Total Externalising, Total Syndrome, and Total Riffty in both the carers’ and teachers’
evaluations. Such findings are comparable to asearch findings carried out abroad (e.g.
McCann et al., 1996; Meltzer et al., 2003; Stank907).

Undoubtedly, these findings support our hypothesaschildren living in residential homes

have more mental health problems which fall in thieical range than children living in
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foster care. Moreover, they compel us to lookhat factors that are likely to contribute to

such outcomes.

To begin with, we have to acknowledge that it is@esy to adequately ‘mother’ a child who,
at a very young age, had undergone some form oifm@a Undeniably, this gets even more
difficult when, with a low child-to-staff ratio aacer in a residential care setting has to
‘mother’ a number of similarly aged children, all with their own kosy of adverse life
experiences, who compete on a daily basis fordke, Icare, and attention of a ‘significant
other’. In addition, in such settings not all $taff members are trained in the field of child
psychology, making it somewhat more difficult toatevith the unique psychological and
emotional needs that each child presents. Moredkerlow child-to-carer ratio, as well as
the presence of different carers that might drojo imolunteer or help out with the day-to-day
running of the residential unit, might also leave impact on how particular underlying
dynamics, such as projective identification andttspd (Ebeling, 1994; Adler, as cited in

Halperin et al., 1981), are addressed.

Furthermore, as Stanley (2007) has argued, byaiisr®, group-care exposes children to the
distress and disturbance of other youngsters, lilyenecreasing vulnerability rather than
strengthening psychological resilience (Richardsod Joughin, as cited in Kelly et al.,
2003). This is intriguing when one considers thaheir training, professionals in the caring
field are cautioned on the effects of vicariousitnatisation as a result of their extended or
intense exposure to the trauma of others (Greé&nklharselle, 2007). Hence, it follows that
even these children should be protected againsirigics traumatisation. In addition, by
being in the presence of other ‘wounded’ childrgmldren in residential care are also being
predisposed to unconsciously identify with otheotwded’ children, with the possibility of
forming a world-view that is catastrophic and he§d. It is important to see these issues in
light of the findings that compared to foster car&jgher proportion of children in residential
care have experienced sexual abuse, physical ausajotional neglect prior to their entry

into care.

The phenomenon that children in residential cand te exhibit more difficulties in the social
domain and in the academic sphere could also biagd through object relations theories
(Winnicott, as cited in Briggs, 2004; Bott Spilli992). Object relations theorists stress the

importance that the child experiences an objedtdha contain his anxiety and frustrations
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(Bott Spillus, 1992). However, different care em@eces, including different carers and care
placements, might make it difficult for the children residential care to look at their carers
as being able to comprehend their anxieties anstritions. Numerous scholars have
discussed the deleterious effect that discontinoftgmotional care in the early years can
have on the “child’s capacity to establish trustargl secure relationships, as well as on the
ability to think and to learn” (Boston, 1983, pg.Schore, 2001b). In such situations, the
“cycle of deprivation” (Briggs, 2004) is likely tbe activated. Indeed, Boston (1983)
elaborates on how the behaviour used by childredefend against the painfulness of a
dependent relationship makes it difficult for themrers to offer the necessary substitute

mothering.

Hence, while both children in residential care ahddren in foster care are likely to have
been deprived of ‘good enough’ mothering experisnnetheir family-of-origin, children in
foster care are more likely to manage to find asstuie ‘mother’ in their foster parent, than

are children in residential care who have to adjuslifferent ‘mothers’.

6.4.3 Services utilised by Children

Through this study, it transpired that childrerreésidential care made considerably more use
of psychotherapy and psychiatric services thandodml in foster care. We did not come

across any literature on this aspect.

One possible way of looking at this finding is thas emerged in this study, children in
residential care have more mental health probldras thildren in foster care. Thus, they

merit more professional input to address theindiffies.

Research from the neurobiology field can also mlevother interesting views on this
phenomenon, especially when seen in light of theifigs that children in residential care are
more likely to experience sexual and physical apasd emotional neglect. In addition, they
are also more likely to be admitted under a cademrsignifying that there were several
reasons for concern over the way they were beirsgdaby their family-of-origin. Glaser
(2000) remarks that “[tlhere is considerable evaderior changes in brain function in

association with child abuse and neglect” (p. 1tblereas Nelson and Bosquet (2000) state
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that “it is clear that early deleterious experiencan have significant negative effects on the
developing brain that may be long-term” (p. 46)ende, while a containing and nurturing
environment, like that provided in therapy, canph& bring about brain change, this is a
gradual and lengthy process which can involve cuit@mber of sessions (Balbernie, 2001).

In addition, research suggests that the earliereragtreme, and long lasting the influence of
negative early experience on the infant’'s matubrayn, the harder it becomes to change the
neural circuits that developed to mirror the infaugtxperience (Balbernie, 2001). Hence, the
fact that children in residential care are likebyenter the care system at an older age than
children in foster care, somewhat explains the fhat while children in both categories
receive therapeutic services, children in resi@érre make additional and lengthier use of
these services.

Moreover, rather than benefitting from psychologgessions, children in foster care might
be benefitting from their foster parents’ day-tgrdaterventions that a high child-to-adult
ratio permits. An example of this would be thelagapion of theLife Space Interview (LSI)
(DeMagistris & Imber, 1980); a verbal strategy thaes a child’s reactions to an emotional
crisis to expand their understanding of their bétavand the responses of others. The adult
or emotional coach assists in decoding the feelbejsnd actions and in identifying issues
central to the conflict.

Despite the plausibility of the views, various diess about the discrepancy in the use of
psychological and psychiatric services betweenegroups need to be answered through
other research studies. These include the undgrlyliscourse whereby children in

residential care are assumed to be in more nesdobf services than children in foster care.
Children in foster care are assumed to have thewds better met since their placement
affords more individualised care than that of atafdin residential care. Hence, therapy may
be seen as an alternative to the one-to-one attetitat children in out-of-home care require
to address their difficulties. Therapists themsslnight be getting into a bind with children

in residential care, whereby they feel compellecettew therapeutic interventions with these

children out of fear that otherwise they will n@ve anyone else in whom to confide.
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6.4.4 Relationship Building

Children in foster care scored significantly bettban children in residential care on a
number of variables related to building and sustgirrelationships with others. These
included the fact that they had at least 4 closndis, met their friends outside of regular
school hours at least 3 times a week, and got altigother children. These findings are
similar to those that emerged in the study by Mel&t al., (2003).

In addition, the relationship between the childserdbility to establish and sustain
relationship and the scores on some of the CBCL3ID@ scales supports the findings of
other studies (e.g. Golding, 2010; Fox & BerrizR0D7) which highlight the role of friends in

children’s well-being and socio-emotional developielnterestingly, Street and Davis (as
cited in Golding, 2002) and White (as cited in Giodfd 2002) took this idea a step further by
remarking that relationship skills are so importahat encouraging resilience through

relationship building is as important as mentalais prevention strategies.

Essentially, the finding that children in residahtare tend to have more difficulties relating
with peers is of concern, when considering resediutings (see Goodyer, Wright, &

Altham et al.,1990) which suggest that good peer relationshipsessential for healthy

mental development, whereas the absence of suatioredhips may increase the risk of
psychiatric disorders. Indeed, it transpired tblaildren in our study who had a higher
number of close friends were also more likely toetréhem more often outside of school
hours, get along better with their siblings andhwather children, behave more with their

parents, and play and work alone than those whahasiser number of friends.

The discrepancy between the two groups can alssxplained through attachment theories.
In fact, the literature is increasingly showinghaswv childhood deprivation and maltreatment
contribute towards difficulties in social cogniti@rhich in turn influence the child’s ability to

develop and maintain healthy social relationshipsJong, 2010).

Available findings on attachment behaviour highlighat critical factors in the sphere of

social development include the opportunity for thdd to have a consistent, responsive, and
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nurturing caregiver (or small number of caregivensyl the opportunity for the child to form
selective attachments (O’Conner et al., 1999).thinabsence of these essential factors, the
child is likely to experience difficulties with erfional regulation and with the development
of secure attachment relationships, which in tuedispose the child to develop or maintain
mental health difficulties (Juffer, Bakermans-Kraberg, & Van ljzendoorn, as cited in
Vostanis, 2010).

It seems that by enabling the development of pasdittachment relationships, foster care is
more likely to act as a buffer against the develepimof attachment or trauma-related
difficulties. Therefore, from this point of viewghildren in residential care are at a
disadvantaged position as they lack the provisiba oonsistent caregiver, which makes it
difficult for the child to build trusting relatiohgps.

6.4.5 School Performance

All children in care, irrespective of the type ddgement, performed poorly in the three main
subjects, namely Maltese, English, and Maths. Thia line with existing literature which
shows that the level of education of children in-ofshome care is below average and that
poor academic achievement is characteristic of ghosip (Schiff et al., 2006; Pecora et al,
2003; McDonald et al., 1996).

This finding raises concern about the long-termaotf such academic under-performance,
especially in light of numerous studies (e.g. HKdtie2003; Martin, 1996) which link poor
educational attainment with adverse life-outcomésdeed, for instance, findings from the
British Cohort Studies showed that the quality ddlalife was closely related to educational
gualifications, whereby each educational advancémas associated “with improvements in
health, both mental and physical, employment, ingohousing, family life, absence of
addiction problems and lower risk of involvementhathe criminal justice system” (Jackson
& Simon, as cited in Jackson & McParlin, 2006, 199).

One possible way of looking at children’s low grade by taking into account that children
experiencing psychological and emotional difficedtiin their ‘home’ life might experience

difficulty in adjusting to the school environmentMcCarthy et al. (2006), remark that
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problems in adapting successfully to the schoolrenment are known to be associated with
the development of behavioural disorders. Somelach have also shown how school can
play a role in the social construction of deviahident identities through the process of
labelling (Hargreaves et al., as cited in CefaQ&0

Moreover, Armsden et al. (2000) talk about a tworwausal relationship between behaviour
and academic problems. To a certain extent tHaioaship also emerged in our study
whereby high grades on the three main academiestsbjvere positively correlated to scores
on the Total Competence scale, whereas low graglesach of the academic subjects were

related to higher scores on the Total Difficultsesiles of the carers’ version.

Notwithstanding that adverse life experiences piaoentry into care certainly play a role in
lowering attainment, other factors might also be pdy. This includes teacher’s
understanding of the care system and training oiressing the behaviour of looked-after
children (Comfort, as cited in Jackson & McParl2006). Moreover, other factors,
highlighted in the literature, include low prioritgiven by professionals and carers to
educational matters, disrupted schooling due wuieat placement changes, low expectations
of teachers and social workers, lack of encouraggmkteracy problems, unhelpful
conditions for study especially in residential ¢apeor educational level of carers, and
experiences of stigma and bullying by teachers stadents (Kendrick, 1998). Indeed,
research findings suggest that given the right renment youngsters are able to display
exceptional resilience and determination to over@arly-life adversities and move up the

educational ladder (Jackson, Ajayi, & Quigley, 2D05

A remarkable finding that emerged from this studgswthat children in foster care did
significantly better on literacy skills than chiggr in residential care. This is similar to other
research findings which note that children raisedesidential care tend to have delays in
language development (Johnson et al., 2006), poeveabulary and less spontaneous
language (Tizard & Joseph, as cited in Johnsoh,e2@06). Tizard and Joseph (as cited in
Johnson et al., 2006) note that this outcome deptnd certain extent on the type of child-
care environment in which the child is raised; nigmastitution-oriented versus child-
oriented settings.
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Thus, it could be argued, that due to several facguch as: low child-to-adult ratio, need to
adhere to strict routines, lack of personal possessand lack of ‘everyday’ experience, the
residential care environment is indirectly conttibg to delays in children’s language
development. The positive news is that childrenrésidential care can still thrive

academically if they are provided with a child-otied environment.

In addition, one might argue that as children istéo care tend to enter care at a younger age
than children in residential care, they are in a&ifpmn to benefit from a child-oriented
environment at an earlier age. Looking at thisnfr@ neurobiological stance, we now know
that early developmental experiences also influewbéch neural circuits are retained.
Deacon (as cited in Balbernie, 2001) notes thasgeed at which phonetics and grammar of
language are acquired is aided by the way thetsteiof language developed to match the

learning abilities of the infant’s brain.

6.4.6 Contact with Family-Of-Origin

Compared to children in foster care, children isidential care not only have more siblings
in care and in the same placement, but they alse Inaore frequent contact with their
biological parents and with their siblings. In Istndy on fostered children, Galea-Seychell
(2007) also found that same-sibling placement wdascommon. Findings demonstrate that
the impact of the child’s contact with their famady origin was different for children in foster
care than those in residential care. For exampihereas in residential care more frequent
contact with siblings was related to better praslobehaviour, the opposite emerged for
children in foster care, that is, those with moomtact had lower prosocial scores. On a
similar note, in residential care unsupervised acntvith one’s mother was related to a
higher degree of difficulties, whereas in fosterecdhose who had supervised contact
demonstrated more externalising behaviours thasethwho did not require supervision.
These findings bring forth the possibility thatfdient dynamics are at play in considering
the impact of contact with one’s family of origimang the different care placements. A
preliminary understanding of the implication of tact with family-of-origin for children in
out-of-home care in the Maltese context has bescudsed above (in section 6.3.2) however
further research into the differential impact obter and residential care on contact with

one’s family of origin is warranted. .
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6.4.7 Quality of Care: Extra-Curricular Activities

A key factor linked to quality of care is the oppmity to engage in extra-curricular
activities. Interestingly, belonging to an orgaisn, meeting with friends at least 3 times a
week, engaging in sports, having at least one hobbg participating in chores were all
predictors of scores on the Total Competence $oaleoth groups of children. Indeed, such
activities have been linked to the developmentesilience in looked-after children as they
expose them to situations where they have to masterskills, as well as apply problem-
solving and emotional-solving skills to deal witthatlenging situations (Newman &
Blackburn, 2002; Stein, 2005).

6.5 Conclusion

In conclusion, one can state that these reseandméis support the hypotheses put forward
with regards to the mental health of children iri-olshome care. As expected a greater
degree of difficulties was apparent among this jeimn when compared to their peers.

However, it seems that children in foster caredavetter than those in residential care in
terms of their overall psycho-social functioning@his was not due to different background
experiences between these two groups, but ratlerdbults showed that children with

similar experiences overall fare better when they@aced in foster rather than residential
care. Notwithstanding the difficulties reportedhim this population, it is also evident that

children’s mental health problems are being adégkskrough the use of several services
through a system that aims to address such difitsuhot on the basis of a formal diagnostic

label but rather on the basis of the children’spn¢ing needs.
Having presented an overall discussion of thesdirfgs, the last chapter will present a

number of policy recommendations stemming from thgearch together with proposals for

further research.
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Study 2 Chapter 7: Recommendations and Further Research

7.1 I ntroduction

In this final chapter policy proposals emergingnirthis research will be highlighted. Ideas

for further research will also be put forward.

7.2  Recommendationsfor Policy

1. The current tendency to place an increasing numbar children in foster
care is a step in the right direction and should bacouraged given that the
environment in foster homes seems to be more condutowards the well-
being of these children. One of the strong findings that emerged from this
study is that children in foster care are doing Imbetter than children in
residential care in terms of their psychosociattioning and in their ability to
build and sustain relationships. These findingssipted when children in
foster care and children in residential care wewEched on a number of
important variables including age of first admissiato care, and time spent

in the care system.

2. It is highly recommended that younger children belothe age of 5 are
placed in foster care. In situations where longrite foster placements are
not available, temporary foster family placementfieh can cater for crisis
intervention and short term foster placements ateetnext best alternative.
Babies thrive better when they are in placed iniliasettings and kept within
the same families until necessary (Minnis, BrycdeinP& Wilson, 2010). It
transpired that children exhibited higher levelsowskrall difficulties when
they were placed in residential care during thafancy. This finding
substantiates our previous study on the effectmsiftutional placement for
children under 5 years (Abela et al., 2008).
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The perinatal mental health outpatient service cdube one of the first ports
of call for pregnant mothers living in such difficla conditions. Well-baby
clinics are also ideal settings where families witfoung babies could be
assisted in the community. In these clinics speé@tention should be given
to vulnerable families who may not turn up for appdments. Reaching out
to these families at such an early age may provéé¢oof critical importance.
Pre-disposing factors which featured as predictraeiables for children’s
entry into care, including substance abuse andemzate parental skills,
highlight the need for better support servicehtse families with very young
babies who are living in adversity. As noted byl®anie (2001), care-giving
relationships that do not meet the needs of thg hale the potential to alter
the structure of the infant’s brain. Family sugpman, in the long-run, prevent

unnecessary attachment trauma for these childr@marid care admissions.

Specialised programmes catering for such diffiaes could be offered to
these parents and families as a first resqgee Hutchings et al., 2007 for
similar intervention in the UK). Children’s behaural problems prior to their
admission into care also featured as a predictieenent in their overall

functioning during the later years.

Resources are to be mobilised in such a way astabée several practices to
be put in place so that foster parents and carefschildren in residential
homes have the ability to support and promote cleldfs educational

achievements and emotional wellbeindhese resources include:

a. Detailed educational and psychological assessmea#, soon as a
child enters into care, to ensure that service pons tailored to the
child’s needs are implementedWhilst the findings show that those
children with the highest problems are receivingpsut, we do not
know at what point such provisions are being offerRather than wait
until problems arise, we recommend a more proa@pgoach where
difficulties are identified, monitored and addreksdn addition, such

preparation ensures that referrals to mental hegaitiiessionals are
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done on the basis of needs rather than by the levalifficulties

manifested or the needs of a system to contaire ttiéfsculties.

b. Recognising and valuing the importance of interaggn work
between educational authorities, social care and nte health
agencies is of utmost importanceWith regards to the support of
children in their school progress, there is a eddster an atmosphere
amongst all the stakeholders involved in the cérehddren in out-of-
home care, which strongly encourages the childcesttive for the
highest possible level of education. Within sclkpoteachers’
understanding of the challenges children in careehia contend with
would be most helpful. Educators also need skdlsconnect with
these children in a meaningful way and to investamatensively in
their academic progress. The education divisioadseto give top
priority to education for children-in-out of homare. Every effort
should be made to bring forth the educational pgatkof every child
by engaging in early intervention which includeddmessing reading
difficulties at the earliest age as possible, fastehigh expectations
and encouraging high achievement, and focusing ocials and

emotional literacy learning.

The number of transitions for children in care nesdo be minimalOne way
of doing this is to lessen placements in mentaltheastitutions for children,
who can be catered for in their care setting. tha to happen, residential
homes in particular need to have the necessarypsad cater for children
exhibiting challenging behaviour. Findings comiagt of the study have
pointed out that children in care who experiencecigher number of
transitions manifest a higher prevalence of extesing problems and other
difficulties. Moreover, the prosocial behaviour thibse experiencing fewer
transitions was significantly better. A concertftbrt needs to be made to
minimise the possibility of placement breakdownerevor children showing
challenging behaviours. Early identification of tgatial risk of such

breakdown is necessary and residential staff asterfocarers need to be
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supported with more input from mental health prei@sals, additional

resources and further training to deal with thdsalenges.

8. Every effort is to be made to increase sports atigg for children in care.
Children not taking part in sports exhibited a kghprevalence of
symptomatic behaviour in the study. In this stuayhbies have been found to
have a positive effect on children both in resigdntare and in foster care.
Children who are reluctant to take part in sportsta be encouraged to take

up other extracurricular activities that help thenmelax mentally.

9. Last but not least this study has highlighted theed for all those working
with children in out-of-home care settings to engag a concerted effort to
sustain, enhance, and develop the children’s im@t formal and informal
relationships. More awareness about the benefits of such rektips by the
different carers, including educators, will certginlrive them to be more
curious about the children’s social networks andntervene in such a way
that these relationships are enhanced. Such ertgons may have an
extremely beneficial impact on these children givee vital role social
relationships, including friendships, play in theildren’s socio emotional,
development.

7.3  Suggestionsfor Further Research

As has already been pointed out in the precedirapteln, some of the findings that have
come out of the study are inconclusive and merth&r investigation.

1. More research is warranted to help us understang sidlings in the same
placement exhibited more externalising problema théher children who
either had no siblings in care, or whose siblingseaplaced elsewhere. What

are the factors that contribute to such behaviour?

2. Whilst we know that almost 48% of children in odthmme care were
attending therapy during the data collection perid do not know which

therapeutic approaches are adopted by therapistspaychologists when
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helping these children. We also do not have apg @bout the effectiveness
of therapy for these children. The current studyg provided a snapshot view
of the services received by children. However géhisr an urgent need to
monitor the effectiveness of the therapeutic irgations on a long term basis
for children in out-of-home care. This auditingesise needs to be carried
taking into account the current trend, wherebydargmbers of children in out

of home care remain undiagnosed.

3. We also need to understand why children coming fsomgle parent families
fare better in out of home care than those comiaomfa two parent family.
The above finding is contrary to what is reportedarding children in the
general population (Cefai et al., 2008). How ie 8ituation of two parent

families different in the different contexts?

4. A qualitative research study delving into how fdships are formed and
sustained and including the meaning of friendsbiptfiese children will also
shed important insights about how friendship cbotes to the well being of

this population of children.

Some of the areas for further research are quipeitant and should form part of a research

agenda in the area of out-of-home care in Malta.

7.4 Conclusion

In line with international research, this study lcasfirmed that Maltese children in out-of-

home care have complex mental health needs braalghit by pre-care experiences and
experiences in the care system itself, often inolgdrauma and disruptions in attachment
formation. To be addressed effectively, these si@adl for a concerted approach involving
educational authorities, social care and mentdtlinegencies.

This study also provides us with empirical evidemdech informs the direction we need to
take when caring for children in out-of-home segf$in These children flourish more, function
better, and form life-sustaining relationships whenught up in a family setting. In this

sense more investment needs to be put into fosbeifyf care. The study has also alerted us
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to the fact that babies and infants do not thrivam institution and as such should not be
placed in one at a very tender age. Other resaldrames however have an invaluable role
to play as they transform themselves into therapextmmunities for children, who may
need more intensive care that cannot always bagedwithin the home.

As a research team working on this project, we harg much felt the responsibility that we

were shouldering when exploring the needs of carldn out-of-home care which spurred on
our commitment in carrying out this project firstdaforemost on their behalf. Taking over
parental responsibilities from children’s parentésindeed a big responsibility, which as
Tarren-Sweeney (2010) points out involves “the gfan of moral as well as legal

responsibility” (p. 623). We believe that this pessibility needs to be borne by each and
every one of us as members of a society that sttivde inclusive and caring towards all its
members. These children are also our childrendmseérve to be loved and cared for in the

best ways possible.
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