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ABSTRACT 

Influence of Adverse Childhood Experiences, Behavioral and Emotional Functioning and Social 

Context on Social Competence in the Foster Care Youth Population 

Rasheda D’Amber Jones 

As compared to the general youth population, foster care youth are particularly 

vulnerable because of the number and chronicity of adverse childhood experiences (ACEs), 

which have been associated with emotional and behavioral functioning. Social competence is 

believed to be the single most predictor of successful transition from adolescence to adulthood. 

Yet, little is known about social competence, a protective mechanism for adolescent 

development and adult maturity, in foster care youth. Within the context of the Affective Social 

Competence model, the two specific aims of this descriptive, correlational cross-sectional study 

were to describe social competence, emotional and behavioral functioning and ACEs of youth in 

foster care, taking into consideration their sociodemographic characteristics and the foster care 

context, and explore the relationship between youth’s social competence and ACEs, emotional 

and behavioral functioning, sociodemographic characteristics and the foster care context.  

The sample of 136 foster care youth was recruited from the San Francisco Bay Area 

Court Appointed Special Advocate Association. Youth completed the Interpersonal Competence 

Scale. Their Court Appointed Special Advocate completed the Child Behavior Checklist to 

assess youth’s emotional and behavioral functioning, report youth’s ACEs and provide 

information about youth’s sociodemographic characteristics and foster care context. Results 

indicate youth experienced two to three ACEs, scored slightly above the standardized norms for 

emotional and behavioral functioning, and had a moderate level of social competence, neither 
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deficient nor exceptional. Latino youth had significantly more emotional and behavioral 

problems and White and female youth had significantly lower social competence.  

Regression analysis suggests social competence was significantly related to youth’s 

sociodemographic characteristics, but not to their personal experiences nor the foster care 

context. Youth who were younger, male and African American had significantly better social 

competence. Sociodemographic distinctions appear to inform youth’s social competence. A 

tailored approach as opposed to a one-size approach may be a more precise method to improve 

social competence in the foster care youth population. Adolescent, school and public/community 

health nurses need to assess youth early in the foster care process in order to create a social 

competence profile that can be assessed over time as they transition from adolescence to 

adulthood. 
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CHAPTER I 

INTRODUCTION  

Statement of the Problem 

By the time a child enters into the foster care system, he or she has already experienced 

significant adverse childhood experiences (ACEs), having lived in high poverty, stress, crime 

and violent environments without the buffer of reliable and reachable safety nets and social 

supports (Clarkson Freeman, 2014; Kolko et al., 2010). As compared to the general population of 

youth, foster care youth are particularly vulnerable because of the number and chronicity of 

ACEs, which have been associated with emotional and behavioral functioning problems (Dorsey 

et al., 2012; Greeson et al., 2011). Social competence is believed to be the single most predictor 

of successful transition from adolescence to adulthood (Jones, Brown & Aber, 2011; Pomerantz 

& Rudolph, 2003; Stepp, Pardini, Loeber, & Morris, 2011). Yet, little is known about social 

competence, a protective mechanism for adolescent development and adult maturity, in the foster 

care youth population. Social competence involves the ability to communicate and engage 

actively and positively with peers and to build strong social relationships with others 

(Halberstadt, Denham, & Dunsmore, 2001). A majority of the social competence literature 

focuses on high-risk adolescents or adolescents in general (Fusco & Cahalane, 2015). 

The foster care youth population is a vulnerable group and their wellbeing is a significant 

public health issue. In 2013, Child Protective Services received 3.5 million referrals for child 

maltreatment (United States Department of Health and Human Services [US DHHS], 

Administration for Children and Families, Administration on Children, Youth and Families, 

Children’s Bureau, 2014). According to the most current report of the Adoption and Foster Care 

Analysis and Reporting System, California leads the nation with children who are in the foster 
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care system, one in three foster care youth lack placement stability, and African American 

children are disproportionately represented in the foster care system as compared to their 

representation in the U.S. population (US DHHS, Administration for Children and Families, 

Administration on Children, Youth and Families, Children’s Bureau, 2014). For youth who age 

out of the foster care system one in five will become homeless by age 18, half will be 

unemployed by age 24, less than three percent will earn a college degree, 71% of female youth 

will become pregnant by age 21, and one in four will experience post-traumatic stress disorder 

(US DHHS, Administration for Children and Families, Administration on Children, Youth and 

Families, Children’s Bureau, 2014).  

The establishment of identity, coping mechanisms and good judgment are core adolescent 

developmental tasks (Lerner, 1995). Stability is critical to foster care youth’s development and 

establishment of trust and bonding in interpersonal relationships with peers and adults (Wulczyn, 

Chen, & Hislop, 2007). Understanding the patterns of social competence and factors, such as 

ACEs, emotional and behavioral functioning and sociodemographic characteristics, that 

influence foster care youth’s social competence, could be useful in designing and implementing 

evidence-based programs that are tailored precisely for this population. Lack of social 

competence places youth in foster care at risk for lower educational attainment, fewer options for 

career choices, lower career aspirations, higher risk-taking behaviors, and unlikely successful 

transition from adolescence to adulthood as compared to youth in general (Fusco & Cahalane, 

2015; Pears et al., 2015). Taking into consideration foster care youth’s personal background and 

experiences, sociodemographic characteristics and the foster care context is important (Kools et 

al., 2013). Nursing’s perspective on the social competence of foster care youth is an important 

and needed contribution to the literature. 
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Purpose of the Study 

The two specific aims of this descriptive, correlational cross-sectional study were (a) to 

describe social competence, emotional and behavioral functioning, and ACEs of youth in foster 

care, taking into consideration their sociodemographic characteristics and the foster care context, 

and (b) to explore the relationship between youth’s social competence and ACEs, emotional and 

behavioral functioning, sociodemographic characteristics and the foster care context.  

Assumptions of the Study 

The following assumptions underlie the study. The study focused on social competence 

as perceived by youth in foster care as opposed to adults’ perceptions of youth’s social 

competence. Youth were presumed to be reliable informants of their social competence, 

perceptions of their social competence were presumed to be factual, and they were held 

accountable for their responses. For youth’s ACEs, emotional and behavioral functioning and 

sociodemographic characteristics, adult respondents were presumed to the more reliable 

informant. 

Organization of the Dissertation Chapters 

Chapter II is a description of the state of the science of literature related to ACEs, 

emotional and behavioral functioning and social competence among youth in foster care. In 

Chapter III, the Affective Social Competence model will be examined for its applicability as the 

theoretical underpinning of this study that aimed to describe social competence as perceived by 

youth in foster care and the influences that their emotional and behavioral functioning and ACEs 

may have on social competence, taking into consideration youth’s sociodemographic 

characteristics and the foster care context. Chapter IV is a description of the methodology 

employed to address the specific aims of the study. Included in the description are recruitment, 
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setting, variables and measures, data collection procedures, and data analyses. In Chapter V, the 

sample is described and findings are presented as to whether youth’s social competence is 

associated with ACEs and emotional and behavioral functioning, given their sociodemographic 

characteristics and the foster care context. In Chapter VI, study findings are discussed through 

the lens of the Affective Social Competence model, which posits that youth’s background, 

experiences and social context may affect their social competence (Halberstadt et al., 2001). 

Conclusions, implications for health, nursing and policy, and recommendations for further 

research are also presented. Following Chapter VI are appendices that include the research 

instruments and the approval letter from the UCSF Institutional Review Board to conduct the 

study. 
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CHAPTER II 

REVIEW OF LITERATURE 

In this chapter, a review of the state of the science related to ACEs, emotional and 

behavioral functioning and social competence among youth in foster care is presented following 

an overview of the foster care system. Discussion of the findings of the literature review, along 

with the strengths and limitations of the literature, are also presented. The chapter concludes with 

conclusions, implications and recommendations. 

Foster Care Context 

In 2013, Child Protective Services received 3.5 million referrals for child maltreatment 

(US DHHS, Administration for Children and Families, Administration on Children, Youth and 

Families, Children’s Bureau, 2014). Of the 3.5 million child maltreatment referrals, 678,932 

children were found to be victims of maltreatment: 80% of the referrals were for neglect, 18% 

for physical abuse, 9% for sexual abuse, 9% for psychological abuse, and 10% for uncategorized 

types of maltreatment, such as abandonment, threats of harm and parental substance abuse. Of 

the 678,932 children who were maltreated, 395,000 children received post-response services, of 

which 36% entered the foster care system.  

According to the most current report of the Adoption and Foster Care Analysis and 

Reporting System, there are 402,378 children in foster care in the US and the state of California 

leads the nation with 54,288 (14%) foster care children (US DHHS, Administration for Children 

and Families, Administration on Children, Youth and Families, Children’s Bureau, 2014). Forty-

eight percent of foster care children are females, 52% are males, 24% are African-Americans, 

22% are Latinos and 42% are Whites, non-Hispanic. The percentages for race and ethnicity are 

disproportionate to the ethnic and racial representation of the U.S. population, particularly for 
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African American children who are overrepresented in the foster care system. The average age of 

children in foster care is 9 years. Adolescents, 10 to 20 years, account for 46% of the foster care 

youth population, of which 21% are between 10 and 14 years and 25% are between 15 and 20 

years.  

Although guidelines vary slightly from state to state, upon entry into the foster care 

system, children are placed in five broad settings: traditional non-relative foster family care, 

kinship or relative care, group home or non-relative care, therapeutic or treatment care, and 

shared family care (US DHHS, Administration for Children and Families, Administration on 

Children, Youth and Families, Children’s Bureau, 2015). In traditional non-relative foster family 

care, children are placed with a non-relative who has been licensed with an agency. In kinship 

care, children are placed with relatives. In group home care, children are placed with non-

relatives in a group setting, usually with age mates. Therapeutic care involves placement with 

foster families who have received specific training to care for foster children with medical and/or 

behavioral needs. Shared family care involves placement in which the family (parent and child) 

are in a host home for monitoring and mentoring purposes. Forty-three percent of foster care 

children experience at least one placement change and 16% experience two or more placement 

changes within 6 months (US DHHS, Administration for Children and Families, Administration 

on Children, Youth and Families, Children’s Bureau, 2015). Of the 16% of foster care children 

who experience two or more placement changes, 18% are 13 to 17 years, 16% are 6 to 12 years, 

14% are 1 to 5 years, and 12% are less than 1 year. 

The median duration for children in foster care for the first time is 12.8 months (US 

DHHS, Administration for Children and Families, Administration on Children, Youth and 

Families, Children’s Bureau, 2013). African American children in the foster care system have the 
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longest median duration (14 months) as compared to 10 to 11 months for Hispanic and White, 

non-Hispanic children, who are more likely to be reunified with their families of origin than are 

African American children (Wulczyn et al., 2007). Moreover, foster care children placed in 

kinship care settings have longer median durations (15 months) than those placed in group home 

settings (7 to 9 months). In a cohort study of 348,695 children who entered foster care in 2000, 

Wulczyn and colleagues reported by 2005, 75% of the children had exited out of foster care: 

41% were reunited with family, 10% were adopted, 1.7% aged out of the foster care system, 3% 

were runaways and 10% died. As compared to those who were younger, children, 13 years and 

older, were less likely to exit out of the foster care system through adoption or reunite with 

relatives, and they were more likely to run away. 

Literature Review 

The methodology to conduct the literature review was guided by Whittemore and Knafl 

(2005) guidelines, which address authenticity, informational value, representativeness of sources 

and methodological quality of the studies. Several iterative searches were conducted to identify 

empirical literature related to social competence, ACEs and emotional and behavioral 

functioning with a focus on youth in the foster care context. Literature published in the English 

language within the past 10 years (2006 to 2016) was sourced from the following databases: 

PubMed, Cumulative Index to Nursing and Allied Health Literature, PsycINFO, Sociological 

Abstracts, Google Scholar, and Web of Science. Keywords or terms, used alone or in 

combination, to search the databases were adolescent, youth, children, emerging adult, foster 

care, social competence, emotional competence, ACEs, maltreatment, trauma, problem 

behaviors, and social context. Additional literature was identified by reviewing reference lists of 

published articles selected for the review. 
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The number of studies located on social competence in the foster care youth population 

was sparse. In order to include more studies, a decision was made to remove the date restriction 

and include seminal articles and articles outside of the 10-year period that made key 

contributions and are still relevant to the field. The search yielded 12 articles. The study purpose, 

research design, sample, setting, outcome variables, major findings and study limitations were 

extracted for each of the articles. Located at the end of the chapter see Table 1 for a summary of 

the studies. Findings of the literature review is discussed in three sections: (a) adverse childhood 

experiences, (b) emotional and behavioral functioning, and (c) social competence. 

Adverse Childhood Experiences 

An adverse childhood experience is “a maltreatment act or series of acts of commission 

or omission by a parent or other caregiver that results in harm, potential for harm, or threat of 

harm to a child including sexual, physical, and psychological abuse and neglect” (Leeb, 

Paulozzi, Melanson, Simon, & Arias, 2008, p. 11). The literature indicates foster care youth 

experience a high prevalence of maltreatment referrals and complex trauma exposure, defined as 

experiencing two or more traumatic events (Greeson et al., 2001), that typically result in negative 

health and social outcomes. Adverse childhood experiences can create toxic stress, which can be 

exacerbated by being in foster care. Toxic stress “alters the architecture and function of the brain 

and adversely impacts physical health, mental health, cognitive abilities, and response to 

stressors” (Forkey & Szilagyi, 2014, p. 1059). Allen and colleagues (2000) found that 87% of 

foster care youth in a large metropolitan, urban city experienced maltreatment that was 

associated with depressive symptoms, and depressive symptoms were higher among the foster 

care youth population as compared to the general population of youth. Depressive symptoms 

were less prevalent among early adolescent foster care youth (11 to 13 years) as compared to 
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preadolescent foster care youth (8 to 10 years) and middle adolescent foster care youth (14 to 16 

years). 

In a secondary analysis of the U.S. child welfare system’s database for children between 

8 and 14 years, Kolko and colleagues (2010) found that 72% of maltreatment referrals involved 

abuse perpetrated by biological parents or other relatives. The major types of maltreatment were 

neglect (59%), physical (40%), sexual (14%) and emotional (11.5%). Twelve percent of the 

sample experienced post-traumatic stress symptoms, which were significantly associated with 

violence exposure and depressive symptoms. Among the 11-to-14 year old age group, post-

traumatic stress symptoms were significantly associated with emotional maltreatment, out-of-

home placement and family instability as compared to the 8-to-10 year old age group. That is, 

older foster care youth who were emotionally abused, came from a dysfunctional family and 

received out-of-home care experienced more post-traumatic stress symptoms as compared to 

younger foster care youth.  

Similarly, in a secondary analysis of a national sample of children, birth to 6 years, in the 

U.S. child welfare system, Clarkson (2014) found that 42% of children had experienced four or 

more ACEs and more than 90% of children had experienced neglect and physical, sexual and 

psychological abuse. Odds ratios for emotional and behavioral dysfunction symptoms increased 

as the number of ACEs increased. Children with three ACEs were 4.7 times and children with 

four or more ACEs were 5 times more likely to exhibit emotional and behavioral dysfunction. 

Furthermore, children who lived in homes with caregivers who experienced domestic violence, 

had a criminal record or mental illness were more likely to exhibit emotional and behavioral 

functioning problems. Stein and colleagues (2001) found that violence exposure, even if mild in 

severity, was significantly associated with higher trauma distress symptoms in foster care youth. 
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In their study, 87% of the foster care youth had been exposed to violence during their lifetime 

and 79% of them had been exposed to violence during the past 6 months. Types of violence 

exposure included experiencing violence by a household member (33%) and witnessing violence 

involving household members (25%).  

Adverse childhood experiences appear to have lasting effects, particularly as the number 

of ACEs increase. Bruskas and Dale (2013) found in a sample of women who were in foster care 

as children, 56% experienced psychological distress, 43% depression and 29% post-traumatic 

stress disorder, indicating poor mental health outcomes. Thirty-three percent of the women 

reported eight ACEs and 23% of them reported nine or more ACEs. The average number of 

ACEs was six. 

Emotional and Behavioral Functioning 

Emotional and behavioral functioning are child behavior problems that can be 

internalizing and externalizing. Internalizing problem behaviors, are directed inward toward the 

self and can include anxiety, sadness, withdrawal and nervousness; externalizing problem 

behaviors are directed outward toward others and can include disobeying rules, aggression, 

destruction of property and truancy (Perle et al., 2013). In a secondary analysis of a national 

sample of children, birth to 21 years, in the U.S. child welfare system, Greeson and colleagues 

(2011) found that trauma (e.g., neglect and sexual and physical abuse) was a significant predictor 

for emotional and behavioral dysfunction, post-traumatic stress symptoms and trauma-related 

clinical diagnoses, particularly for adolescents living in foster care, female adolescents, older 

adolescents and adolescents who were eligible for public health insurance. Among the sample, 

70% of foster care youth experienced two or more traumatic events, 12% experienced all types 

of trauma, 22% met the DSM-IV post-traumatic stress disorder diagnostic criteria, and 86% 
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displayed clinically significant emotional and behavioral dysfunction. Furthermore, as the 

number of ACEs increased, emotional and behavioral functioning problems also increased. 

Newton and colleagues (2000) found that over time, clinically significant emotional and 

behavioral functioning problem symptoms in foster care youth increased as unstable and multiple 

foster care placements increased. Over a 1-year period, the total number of foster care 

placements ranged from one to 15. Externalizing emotional and behavioral problems (e.g., 

disobeying rules, physical aggression or threatening others) were the strongest predictor of foster 

care placement changes. For youth in therapeutic or treatment foster care, traumatic events 

(neglect and child abuse) were associated with lower levels of internalizing emotional and 

behavioral problems related to interpersonal and intrapersonal strengths (Dorsey et al, 2012). In 

Dorsey and colleagues’ study, 93% of youth had been exposed to at least one type of trauma and 

49% of them had been exposed to at least four types of trauma. Types of trauma included 

emotional (85%), witnessing domestic violence (65%), sexual abuse (50%), physical abuse 

(50%), neglect (50%), death or incarceration of a parent (50%), community violence (18%), 

violent death of a loved one (15%), serious accident/injury (12%), and severe illness (11%).  

Social Competence 

In an ethnically and racially diverse sample of children in the Pennsylvania database of 

child welfare agencies, Fusco and Cahalane (2015) found similar rates of socioemotional 

problems among children placed in kinship care (39%) and children placed in a foster care 

family (44%). A significantly greater percentage of children with mental health problems were 

placed in kinship care; whereas, a significantly greater percentage of children who lived in 

homes with intimate partner violence were placed in a foster care family. Socioemotional 

problems were three times higher if the child had been in the neonatal intensive care unit or 
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referred for neglect and two times higher if the child’s caregiver had a substance use problem. 

Moreover, biracial children in kinship care were twice as likely to have socioemotional problems 

as compared to other racially and ethnically diverse children in both foster care family and 

kinship care placements. 

In a prospective, longitudinal study of mostly Caucasian children, kindergarten through 

second grade, living in the Pacific Northwest, Pears and colleagues (2015) found that social-

emotional competence was less likely in foster care children as compared to children who lived 

with their biological parents and had never experienced maltreatment. As compared to children 

who lived with their biological parents, foster care children were 3.28 times more likely to 

change schools, which often co-occurred with a placement change, were 4.49 times more likely 

to move during the school year, 4.08 times more likely to change districts, and 2.75 times more 

likely to make long-distance moves. In addition to experiencing more school moves and 

concomitant placement changes, foster care children were more likely to have poorer learning 

skills, academic performance and socio-emotional competence and more behavior problems. 

Using a database of a random sample of high-risk adolescent males enrolled in public 

schools in Denver, Pittsburg and Rochester, Stepp and colleagues’ (2011) secondary analysis 

revealed that higher social competence predicted lower delinquency, higher educational 

attainment and higher academic achievement over time. As the boys progressed developmentally 

from adolescence (age 13) to young adulthood (age 25), the growth in social confidence from 

early childhood resulted in later improvements in social problem-solving skills and ability to 

build healthy relationships with peers as emerging adults.  

In a prospective, longitudinal study, Pomerantz and Rudolph (2003) examined the 

process by which emotional distress (depression and anxiety symptoms) contributed to 
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competence estimation in third and fourth grade students in the Midwest. Over a 1-year period, 

students who experienced emotional distress had lower self-esteem, which resulted in a negative 

view of themselves and their social context as well as an underestimation of their academic 

performance and social competence, which in turn, affected negatively their academic 

achievement and social interactions. 

Social competence may be a protective mechanism for foster care youth (Bavarian et al., 

2016). Results of a 2-year prospective, longitudinal study revealed that inner-city children 

enrolled in public schools in New York City and who received a social-emotional-developmental 

learning and literacy intervention exhibited less hostile attributional biases, less aggressive 

interpersonal negotiation strategies, less aggressive behavior, less depressive symptoms, less 

attention deficit hyperactivity disorder symptoms, and more social competence as compared to 

control group children (Jones et al., 2011). Although gender and race differences were reported 

at the baseline assessment, Jones and colleagues did not report whether there were gender and 

racial differences post-intervention. At baseline, girls had significantly lower aggression and 

attention deficit hyperactivity disorder symptoms and higher social competency and academic 

skills than did boys; and, African American children had significantly higher aggression and 

lower social competency skills than did White, non-Hispanic children. 

Discussion 

The literature review indicates clearly the negative patterns and consequences of ACEs 

for the foster care youth population and the challenges they may face as a result of ACEs as they 

transition from adolescence to adulthood. Patterns of ACEs in the foster care youth population 

include maltreatment (neglect, physical, sexual, emotional and psychological abuse), exposure to 

violence and living in a dysfunctional family with caregivers who experience domestic violence 
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and have a criminal record and/or mental illness (Allen et al., 2000; Clarkson Freeman, 2014; 

Dorsey et al., 2012; Kolko et al., 2010; Stein et al., 2001). The consequences of ACEs for foster 

care youth included emotional and behavioral problems, post-traumatic stress symptoms, trauma-

related clinical diagnoses, and depression (Allen et al., 2000; Greeson et al., 2011; Kolko et al., 

2010; Stein et al., 2001). Older foster care youth, those who were in therapeutic foster care and 

those who experienced unstable and multiple foster care placements were at greater risk for the 

consequences of ACEs as compared to other foster care youth who had fewer foster care 

placements and were placed in kinship care (Dorsey et al., 2012; Greeson et al., 2011; Newton et 

al., 2000). The more ACEs foster care youth experienced, the greater the consequences of ACEs 

(Clarkson Freeman, 2014). As foster care adolescent females became adult women, increased 

number of ACEs was significantly associated with increased depression, psychological distress, 

post-traumatic stress disorder and an inability to adapt in adulthood (Bruskas & Dale, 2013). 

The little that is known about social competence in the foster care youth population is 

that social competence may be a protective mechanism for emotional and behavioral functioning 

and may help foster care youth lead productive lives as adults; however, social competency skills 

have been found to be less prevalent in foster care youth than it is in the general population of 

youth. Fusco and Cahalane (2015) found that youth in foster care who had been in neonatal 

intensive care, referred for maltreatment, caregiver had a substance use problem, were biracial, 

and/or experienced more unstable and multiple placement changes had lower social competence 

as compared to other foster care youth. A majority of the social competence literature focused on 

high-risk adolescents or adolescents in general and not necessarily the foster care youth 

population. In those studies, adolescents with higher social competency had lower peer 

delinquency, higher educational attainment and academic achievement, better self-esteem, lower 
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emotional distress, such as depression and anxiety, and less hostility, aggressiveness and 

attention deficit hyperactivity (Bavarian et al., 2016; Jones et al., 2011; Pears et al., 2015; 

Pomerantz & Rudolp, 2003; Stepp et al., 2011). Racial differences were noted; African 

American youth had significantly higher aggression and social competency insufficiency as 

compared to White, non-Hispanic youth (Jones et al., 2011). 

Limitations and Strengths of the Studies 

All 12 studies were quantitative research designs (see Table 1). Seven studies involved 

primary research, three of which were descriptive, cross-sectional (Allen et al., 2000; Dorsey et 

al., 2012; Stein, 2001) and four studies were prospective, longitudinal (Jones & Aber, 2011; 

Newton et al., 2000; Pears et al., 2015; Pomerantz & Rudolph, 2003). Five studies involved 

secondary analysis of national child and adolescent databases (Clarkson Freeman, 2014; Fusco & 

Cahalane, 2015; Greeson et al., 2011; Kolko et al., 2010; Stepp et al., 2011). A major limitation 

of the descriptive, cross-sectional design is that variables are assessed at one point in time as 

opposed to multiple assessments over time, which may have shown cause-and-effect trends 

(Burns & Grove, 2011). None of the studies were underpinned by a theoretical or conceptual 

framework.  

Although the social competence construct was not defined theoretically or conceptually, a 

majority of the studies assessed and operationalized social competence using the same or a 

similar well-established, psychometrically sound age-appropriate measure, which strengthened 

internal validity and enabled social competence comparisons across studies. More than 10 years 

have passed since four of the articles were published (Allen et al., 2000; Newton et al., 2000; 

Pomerantz & Rudolph, 2003; Stein et al., 2001). The findings of these studies, however, were 

similar to more recently published studies. Another threat to internal validity of a majority of the 
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studies was data were reported by parents, guardians, caregivers or teachers, who may not 

represent the perspectives of youth and may have contributed to recall bias and underreporting or 

overreporting. Three studies collected data from youth (Pomerantz et al., 2003; Stein et al., 2001; 

Stepp et al., 2011), who may have been subjected to recall bias and social desirability. The mean 

age of youth ranged from 23 months to 15 years, which may explain the variability of the types 

of adults reported to have provided data across the studies. 

With the exception of one study that used random sampling (Stepp et al., 2011), 

convenience sampling was the sampling strategy used for a majority of the studies, another threat 

to internal validity. A majority of the studies included relatively large samples of youth, which 

strengthened the external validity and generalizability of the findings. Sample sizes of the 

primary research studies ranged from 177 to 1,184 and ranged from 932 to 2,251 for the 

secondary research studies. Sample profiles included children from birth to adolescence who 

were from diverse racial and ethnic groups living primarily in large, urban settings in the US. In 

relation to their representation within the U.S. population, African American youth were 

overrepresented in a majority of the studies. Eleven studies were comprised of youth exclusively 

in the child welfare system, two studies were comprised of at-risk or high-risk youth (Jones et 

al., 2011; Stepp et al., 2011), and one study was comprised of a general sample of youth 

(Pomerantz & Rudolph, 2003). Studies included in the literature review were a relatively good 

representation of the foster care youth population, despite a sparse and relatively dated extant 

literature. 

Conclusions, Implications and Recommendations 

Understanding the patterns and the factors that influence foster care youths’ social 

competence, such as ACEs, emotional and behavioral functioning and sociodemographic 
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characteristics, could be useful in designing and implementing evidence-based programs that are 

tailored specifically for foster care youth, who typically grow up in a context that seems to 

provide little stability for them. The transition from adolescence to adulthood for youth in foster 

care appears to be a challenge. Much of the foster care youth literature sampled urban 

adolescents. Youth in foster care who live in rural areas need to be explored. A majority of the 

foster care youth studies were primarily quantitative research designs. Qualitative research 

approaches would allow for in-depth exploration and collection of rich data for analysis that 

detail not only the lived experiences of foster care youth, but also considers the complex 

situational and structural contexts in which youth in foster care live. The foster care youth 

population is a vulnerable group and their wellbeing is a significant public health issue. 

Nursing’s perspective on the wellbeing of foster care youth is important, is a needed contribution 

to the literature, and is recommended for future research, practice and policy. 
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Table 1 

Summary of the Studies included in the Literature Review (n = 12) 

Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

ADVERSE CHILDHOOD EXPERIENCES 

Authors: 
Dorsey, 
Burns, 
Southerland, 
Cox, 
Wagner, & 
Farmer 
(2012) 
  
Title: Prior 
trauma 
exposure for 
youth in 
treatment 
foster care 
  
Journal: 
Journal of 
Child and 
Family 
Studies 

Purpose: 
Examine the 
relationship 
between 
trauma 
exposure and 
emotional and 
behavioral 
outcomes 
  
Design: 
Descriptive, 
correlational, 
cross-sectional 
  
Sample: n = 
229; Mage: 13 
years; 76% 
African 
Americans; 
45% females 
  
Setting: 14 
treatment 
foster care 
homes 

Trauma exposure 
& symptoms: UCLA 
Trauma Event 
Inventory of 
Posttraumatic Stress 
Disorder Reaction 
Index; 20 items rated 
on a 4-point scale: 0 
(none of the time) to 
3 (most of the time). 
Higher score 
indicates greater 
exposure to neglect 
and abuse. Score ≥38 
matches DSM-IV 
posttraumatic stress 
disorder diagnostic 
criteria 
  
Emotional and 
behavioral 
functioning: 
Behavior & 
Emotional Rating 
Scale; 52 items; 5 
subscales 
(interpersonal 
strength, family 
involvement, 
intrapersonal 
strength, school 
functioning, affective 
strength). Response 
options range from 0 
to 3; higher score 
indicates better 
functioning. 

Trauma exposure 
and symptoms: 
· 93% exposed to 
≥ 1 type of trauma; 
49% exposed to ≥ 
4 types of trauma 
· 85% emotional; 
65% witnessed 
domestic violence; 
50% sexual abuse; 
50% physical 
abuse; 50% 
neglect; 50% death 
or incarceration of 
a parent; 18% 
community 
violence; 15% 
violent death of a 
loved one; 12% 
serious 
accident/injury; 
11% severe illness 
  
Emotional and 
behavioral 
functioning: 
Traumatic events 
(child abuse and 
neglect) were 
associated with 
lower levels of 
emotional and 
behavioral 
functioning 
(interpersonal and 
intrapersonal 
strengths) 

Limitations: 
· Convenience 
sample 
· Measures 
reported by 
foster care 
parents 
· Temporal and 
causality 
relationships 
between trauma 
exposure and 
emotional and 
behavioral 
functioning 
cannot be 
assumed 
· Trauma 
exposure and 
symptoms were 
unknown for 
20% of sample 
· No theoretical 
framework 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

Cronbach’s α ≥ .80 

Authors: 
Greeson, 
Briggs, 
Kisiel, 
Layne, Ake, 
Ko, Howard, 
Pynoos, 
Fairbank 
(2011) 
 
Title: 
Complex 
trauma in 
children and 
adolescents 
placed in 
foster care: 
Findings 
from the 
National 
Child 
Traumatic 
Stress 
Network 
  
Journal: 
Psychiatric 
Annals 

Purpose: 
Assess the 
trauma 
histories and 
associated 
psychosocial 
consequences 
for youth in 
child serving 
systems 
 
Design: 
Secondary 
analysis of the 
National 
Center for 
Child 
Traumatic 
Stress Core 
Dataset 
(Spring 2004 
and Fall 2010) 
  
Sample: n = 
2,251; Mage: 
9.5 years (0-21 
years); 52% 
females; 39% 
Blacks; 54% in 
foster care 
  
Setting: 56 
sites within the 
U.S. child 
welfare system 

Trauma exposure 
& symptoms: UCLA 
Trauma Event 
Inventory of 
Posttraumatic Stress 
Disorder Reaction 
Index; 20 items rated 
on a 4-point scale: 0 
(none of the time) to 
3 (most of the time). 
Higher score 
indicates greater 
exposure to neglect 
and abuse. Score ≥38 
matches DSM-IV 
posttraumatic stress 
disorder (PTSD) 
diagnostic criteria 
  
Child behavior: 
Child Behavior 
Checklist; 113 items; 
3-point response 
scale (0 = absent,1 = 
sometimes, 2 = 
often); 2 subscales 
(externalizing and 
internalizing); Score 
≥ 60 is clinically 
significant; higher 
score indicates more 
clinical symptoms 

Trauma exposure 
and symptoms: 
70% experienced 
≥2 traumatic 
events; 12% 
experienced all 
types of trauma; 
22% met the 
DSM-IV PTSD 
diagnostic criteria 
  
Child behavior: 
37% displayed 
clinically 
significant 
internalizing child 
behavior 
symptoms; 49% 
displayed 
clinically 
significant 
externalizing child 
behavior 
symptoms 
· Trauma (≥2 
events) was a 
significant 
predictor for 
internalizing child 
behavior 
symptoms, PTSD 
symptoms, and 
having at least one 
trauma-related 
clinical diagnosis 
· Odds of having 
internalizing child 
behavior 
symptoms were 
higher for girls, 
older youth, foster 

Limitations: 
· Measures 
reported by 
multiple 
informants 
(youth, 
caregivers, 
parents and 
other relatives) 
· No theoretical 
framework 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

care residence, 
public insurance 
eligibility 
· Odds of having 
PTSD symptoms 
were 1.5x (53% 
increase) higher 
for youth with ≥2 
trauma events 
· Odds of having 
≥1 trauma-related 
clinical diagnosis 
were 1.2x (21% 
increase) higher 
for youth with ≥2 
trauma events 

Authors: 
Stein, Zima, 
Elliot, 
Burnam, 
Shahinfar, 
Fox, & 
Leavitt 
(2001) 
  
Title: 
Violence 
exposure 
among 
school-age 
children in 
foster care: 
Relationship 
to distress 
symptoms 
  
Journal: 
Journal of 
American 
Academy of 
Child and 
Adolescent 

Purpose: 
Describe 
violence 
exposure and 
trauma distress 
symptoms in 
school-age 
children in 
foster care 
  
Design: 
Descriptive, 
cross-sectional 
  
Sample: n = 
330; Mdage: 8 
years; 53% 
females; 33% 
Latinos; 31% 
African 
Americans; 
18% White; 
27.5% other 
ethnic/ racial 
groups 
  

Violence exposure: 
Violence Exposure 
Scale for Children-
Revised; 23 items in 
a cartoon format that 
assesses 13 types of 
violence; response 
options range from 1 
(never) to 4 (lots of 
time); higher score 
indicates more 
violence exposure; 
Cronbach’s α: .72-
.86 
  
Trauma distress: 
how often Levonn, a 
cartoon character, 
experienced trauma. 
Response options 
were never, 
sometimes, or lots of 
times. Test-retest 
reliability: .81 

Violence 
exposure: 87% 
exposed to 
violence during 
their lifetime; 79% 
during past 6 
months; 25% 
witnessed violence 
involving 
household 
members; 33% 
reported violence 
perpetrator was a 
household 
member; 93% 
mild violence 
exposure, with 
48% reporting 
exposure occurred 
“lots of times” 
  
Trauma distress: 
children exposed 
to weapon or 
assaultive violence 
and children 

Limitations: 
· Convenience 
sample 
· Measures 
reported by 
foster parents 
and caretakers 
· No reported 
comparisons 
between adult 
informants and 
children’s 
responses, which 
were also 
assessed 
· Generalization 
limited to one 
large 
metropolitan 
county in the 
West 
· No theoretical 
framework 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

Psychiatry Setting: Foster 
care (out-of-
home 
placements) in 
Los Angeles 
County 
Department of 
Children and 
Family 
Services 

exposed to mild 
violence were 
significantly more 
likely to have 
higher levels of 
trauma distress 

Author: 
Clarkson 
Freeman 
(2014) 
  
Title: 
Prevalence 
and 
relationship 
between 
adverse 
childhood 
experiences 
(ACEs) and 
child 
behavior 
among 
young 
children 
  
Journal: 
Infant 
Mental 
Health 
Journal 

Purpose: 
Examine the 
relationship 
between ACEs 
and child 
behavior 
among young 
children 
  
Design: 
Secondary 
analysis of data 
from the 
National 
Survey of Child 
and Adolescent 
Well-Being 
(October 1999 
to December 
2000) 
  
Sample: n = 
1,670; Mage: 3 
years (birth to 
6 years) 
  
Setting: U.S. 
child welfare 
system in 96 
counties, 
representing 36 
states 

ACEs: Conflict 
Tactics Scale-
Parent-Child; 35 
items; 5 subscales 
(nonviolent 
discipline, 
psychological 
aggression, physical 
assault, child neglect, 
and sexual abuse); 
also assesses 
household 
dysfunction 
(caregiver 
depression, 
substance use, 
domestic violence 
and criminality); 
scores can range 
from 0 (fewest/ best) 
to 8 
(maximum/worse) to 
form an adversity 
index 
  
Child behavior: 
Child Behavior 
Checklist; 113 items; 
3 point response 
scale (0 = absent,1 = 
sometimes, 2 = 
often); 2 subscales 

ACEs: 42% 
reported ≥4; 27% 
reported ≥3; 17% 
reported ≥2 ACEs, 
and 8.4% reported 
at least one ACE 
· 95% experienced 
physical and 
psychological 
abuse; 99% 
experienced sexual 
and psychological 
abuse; 93% 
experienced 
neglect and 
psychological 
abuse 
  
Child behavior: 
Children 
neglected, sexually 
abused, or abused 
psychologically 
experienced 
significantly 
higher presence of 
internalizing, 
externalizing and 
overall child 
behavior 
symptoms 
· Children whose 

Limitations: 
· Data limited to 
children residing 
in the home 
· Measures 
reported by 
caregivers 
· Temporal and 
causality 
relationships 
between ACEs 
and child 
behavior cannot 
be assumed 
· Significant 
missing data 
· No theoretical 
framework 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

(externalizing and 
internalizing); Score 
≥ 60 is clinically 
significant; higher 
score indicates more 
clinical symptoms 

caregivers had a 
history of mental 
illness were more 
likely to have a 
higher presence of 
overall child 
behavior 
symptoms 
· Children who 
lived in homes 
with a history of 
domestic violence 
or caregiver had a 
criminal history 
were more likely 
to have 
externalizing child 
behavior 
symptoms 
· Children with 
three ACEs were 
4.7x more likely to 
have internalizing 
child behavior 
symptoms 
· Children with ≥4 
ACEs were almost 
5x more likely to 
have internalizing 
child behavior 
symptoms and 
3.6x more likely to 
have overall child 
behavior 
symptoms 

Authors: 
Kolko, 
Hurlburt, 
Zhang, 
Barth, 
Leslie, & 
Burns 

Purpose: 
Determine the 
prevalence of 
posttraumatic 
stress (PTS) 
symptoms in 
children 

Maltreatment: 
Maltreatment 
Classification Scale; 
child welfare worker 
identified current and 
past neglect and 
abuse (physical, 

Maltreatment: 
72% of 
maltreatment 
referrals involved 
at least one type of 
abuse or neglect; 
24% involved two 

Limitations: 
· Maltreatment 
complaints 
based on 
allegations; not 
substantiated 
· No theoretical 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

(2010) 
  
Title: Post-
traumatic 
stress 
symptoms in 
children and 
adolescents 
referred for 
child welfare 
investigation 
  
Journal: 
Child 
Maltreatmen
t 

  
Design: 
Secondary 
analysis of data 
from the 
National 
Survey of Child 
and Adolescent 
Well-Being 
(October 1999 
to December 
2000) 
  
Sample: n = 
1,848; 8-14 
years; 53% 
females; 46% 
Caucasians; 
30% African 
Americans; 
15% 
Hispanics; 
8.8% 
multiethnic 
  
Setting: U.S. 
child welfare 
system; 96 
counties 
representing 36 
states; 12% 
out-of-home 
placement; 
88% at home 
with permanent 
caregiver 

sexual & emotional) 
  
PTS symptoms: 
Trauma Symptom 
Checklist; 10 items; 
score >64 indicates 
greater PTS 
 
Violence exposure: 
Violence Exposure 
Scale for Children-
Revised; 23 items in 
a cartoon format that 
assesses 13 types of 
violence; response 
options range from 1 
(never) to 4 (lots of 
time); higher score 
indicates more 
violence exposure 
  
Depressive 
symptoms: Child-
hood Depression 
Inventory; 27 items; 
3-point response 
scale (0 = absence of 
symptom, 1 = mild 
symptoms, 2 = 
definite symptoms); 
score range: 0-54; 
higher score 
indicates greater 
severity of 
depressive 
symptoms; published 
norm is 9; Score ≥19 
indicates clinical 
depression; 
Cronbach’s α = .88 
  
Family risk: 15 
items about child’s 

types of abuse or 
neglect; the 
remainder 4% 
involved three 
types of abuse or 
neglect 
· Type of 
maltreatment: 
physical (40%), 
neglect (59%), 
sexual (14%) and 
emotional (11.5%) 
· Perpetrators were 
mainly biological 
parents and other 
relatives 
  
PTS symptoms: 
12% reported a 
heightened level of 
PTS symptoms, 
which was 
associated with 
violence exposure 
(witnessing and 
victimization in 
the home) and 
depressive 
symptoms 
  
· Among 
adolescents (11-14 
years), heightened 
PTS symptoms 
were associated 
with out-of-home 
placement, family 
risk, and emotional 
maltreatment 

framework 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

permanent primary 
care-giver’s 
functioning: drug 
and alcohol; 
cognitive, physical 
and intellectual; 
history of parental 
abuse and neglect; 
parenting skills; 
household problems 
(e.g., monetary, 
domestic violence, 
social support) 

Authors: 
Allen, 
Combs-
Orme, 
McCarter & 
Grossman 
(2000) 
 
Title: Self-
reported 
depressive 
symptoms in 
school-age 
children at 
the time of 
entry into 
foster care 
  
Journal: 
Ambulatory 
Child Health 
  

Purpose: 
Determine 
prevalence of 
depressive 
symptoms in 
children at the 
time of entry 
into foster care 
Design: 
Descriptive, 
cross-sectional 
  
Sample: n = 
160; Mage: 12 
years (8-16 
years); 50% 
females; 83% 
African 
Americans; 
14% 
Caucasians; 
3% Hispanics 
  
Setting: Foster 
care in 
Baltimore, 
Maryland 

Depressive 
symptoms: Child-
hood Depression 
Inventory; 27 items; 
3-point response 
scale (0 = absence of 
symptom, 1 = mild 
symptoms, 2 = 
definite symptoms); 
scores can range 
from 0-54; higher 
score indicates 
greater severity of 
depressive 
symptoms; published 
norm is 9; Score ≥19 
indicates clinical 
depression; 
Cronbach’s α =. 84 
for males and .87 for 
females 

· 87% of foster 
care youth 
experienced 
maltreatment 
· Foster care youth 
had more 
depressive 
symptoms as 
compared to the 
published norms 
for general youth 
population 
· Foster care 
youth, 8-10 years 
and 14-16 years, 
had more 
depressive 
symptoms 
compared to foster 
care youth 11-13 
years 

Limitations: 
· Convenience 
sample 
· Measures 
reported by 
caretakers 
· Generalization 
limited to one 
large 
metropolitan city 
in the eastern US 
· No theoretical 
framework 

Authors: Purpose: Child behavior: · At baseline, 58% Limitations: 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

Newton, 
Litrownik, & 
Landsverk 
(2000) 
  
Title: 
Children and 
youth in 
foster care: 
Disentanglin
g the 
relationship 
between 
problem 
behaviors 
and number 
of 
placements 
  
Journal: 
Child Abuse 
& Neglect 

Examine the 
relationship 
between 
change in 
placement and 
problem 
behaviors 
among children 
in foster care 
  
Design: 
Prospective, 
longitudinal 
  
Sample: n = 
415; Mage: 6 
years (birth to 
17 years); 47% 
males; 17% 
Caucasians; 
17% 
Hispanics; 
35% African 
Americans; 
2.4% other 
racial/ethnic 
groups 
  
Setting: Foster 
care in San 
Diego, 
California 
  
  
  

Child Behavior 
Checklist; 113 items; 
3-point response 
scale (0 = absent,1 = 
sometimes, 2 = 
often); 2 subscales 
(externalizing and 
internalizing); score 
≥ 60 is clinically 
significant; higher 
score indicates more 
clinical symptoms 

of foster care 
children had and 
42% of them did 
not have clinically 
significant child 
behavior 
symptoms 
· Over a 1-year 
period, total 
number of foster 
care placement 
changes ranged 
from 1 to 15 
· Over a 1-year 
period, Unstable 
and multiple 
placements were 
significantly 
associated with 
child behavior 
symptoms; 
externalizing child 
behavior 
symptoms were 
the strongest 
predictor of foster 
care placement 
changes 

· Convenience 
sample 
· Measures 
reported by 
multiple adult 
informants 
· Temporal 
precedence in a 
longitudinal 
study does not 
ensure causation 
· Generalization 
limited to one 
large 
metropolitan 
area in the 
western US 
· No theoretical 
framework 

SOCIAL COMPETENCE 

Authors: 
Stepp, 
Pardini, 
Loeber, & 
Morris 

Purpose: 
Examine social 
competence as 
a resilient 
factor for peer 

Child behavior: 
Child Behavior 
Checklist (CBCL); 
113 items; 3-point 
response scale (0 = 

· At age 13, low 
academic 
achievement was 
not associated with 
peer delinquency 

Limitations: 
· Child behavior 
and social 
competence 
measures 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

(2011) 
  
Title: The 
relation 
between 
adolescent 
social 
competence 
and young 
adult 
delinquency 
and 
educational 
attainment 
among at-
risk youth: 
The 
mediating 
role of peer 
delinquency 
  
Journal: 
Canadian 
Journal of 
Psychiatry 

delinquency 
among at-risk 
adolescent 
males 
  
Design: 
Secondary 
analysis of data 
from the 
Pittsburgh 
Youth 
Longitudinal 
Study 
  
Sample: n = 
257 males 
followed from 
13 to 25.5 
years; 58% 
Caucasians; 
42% lower-
middle class; 
random sample 
  
Setting: Public 
schools in 
Denver, 
Pittsburgh, and 
Rochester 

absent,1 = 
sometimes, 2 = 
often); 2 subscales 
(externalizing and 
internalizing); score 
≥ 60 is clinically 
significant; higher 
score indicates more 
clinical symptoms 
· Teacher’s Report 
Form (TRF):  
parallel form to the 
CBCL; child’s 
teacher assesses 
child behaviors, 
academic 
performance and 
adaptive functioning; 
8 items rated on a 3-
point response scale: 
0 (very true) to 2 (not 
true); Cronbach’s α 
=. 85 
  
Social competence: 
composite score of 
CBCL and TRF, 
categorized as very 
true, sometimes, or 
not true; Cronbach’s 
α = .85 
  
Peer delinquency: 
Delinquency Scale; 
6-point response 
scale: 0 (none of my 
peers) to 5 (all of my 
peers). Cronbach’s α 
=. 88. Delinquency 
seriousness 
categorized as none, 
minor, moderate, 
serious, or multiple 

(r = .12, p = .07), 
but it was 
inversely 
associated with 
social competence 
(r = -.61, p < .001) 
· At age 13, 88% 
engaged in some 
form of peer 
delinquency, of 
which 35% were 
minor, 28% 
moderate, 20% 
serious, and 5% 
multiple acts 
· Higher social 
competence 
predicted lower 
peer delinquency, 
higher educational 
attainment and 
higher academic 
achievement from 
adolescence (age 
13) to young 
adulthood (age 25) 

reported by 
teachers; other 
measures 
reported by 
youth 
· Temporal 
precedence in a 
longitudinal 
study does not 
ensure causation 
· Generalization 
limited to high-
risk males in 
public schools in 
the Midwest 
· No theoretical 
framework 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

serious acts 
  
Educational 
attainment: grade 
level achieved 
(elementary to 
college and beyond) 
  
Academic 
achievement: Youth 
Self Report; rated on 
a scale from 0 
(failing) to 3 (above 
average) 

Authors: 
Jones, 
Brown, & 
Aber (2011) 
  
Title: Two-
year impacts 
of universal 
school-based 
social-
emotional 
and literacy 
interventions
: An 
experiment 
in 
translational 
research 
  
Journal: 
Child 
Development 

Purpose: 
Describe the 
impacts of a 
social-
emotional 
develop-mental 
learning and 
literacy 
intervention on 
children’s 
social-
cognitive 
processes, 
social 
emotional 
symptomatolog
y, aggressive 
and socially 
competent 
behavior, and 
academic 
functioning 
  
Design: 2-year 
prospective, 
longitudinal 
across 5 time 
points 

Social cognitive 
processes 
· Hostile attribution 
bias: Home 
Interview 
Questionnaire 
(child); 6 vignettes 
that depict 
ambiguous but 
provocative social 
scenarios in which 
children select one of 
four possible casual 
attributions regarding 
the intent of the 
provocateur. Intent 
categorized as 
benign/accidental or 
hostile/ purposeful; 
Cronbach’s α = .76-
.81 
· Aggressive 
interpersonal 
negotiation 
strategies: Home 
Interview 
Questionnaire 
(child). Following 

· At baseline, girls 
had significantly 
lower aggression 
and attention 
deficit 
hyperactivity 
disorder symptoms 
and higher social 
competency and 
academic skills 
· At baseline, 
Black children had 
significantly 
higher aggression 
and lower social 
competency skills 
compared to 
Caucasian children 
· As compared to 
control group 
children, 
intervention group 
children exhibited 
less hostile 
attributional 
biases, less 
aggressive 
interpersonal 

Limitations: 
· 
Implementation 
variability of 
intervention 
across schools 
· Measures 
reported by 
teachers 
· Temporal 
precedence in a 
longitudinal 
study does not 
ensure causation 
· Generalization 
limited to inner 
city elementary 
public schools in 
New York City 
· Differences by 
gender and 
race/ethnicity 
not reported 
· No theoretical 
framework 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

(baseline, fall 
2004 & spring 
2005 of 3rd 
grade, and fall 
2005 & spring 
2006 of 4th 
grade) 
  
Sample: n = 
1,184; 49% 
males; Mage: 8 
years; 46% 
Latinos; 41% 
Blacks; 4% 
Caucasians; 
9% other 
racial/ethnic 
groups; 53% 
single-parent 
households; 
15% parents 
unemployed; 
31% parents 
less than a high 
school; 62% at 
or below 100% 
federal poverty 
level 
  
Setting: 18 
public New 
York City 
inner-city 
elementary 
schools 
  
Intervention: 
4Rs program: 
reading, 
writing, respect 
and resolution 
  
Intervention 

the vignettes and 
casual attributions, 
children choose one 
of four strategies—
three are 
nonaggressive/benig
n and one is 
aggressive/hostile; 
Cronbach α = .89-.91 
· Normative beliefs 
about aggression: 
Normative Beliefs 
about Aggression 
Scale; 12 items; 
response options: 1= 
low normative 
beliefs (use of 
aggression is 
“perfectly OK”) to 4 
= high normative 
beliefs (use of 
aggression is “really 
wrong”); Cronbach α 
= 85-.92 
  
Social-emotional 
symptoms: Child 
Attention Deficit 
Hyperactivity 
Disorder Symptoms 
(teacher); 9 items; 4-
point response scale: 
1 (never) to 4 
(almost always); 
Cronbach α = .91-.92 
  
Depressive 
symptoms: 
Diagnostic Interview 
Schedule for 
Children Predictive 
Scales; response 
options: yes or no; 

negotiation 
strategies, less 
aggressive 
behavior, less 
depressive and 
attention deficit 
hyperactivity 
disorder 
symptoms, and 
more social 
competence 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

group: 9 
schools (n = 
630 children) 
  
Control 
group: 8 
schools (n = 
554 children) 

Cronbach α = .49-.86 
  
Aggressive and 
prosocial fantasies: 
What I Think; 6 
items; 3-point 
response scale from 
0 (no) to 2 (a lot); 
Cronbach α = .59-.74 
  
Aggressive and 
prosocial child 
behavior: 
Behavioral 
Assessment System 
for Children 
(teacher) 
  
Child social 
competence: Social 
Competence Scale 
(teacher); 18 items; 2 
subscales (prosocial 
behaviors & 
emotional 
regulation); 
Cronbach α = .97 
  
Academic 
functioning: 
Academic Skills 
(teacher); 9 items on 
language and literacy 
skills, knowledge, 
and behaviors; 5-
point response scale 
range from 1 (not 
yet) to 5 (proficient); 
Cronbach α = .96-.97 
  
Math & reading 
achievement: child’s 
score on New York 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

state standardized 
assessment test 

Authors: 
Pears, Kim, 
Buchanan, & 
Fisher 
(2015) 
  
Title: 
Adverse 
consequence
s of school 
mobility for 
children in 
foster care: 
A 
prospective 
longitudinal 
study 
  
Journal: 
Child 
Development 

Purpose: 
Examine 
whether the 
number of 
school moves 
influence 
behavior 
problems and 
learning in 
foster care 
children 
  
Design: 
Prospective, 
longitudinal 
study of 
children in 
kindergarten 
through second 
grade 
  
Sample: 
Foster care 
group (n = 
117); 54% 
males; 1% 
African 
Americans; 6% 
Native 
Americans 
  
Comparison 
group (n = 60); 
living in home 
with biological 
parent; no 
history of 
maltreatment; 
51% males, 
78% 

School mobility: 
school moves 
categorized as: no 
change in school or 
placement, change in 
either school or 
placement, same 
school & new 
placement, or new 
school and new 
placement. 
Transition move 
categorized as within 
same district or 
among the three 
districts, and whether 
move occurred 
during the school 
year 
  
Behavior problems: 
Seattle Personality 
Questionnaire 
(conduct problems 
subscale); completed 
by child; Cronbach’s 
α = .72. 
· Loneliness and 
Social 
Dissatisfaction 
Question for Young 
Children; completed 
by teacher; 
aggression subscale: 
items (Cronbach’s α 
= .83) and 
disruptiveness 
subscale: 3 items 
(Cronbach’s α = .86) 
  

· Foster care 
children made 78 
more school 
moves (3.28 times 
higher) than 
comparison group 
children 
· A majority (78%) 
of the 105 school 
moves for foster 
care children co-
occurred with a 
placement change; 
it was 11.83 times 
more likely that a 
school move 
during the school 
year involved a 
placement change 
for foster care 
children 
· About half of 
transitions 
occurred during 
the school year for 
foster care 
children (4.49 
times higher), 
while only 19% of 
transitions during 
the school year 
occurred for 
comparison group 
children 
· Foster care 
children were 4.08 
times more likely 
to change districts 
than were 
comparison group 

Limitations:  
· Measures 
reported by 
teachers 
· Temporal 
precedence in a 
longitudinal 
study does not 
ensure causation 
· Generalization 
limited to 
Caucasian 
children living 
in the Pacific 
Northwest 
· No theoretical 
framework 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

Caucasians, 
6% African 
Americans; 7% 
Native 
Americans 
  
Setting: 
Pacific 
Northwest 

Emotional 
regulation: Emotion 
Regulation Checklist 
(lability/ negativity 
subscale); 15 items; 
Cronbach’s α = .91; 
completed by teacher 
  
Learning: 
Kindergarten Fall 
Early Learning 
Skills; teacher rate 
child’s performance 
in language 
comprehension, 
articulation, and self-
help ability on a 
scale of 1 (superior) 
to 5 (delayed). 
Higher score 
indicates higher 
learning skills; 
Cronbach 
s α = .88 
  
Academic 
competence: Parent 
completed the school 
competence subscale 
of the Child 
Behavior Checklist. 
Teacher completed 
the academic 
performance 
subscale of the 
Teacher Report 
Form (Cronbach’s α 
= .79) 
  
Social-emotional 
competence: Parent 
rated children’s 
externalizing 

children 
· Foster care 
children were 2.75 
times more likely 
to make long-
distance school 
moves 
· A greater number 
of school moves 
was associated 
with poorer 
academic and 
socio-emotional 
competence 
· Behavior 
problems were 
negatively linked 
to socio-emotional 
competence 
· Learning skills 
were positively 
associated with 
academic 
competence 
· Being in foster 
care was 
negatively 
associated with 
learning skills and 
academic and 
socio-emotional 
competence, and 
positively 
associated with 
behavior problems 
and school moves 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

behaviors on the 
Child Behavior 
Checklist. Teacher 
rated children’s 
behaviors on the 
Teacher Report 
Form. Scores were 
standardized and 
averaged to produce 
one externalizing 
behavior score 
  
Peer relations: 
teacher completed 
the peer preferred 
behaviors subscale of 
the Walker 
McConnell Scale of 
School and Behavior 
Adjustment. Parent 
completed the social 
competence subscale 
of the Child 
Behavior Checklist. 
Scores were 
standardized and 
averaged to produce 
a peer relations score 
  
Cognitive ability: 
Block design and 
vocabulary subscales 
of the Wechsler 
Preschool and 
Primary Scale of 
Intelligence-Revised 

Authors: 
Fusco & 
Cahalane 
(2015) 
  
Title: 

Purpose: 
Describe and 
compare the 
socio-
emotional 
competence of 

Emotional and 
social competence: 
Social-Emotional 
(ASQ-SE); completed 
by parents; 7 foci 
(emotion self-

· Children in 
kinship care and 
foster care 
experienced 
socioemotional 
problems at 

Limitations:  
· Measures 
completed by 
parents and 
caseworkers 
· Amount of 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

Socioemotio
nal problems 
among 
young 
children in 
out-of-home 
care: A 
comparison 
of kinship 
and foster 
care 
placement 
  
Journal: 
Journal of 
Family 
Social Work 
  

young children 
in kinship care 
compared to 
those in foster 
care 
  
Design: 
Secondary data 
analysis of data 
from a 
statewide 
database of 
county child 
welfare 
agencies 
(2009-12) 
  
Sample: n = 
1,289; Mage: 
22.6 months; 
49% males; 
29% African 
Americans; 
65% Whites; 
15% 
Hispanics; 5% 
biracial; 77% 
urban; 16% 
NICU 
 
· Kinship 
care: n = 294; 
Mage: 24 
months; 71% 
urban; 48% 
males; 34% 
African 
Americans; 
61% Whites; 
12% 
Hispanics; 5% 
biracial; 28% 
NICU; 71% 

regulation, 
compliance, 
communication, 
adaptive functioning, 
autonomy, affect, 
and interaction with 
others); response 
options are “most of 
the time,” 
“sometimes,” or 
“rarely/never” that 
behavior is 
accomplished by 
child 
  
Maltreatment: case 
worker’s indication 
for referral to child 
welfare services 
(e.g., child neglect, 
physical or sexual 
abuse, child behavior 
problems, parenting 
concerns, caregiver 
substance use, 
mental health, or 
intimate partner 
violence) 

similar rates, 39% 
and 44%, 
respectively 
· A significantly 
greater percentage 
of children with 
mental health 
problems were 
placed in kinship 
care; whereas, a 
significantly 
greater percentage 
of children who 
lived in homes 
with intimate 
partner violence 
were placed in 
foster care 
· Biracial children 
in kinship care 
were twice as 
likely to have 
socioemotional 
problems 
·  Children who 
had been in the 
NICU were 3 
times more likely 
to have a socio-
emotional problem 
· Children referred 
to child welfare for 
caregiver 
substance use were 
twice as likely to 
show social-
emotional 
problems 
· Children referred 
for neglect were 
more 3 times as 
likely to have 
socioemotional 

time child spent 
in child welfare 
care was not 
reported 
· Generalization 
limited to one 
northeastern 
state 
· No theoretical 
framework 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

urban 
 
· Foster care: 
n = 995; Mage: 
23 months; 
44% males; 
47% African 
Americans; 
40% Whites; 
22% 
Hispanics; 2% 
biracial; 17.5% 
NICU; 90% 
urban 
  
Setting: 
Pennsylvania 
child welfare 
system 

problems 

Authors: 
Pomerantz 
& Rudolph 
(2003) 
  
Title: What 
ensues from 
emotional 
distress? 
Implications 
for 
competence 
estimation 
  
Journal: 
Child 
Development 

Purpose: 
Identify the 
processes by 
which 
emotional 
distress 
contributes to 
children’s 
competence 
relative to their 
performance 
  
Design: 
prospective, 
longitudinal 
study (baseline, 
6 months, and 
1 year) 
  
Sample: n = 
932; Mage: 10 
years; 271 in 
4th grade (Mage: 

Competence 
estimation: Harter’s 
Perceived 
Competence Scale; 5 
items; higher score 
indicates more 
positive perceptions 
of competence 
· Academic 
competence: grades 
in language arts, 
social studies, 
science, and math. 
Letter grades were 
converted to 
numerical values (0 
= F to 12 =A+) 
· Social 
competence: peers’ 
acceptance of child; 
each child given a 
roster of his or her 
classmates and asked 

· Emotional 
distress 
significantly 
predicted lower 
academic and 
social competence 
estimation, lower 
positive academic 
and social 
attributions, 
heightened 
academic and 
social uncertainty, 
and lower self-
esteem over the 1-
year period 
· Academic and 
social competence 
estimation, 
negative 
attributions and 
uncertainty about 
meeting 

Limitations:  
· Self-reported 
data by youth 
· Temporal 
precedence in a 
longitudinal 
study does not 
ensure causation 
· Generalization 
limited to 
school-aged 
children living 
in a Midwestern 
state 
· No theoretical 
framework 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

10 years); 450 
in 5th grade 
(Mage: 11 
years); 211 in 
6th grade (Mage: 
12 years); 466 
males; 95% 
Caucasians, 
4% African 
Americans 
  
Setting: 
elementary and 
middle schools 
in Illinois 

to rate how much he 
or she liked to play 
with peer 
  
Self and world 
attribution: 
Children’s 
Attributional Style 
Questionnaire; 24 
items of hypothetical 
failures and 
successes such as 
getting a question 
wrong or right in 
class or invited or 
not invited to a 
birthday party. 
Child’s attributional 
responses are scored 
as internality, 
stability, or globality 
to create an index; 
higher score 
indicates a more 
positive attributional 
style 
  
Academic and 
social uncertainty: 
Children’s 
uncertainty about 
how to meet 
academic and social 
standards; higher 
score indicates 
greater uncertainty 
about meeting 
academic and social 
standards 
  
Self-esteem:  Global 
Self Worth Scale; 5 
items; higher the 

performance 
standards 
significantly 
predicted 
heightened 
emotional distress 
over 1 year 
· Positive 
attributions, lower 
uncertainty about 
meeting 
performance 
standards, and 
higher self-esteem 
predicted higher 
academic and 
social competence 
estimation over the 
1-year period 
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Citation Purpose & 
Design 

Variables & 
Measures 

Major Findings Limitations 

longest median 
duration in foster 
care score indicates 
greater self-esteem 
  
Emotional distress: 
depression (Center 
for Epidemiological 
Studies Depression 
Inventory) and 
anxiety (Revised 
Child Manifest 
Anxiety Scale). Mean 
score for both 
measures were 
computed; higher 
score indicates 
greater emotional 
distress 
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CHAPTER III 

THEORETICAL PERSPECTIVE 

Social competence, or one’s ability to engage appropriately with others in the social 

world, is believed to be influential in a youth’s development of self and with peers and others 

and for the successful transition from adolescence to adulthood (Stump, Ratliff, Wu, & Hawley, 

2009). Social competence is a multi-faceted core developmental construct that involves social, 

emotional, cognitive and behavioral skill processing, and is influenced by self-characteristics and 

the social context (Halberstadt et al., 2001; Waters and Sroufe, 1983).  The adolescent period is 

comprised of four phases, early (10 to 13 years), middle (14 to 17 years), late (18 to 21 years), 

and emerging adulthood (18 50 25 years) (Arnett, 2000), that can influence youth’s judgment 

and decision-making as they progress through each phase (Mulye et al., 2009; Steinberg, 2011). 

Youth in foster care, however, tend to lack sufficient social competence as compared to the 

general population of youth (Pears et al., 2015). In this chapter, the Affective Social Competence 

(ASC) model (Halberstadt et al., 2001) will be examined for its applicability as the theoretical 

underpinning of this study that aimed to describe social competence as perceived by youth in 

foster care and the influences that their emotional and behavioral functioning and ACEs may 

have on social competence, taking into consideration youth’s sociodemographic characteristics 

and the foster care context. 

Affective Social Competence Model 

The ASC model was proposed by Halberstadt and colleagues (2001). They define social 

competence as the “efficacious communication of one’s own affect, one’s successful 

interpretation of and response to other’s affective communications, and the awareness, 

acceptance and management of one’s own affect” (Halberstadt et al., 2001 p. 80). Halberstadt 
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and colleagues believe the ability to experience, regulate and express emotions and recognize 

others’ emotions is critical to the building blocks of self-efficacy for successful social 

interactions and to achieve goals. Their definition of social competence builds on the work of 

Waters and Sroufe (1983), who defined social competence as a core developmental construct that 

involves social, emotional, cognitive and behavioral skill processing. The emphasis is not on the 

environment itself, but rather on a person’s adaptive responses to capitalize on opportunities and 

resources available in the environment. In the 5th century, Socrates defined competent 

individuals as “those who manage well the circumstances which they encounter daily, and who 

possess judgment which is accurate in meeting occasions as they arise and rarely miss the 

expedient course of action” (Waters & Sroufe, 1983, p. 2).  

The three components of the ASC model are sending affective messages, receiving 

affective messages, and experiencing affect (Halberstadt et al., 2001). The components of the 

ASC model are based on Crick and Dodge’s (1994) social information-processing concept, 

which refers to how people interpret and react to social cues. Each of the components is defined 

by four specific competencies that are essential for optimal social interactions: awareness, 

identification, working within a social context, and management and regulation (see Figure 1). 

The three components are dynamic and influence and provide feedback to each other. For 

example, as youth mature and become more familiar with their emotions and social interactions 

through repeated opportunities, they become better at social competence. Self is at the center of 

the ASC model and is influenced by historical, cultural, familial, interpersonal, physical and 

emotional contexts. A person’s worldview relates to his or her internal knowing and 

interpretation of the world and expectations of others.  
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According to Halberstadt and colleagues (2001), sending affective messages begins early 

in life and it continues to develop with exposure to different environments and experiences. An 

awareness that a message must be sent is primary, followed by the identification of what, how 

and when to send it based on the social context and its participants. For example, a youth 

entering a new foster home may desire to join a group of youth in a neighborhood activity. First, 

he or she must realize that a message of his or her willingness to join in play must be sent to the 

other youth. Then, the he or she must determine how and when the message will be sent. 

Perhaps, a message sent with warmth and in-between play may convey friendliness and 

acceptance of rules to his or her peers versus a message sent with exuberance and in the middle 

of play, which may be perceived as aggression by his or her peers. 

 
 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. Affective Social Competence Model (Halberstadt, Denham, & Dunsmore, 2001) 
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Sending affective messages begins early in life and it continues to develop with exposure 

to different environments and experiences (Halberstadt et al., 2001). An awareness that a 

message must be sent is primary, followed by the identification of what, how and when to send it 

based on the social context and its participants. For example, a youth entering a new foster home 

may desire to join a group of youth in a neighborhood activity. First, he or she must realize that a 

message of his or her willingness to join in play must be sent to the other youth. Then, he or she 

must determine how and when the message will be sent. Perhaps, a message sent with warmth 

and in-between play may convey friendliness and acceptance of rules to his or her peers versus a 

message sent with exuberance and in the middle of play, which may be perceived as aggression 

by his or her peers. 

Receiving affective messages involves the impact of the sender’s message on the 

receiver. The identification and interpretation of the message received, the application of its 

meaning in the context of a specific social circumstance, and the ability to manage false signals 

are key competencies, which depend on the sender-receiver relationship and the sender’s skill 

(Halberstadt et al., 2001). For example, as a youth receiving messages skill develops, he or she 

should be able to distinguish between a smile of acceptance, a smirk of tentative approval, a 

frown of rejection, or a combination of messages. Youth must be able interpret and respond to 

verbal and nonverbal cues embedded in the message. 

Experiencing affect involves the recognition, identification, understanding and 

interpretation of emotional experiences that are essential to successful social interactions and 

relationships (Halberstadt et al., 2001). Inaccurate self-awareness tends to inhibit accurate 

interpretation and communication, and consequently, appropriate actions and behaviors. The 

ability to receive and send affective messages and experience affect may be difficult for foster 
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youth, who have been shown to be emotionally void, learn inappropriate ways to communicate 

or respond, and misinterpret social cues because of mistreatment in their past and/or current 

social context (Dorset et al., 2012). 

Application of the Affective Social Competent Model 

Socially competent youth in foster care would be posited to have more reciprocal 

friendships and to be better liked by their peers, but may not necessarily be the most popular 

among their peers within the ASC model (Halberstadt et al., 2001). From this theoretical 

perspective, social competence will vary within each developmental phase of adolescence based 

on the youth’s age. Social competence milestones during adolescence may include autonomy, 

attachment, relatedness, identity, meaningful peer relationships, goal setting, and achievement.  

The ASC model allows flexibility for the backward regression and forward progression in 

the attainment of social competence, indicating that social competence maturity may be 

hierarchical, but not necessarily linear (Halberstadt et al., 2001). This feature of the model is 

particularly relevant for youth in foster care who often experience instability due to multiple 

placements in multiple settings, which do not allow time to develop rapport and trust in social 

interactions. Thus, social competence skills may fluctuate and make it difficult for youth in foster 

care to capitalize on personal and environmental resources to attain social competence. As a 

foster care youth’s placement changes, so, too, does his or her community, school, 

neighborhood, and peer and adult relationships (Dorsey et al., 2012; Stump et al., 2009). 

Central to the ASC model is the focus on self as a centering concept that depends on a 

person’s worldview and the influences of his or her historical, cultural, familial, interpersonal, 

physical and emotional contexts (Halberstadt et al., 2001). The ASC model takes into 

consideration where a person is at any given moment. This is particularly true for foster care 
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youth who have been shown to be in a state of transience (Dorsey et al., 2012; Stump et al., 

2009). The foster care youth population’s recognition of self and interactions with others may 

require different social competence skills depending on the context, which changes dynamically. 

Halberstadt and colleagues assert that the socially competent person must be able to identify 

what the other person is communicating, but he or she does not necessarily have to incorporate 

the message into his or her emotions. Thus, a youth may receive a message and engage with 

someone in a socially competent way, but he or she may or may not agree with the other 

person’s message based on his or her view of self.  

Self represents a foster care youth’s innate characteristics, personality and 

sociodemographic profile that may provide insight into his or her past and current experiences. 

Assessment of a foster youth’s background may include gender, age, race/ethnicity, education, 

sexual orientation, ACEs, etc. Do certain experiences, such as ACEs, of youth in foster care, 

their background and sociodemographic characteristics, and emotional and behavioral 

functioning predict social competence? If these factors are unhealthy, they may serve as a 

database of negative memories that lead to social competency insufficiency. The ASC model 

posits that building social competence involves the fusion of person and environment 

(Halberstadt et al., 2001). The key to foster youth attaining social competence is by interacting 

appropriately with others through effective communication, awareness and regulation of their 

emotions, and engaging in supportive opportunities for mastery of social competence in any 

context. 
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CHAPTER IV 

METHODOLOGY 

This chapter outlines the methodology employed to address the two specific aims of this 

descriptive, correlational cross-sectional study: (a) describe social competence, emotional and 

behavioral functioning, and ACEs of youth in foster care, taking into consideration their 

sociodemographic characteristics and the foster care context, and (b) explore the relationship 

between youth’s social competence and ACEs, emotional and behavioral functioning, 

sociodemographic characteristics and the foster care context. The methodology includes a 

description of recruitment and setting, variables and measures, data collection procedures, and 

data analyses. The study was approved by the University of California, San Francisco 

Institutional Review Board (see Appendix A) and a component of a larger study titled 

“Improving Health and Development of Foster Adolescents” funded by the National Institute of 

Health.  

Recruitment and Setting 

The sample was a convenience, non-probability sample of youth in foster care, 11 to 18 

years, who spoke and read English, did not have cognitive and/or developmental disabilities, and 

was assigned a Court Appointed Special Advocate. The sample was recruited from the San 

Francisco Bay Area Court Appointed Special Advocate Association in two urban counties 

(Alameda and San Francisco) and a suburban/rural county (Solano). The population 

characteristics of all of the counties, including foster care placement history, age, gender and 

race/ethnicity were comparable. A Court Appointed Special Advocate is a specially trained 

community volunteer who develops a relationship not only for the child to which he or she is 

appointed to, but also to everyone in the child’s life including parents, foster parents, teachers, 
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attorneys, social workers, health professionals, etc. The Court Appointed Special Advocate is a 

consistent individual in the youth’s life and advocates for the youth’s best interest. The number 

of youth approached to participate in the study was 138. Two youth did not meet the study 

eligibility criteria: one youth did not speak English and the other youth had a significant 

developmental delay, yielding a sample size of 136. 

Variables and Measures 

In this study, the social competence of youth in foster care was posited to be shaped by 

ACEs, emotional and behavioral functioning, taking into consideration the foster care context 

and youth’s sociodemographic characteristics (see Figure 1). The following study variables were 

assessed: ACEs, emotional and behavioral functioning, and social competence. In addition, 

sociodemographic data were collected. The outcome variable was social competence. Predictor 

variables were the number of ACEs and emotional and behavioral functioning. Covariates were 

youth’s sociodemographic characteristics (gender, age and race/ethnicity) and the foster care 

context (type of foster care placement, number of foster care placements and total length of time 

in the foster care system). 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2. Conceptualization of factors contributing to social competence in youth in foster care  
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Social Competence 

Social competence was assessed using the Interpersonal Competence Scale (see 

Appendix B), which measures the social and behavioral characteristics of children and youth 

(Cairns & Cairns, 1984, 1994; Cairns & Green, 1979; Cairns et al., 1995). The Interpersonal 

Competence Scale consists of 18 descriptors and has six subscales: aggressiveness (argues, 

trouble at school, and fights), popularity (popular with boys, popular with girls, and lots of 

friends), academic achievement (spelling and math), social affiliation (smiles and friendly), 

Olympian qualities (appearance, sports, and wins), and internalizing problems (shyness, sadness, 

and worries). The two items that do not belong to a subscale are get my way and cries. In this 

study, the youth completed the Interpersonal Competence Scale.  

Each item represents a unidimensional, 7-point bipolar scale that ranges from 1 (low) to 7 

(high). The aggressiveness subscale is reverse coded so that it is in the same direction as the 

other subscale scores. The higher the score, the more descriptive is the characteristic; that is, low 

aggressiveness and high popularity, academic achievement, social affiliation, Olympian qualities 

and internalizing problems. An overall social competence score can be obtained by summing the 

aggressiveness, popularity, academic achievement, social affiliation and Olympian qualities 

subscales; the internalizing problems subscale is excluded from the summed overall social 

competence score. In this study, social competence mean scores were categorized as low (1.00-

3.99), moderate (4.00-5.99), or high (6.00-7.00). 

Emotional and Behavioral Functioning 

Emotional and behavioral functioning was assessed using the 112-item problem behavior 

checklist of the Child Behavior Checklist (see Appendix C), which was completed by the Court 

Appointed Special Advocate in this study. It is common for adult caregivers to complete the 
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Child Behavior Checklist. The Child Behavior Checklist is designed to be used with youth, 6 to 

18 years old (Achenbach, 1991). Each problem behavior item represents a reflection of the 

youth’s behavior for now or within the past 6 months. The problem behavior items measure eight 

syndromes: withdrawn, somatic symptoms, anxiety/depression, aggression, delinquency/rule 

breaking behaviors, attention problems, social problems, and thought problems. The eight 

subscales form three broad-band scales: (a) internalizing behavior (withdrawn, somatic 

symptoms, and anxiety/depression), (b) externalizing behavior (aggression and delinquency/rule 

breaking behaviors), and (c) total behavior problems (internalizing and externalizing behaviors, 

attention problems, social problems, and thought problems). The attention, social and thought 

problem subscales are neither internalizing or externalizing.  

Response options for each problem behavior checklist item are 0 (not true), 1 (somewhat 

or sometimes true), or 2 (very true or often true). Raw scores for each scale are derived by 

summing the items in the scale. With a mean of 50 and standard deviation of 10, raw scores can 

be standardized into T-scores, normed by gender, and categorized as normal (less than 65.00), 

borderline (65.00 to 69.99), and clinically significant for emotional and behavioral dysfunction 

(70.00 and higher) (Achenbach, 1991). Higher scores indicate higher levels of emotional and 

behavioral dysfunction. 

Adverse Childhood Experiences  

An eight-item checklist was used to assess the type and number of ACEs at the time of 

the youth’s first foster care placement (see Appendix D). The Court Appointed Special Advocate 

reported the youth’s ACEs. Type of ACEs included physical abuse, emotional abuse, sexual 

abuse, neglect/abandonment, parental substance abuse, parental mental illness, parental 

incarceration, and parental death/suicide. The number of checkmarks, an indication of yes, was 
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counted to create the number of ACEs variable, which can range from 0 to 8. 

Sociodemographic Characteristics and Foster Care Context 

The Court Appointed Special Advocate reported the youth’s sociodemographic 

characteristics and foster care context (see Appendix D). Sociodemographic variables assessed 

were gender (male or female), age (years), and race/ethnicity (American Indian/Alaskan native, 

Asian, Black/African American, Hispanic/ Latino, White, Native Hawaiian/Other Pacific 

Islander, and multiracial). Foster care context variables assessed were type of current foster care 

placement, number of foster care placements, and total length of time (years) in the foster care 

system. Types of foster care placements are group home, kinship, foster family, reunification, 

residential treatment, and transitional housing (United States Department of Health and Human 

Services, Administration for Children and Families, Administration on Children, Youth and 

Families, Children’s Bureau, 2014). Group home or institutional placement is a care facility that 

houses six or more youth. Kinship or relative placement is full-time care of youth by relatives or 

any adult who has a familial bond with the youth. Foster family placement is care of youth by 

non-relatives. Family reunification is the process of returning youth in temporary out-of-home 

care to their families of origin. Residential treatment, also known as treatment foster care and 

therapeutic foster care, is designed to provide safe and nurturing care to youth in a more 

structured home environment than typical foster care. Transitional housing programs are 

community-care licensed placements that provide opportunities for youth in foster care, ages 16 

to 18 years, to emancipate successfully by providing a safe environment for youth while learning 

skills that can make them self-sufficient. 
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Data Collection Procedure 

The doctoral student, who was a Research Assistant on the project, collected the data 

with the youth and Court Appointed Special Advocate. First, legal consent was obtained from the 

family court judge and Court Appointed Special Advocate. Then, the Research Assistant 

scheduled a mutually agreed upon date, time and public yet quite location, such as a library, to 

meet with both the Court Appointed Special Advocate and youth. The Court Appointed Special 

Advocate and youth were separated during data collection meeting. First, the study aims, 

procedures and questionnaire completion instructions were explained to the Court Appointed 

Special Advocate. While the Court Appointed Special Advocate was completing the 

questionnaires, the Research Assistant met with the youth to explain the study aims, procedures 

and questionnaire completion instructions. After obtaining informed consent, the questionnaire 

items were read aloud to the youth, who then circled his or her response. A $20 cash 

remuneration was given to the youth for participating in the study.  

Data Analysis 

Data were entered, verified and analyzed using the Statistical Package for Social Sciences 

for Windows version 23 (IBM, 2015). There were less than 5% missing data. Descriptive 

statistics were calculated to describe youth’s social competence, emotional and behavioral 

functioning, type and number of ACEs, sociodemographic characteristics, and the foster care 

context. Depending on the level of data and factors, chi-square, independent Student t-test, or 

analysis of variance statistics were computed to determine differences in mean scores on ACEs, 

emotional and behavioral functioning, and social competence by sociodemographic 

characteristics and the foster care context among youth in foster care.  
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Based on the aforementioned conceptualization of factors contributing to social 

competence in youth in foster care (see Figure 1), hierarchical multiple linear regression analysis 

was computed to explore the relationship of overall social competence, the outcome variable, to 

youth’s personal experiences (number of ACEs and total problem behaviors) entered in the first 

block, the foster care context (number of foster care placements, length of time in care, and type 

of foster care placement) entered in the second block, and  youth’s sociodemographic 

characteristics (age, gender and race/ethnicity) entered in the third block. The reference group for 

gender was male, the reference group for type of foster care placement was foster care family, 

and the reference group for race/ethnicity was African American. There was no violation of the 

assumptions of normality, linearity and homoscedasticity. The alpha level was set at p ≤ .05, 

two-tailed, for statistical significance for n = 136. According to an a priori power analysis for 

multiple linear regression that includes seven predictors with a medium squared multiple 

correlation (R2) of .15, a sample size of 103 will have 80% power to detect R2 for overall social 

competence at p ≤ .05 (Cohen et al., 2003). 
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CHAPTER V 

RESULTS 

In this chapter, a profile of the study sample, youth in foster care in the San Francisco 

Bay Area, will be presented along with study findings, which are organized into the following 

sections: profile of youth in foster care, ACEs, emotional and behavioral functioning, and social 

competence.  

Profile of Youth in Foster Care  

 The study sample was comprised of 136 youth in foster care (see Table 5.1). Gender was 

almost equally distributed between females (n = 69, 50.7%) and males (n = 67, 49.3%). African 

Americans comprised a majority of the sample (n = 70, 51.5%). Other racial/ethnic groups 

represented were multiracial (n = 20, 14.7%), Latino (n = 19, 14.0%), White, non-Hispanic (n = 

16, 11.8%), Hawaiian/Pacific Islander (n = 6, 4.4%), Asian (n = 4, 2.9%), and Indian/Alaskan 

Native (n = 1, 0.7%). The mean age of the sample was 14.86 (SD = 1.91) years with a range from 

11.20 to 18.93 years. Among the sample, 33.6% (n = 44) were 11 to 13 years (early 

adolescence), 50.4% (n = 66) were 14 to 16 years (middle adolescence), and 16.0% (n = 21) 

were 17 to 19 years (late adolescence). Fourteen percent (n = 16) of participants were in grades 

five and six, 27.2% (n = 31) were in grades seven and eight, 34.2% (n = 39) were in grades nine 

and 10, and 24.6% (n = 28) were in grades 11 and 12. One participant, aged 15 years, did not 

attend school. 
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Table 5.1 

Sociodemographic Profile of Youth in Foster Care by Number of Adverse Childhood 

Experiences, Total Problem Behaviors and Social Competence (n = 136) 

 

 

Characteristic 

  Number of 

ACEs 

Total Problem 

Behaviors 

Social 

Competence 

n %   M SD M SD M SD 

Gender 

  Female 

  Male 

 

69 

67 

 

50.7 

49.3 

   

2.51 

2.71 

 

1.51 

1.52 

 

54.35 

53.71 

 

11.66 

11.31 

 

4.81 

5.19** 

 

.76 

.82 

Race/Ethnicity 

  African American 

  Multiracial 

  Latino 

  White, non-Hispanic 

  Hawaiian/Pacific Islander 

  Asian 

  Indian/Alaskan Native 

 

70 

20 

19 

16 

6 

4 

1 

 

51.5 

14.7 

14.0 

11.8 

4.4 

2.9 

0.7 

   

2.70 

2.65 

2.53 

2.75 

1.83 

2.25 

1.00 

 

1.49 

1.23 

1.54 

1.77 

1.72 

2.06 

.00 

 

53.56 

51.45 

59.89* 

54.47 

49.50 

52.75 

54.00 

 

11.91 

13.67 

9.77 

9.05 

7.31 

7.54 

.00 

 

5.12 

4.91 

4.92 

4.60* 

5.15 

5.12 

3.70 

 

.76 

.88 

.78 

1.01 

.46 

.60 

.00 

Age (years) M = 14.86 SD = 1.91       

  11-13 (early adolescence) 

  14-16 (middle adolescence) 

  17-19 (late adolescence) 

44 

66 

21 

33.6 

50.4 

16.0 

  2.84 

2.65 

2.29 

1.26 

1.59 

1.76 

52.27 

54.92 

55.55 

12.05 

10.77 

13.01 

5.13 

4.89 

4.96 

.93 

.77 

.71 

Education (grade) 

  5th to 6th 

  7th to 8th 

  9th to 10th 

 

16 

31 

39 

 

14.0 

27.2 

34.2 

   

2.31 

2.90 

2.67 

 

1.14 

1.72 

1.42 

 

56.69 

54.33 

53.38 

 

9.05 

13.20 

11.54 

 

4.97 

4.96 

4.98 

 

.64 

.83 

.75 
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Characteristic 

  Number of 

ACEs 

Total Problem 

Behaviors 

Social 

Competence 

n %   M SD M SD M SD 

  11th to 12th 28 24.6 2.36 1.45 54.11 9.70 5.08 1.02 

Type of Placement 

  Group home 

  Kinship 

  Foster family 

  Family reunification 

  Residential treatment 

  Transitional housing 

 

44 

35 

34 

11 

6 

2 

 

33.3 

26.5 

25.5 

8.3 

4.5 

1.5 

   

2.89 

2.43 

2.32 

3.64 

3.12 

1.50 

 

1.56 

1.20 

1.30 

1.91 

1.94 

.71 

 

51.18 

56.26 

56.24 

48.10 

60.00 

63.00 

 

12.61 

10.62 

10.46 

10.20 

12.43 

.00 

 

5.01 

4.90 

5.04 

4.67 

5.64 

5.00 

 

.79 

.74 

.90 

.87 

.70 

1.13 

Number of Placements M = 3.86 SD = 3.66        

  One 

  Two 

  Three to four 

  Five and more 

29 

24 

27 

31 

26.1 

21.6 

24.3 

27.9 

  2.52 

2.38 

3.04 

2.74 

1.57 

1.44 

1.76 

1.32 

54.49 

54.17 

53.96 

52.61 

10.21 

9.38 

8.74 

14.77 

4.77 

5.07 

4.72 

5.17 

.72 

.83 

.80 

.82 

Age at First Placement M = 8.12 SD = 5.09       

Years in Foster Care System M = 6.58 SD = 4.79       

  Birth to one 

  Two to three 

  Four to five 

  Six and more 

17 

25 

13 

54 

15.6 

22.9 

11.9 

49.5 

  2.88 

2.60 

2.23 

2.48 

1.50 

1.66 

1.01 

1.55 

53.53 

53.58 

53.46 

53.43 

12.54 

12.99 

10.66 

11.69 

4.71 

4.95 

5.11 

5.14 

.88 

.92 

.66 

.77 

Note. ACEs = Adverse childhood experiences. 

*p ≤ .05. **p ≤ .01. 

 



 53 

The mean age at first placement in the foster care system was 8.1 (SD = 1.51) years with 

a range from birth to 16 years (Md = 9; Mode = 14). See Table 5.1. The mean total number of 

placements was 3.86 (SD = 3.66) with a range from 1 to 23 (Md = 3; Mode = 1). Twenty-six 

percent (n = 29) of participants experienced one placement change, 21.6% (n = 24) experienced 

two placement changes, 24.3% (n = 27) experienced three to four placement changes, and 27.9% 

(n = 31) experienced five or more placement changes. The mean total length of time in foster 

care was 6.58 (SD = 4.79) years with a range from birth to 17 years (Md = 5; Mode = 3). Almost 

half of the sample (n = 54) spent 6 or more years in foster care, 22.9% (n = 25) spent 2 to 3 years 

in foster care, 15.6 % (n = 17) spent 1 or less year in foster care, and 11.9% (n = 13) spent 4 to 5 

years in foster care. Types of foster care placement were group home (33.3%, n = 44), kinship 

(26.5%, n = 35), foster family (25.5%, n = 34), family reunification (8.3%, n = 11), residential 

treatment (4.5%, n = 6), and transitional housing (1.5%, n = 2).  

As compared to other racial/ethnic groups, African American youth spent statistically 

significant more years in the foster care system (F(1, 107) = 6.49, p = .01); whereas, Latino 

youth spent statistically significant less years in the foster care system (F(1, 107) = 5.51, p = 

.02). The Pearson r correlation coefficient was .24 (p = .01) between being African American 

and years spent in the foster care system and -.22 (p = .02) between being Latino and years spent 

in the foster care system. The mean total length of time in the foster care system was 7.71 (SD = 

5.00) years for African American youth versus other ethnic/racial youth (M = 5.43, SD = 4.32). 

For Latinos, the mean total length of time in the foster care system was 3.93 (SD = 3.08) years 

versus 7.00 (SD = 4.89) years for other ethnic/racial youth. The mean total length of time in the 

foster care system was 4.17 (SD = 3.88) years for White, non-Hispanic youth (n = 12), 6.20 (SD 

= 7.60) years for Hawaii/Pacific Islander youth (n = 5), 6.53 (SD = 4.01) years for 



 54 

multiracial/ethnic youth (n = 19), 7.50 (SD = 3.54) years for Asian youth (n = 2), and 14.00 (SD 

= 0.00) years for Indian/Alaskan Native youth (n = 1). 

Adverse Childhood Experiences 

 A majority of participants experienced ACEs. The mean number of ACEs was 2.61 (SD 

= 1.51) with a range from 0 to 7 (see Table 5.2). Four percent of participants experienced no 

ACEs. There were no statistically significant differences in the mean number of ACEs by 

youth’s sociodemographic characteristics or the foster care context (see Table 5.1). The most 

prominent types of ACEs reported as the reasons for first foster care placement were parental 

substance abuse (n = 85, 62.5%) and neglect/abandonment (n = 75, 55.1%). Almost one-third (n 

= 43) of participants experienced physical abuse, 28.7% (n = 39) emotional abuse, 24.3% (n = 

33) parental incarceration, 23.5% (n = 32) parental mental illness, 14.0% (n = 19) sexual abuse, 

5.9% (n = 5) parental death/suicide, and 3.7% (n = 5) violence. See Table 5.3. 

Table 5.2 

Summary Descriptive Statistics for Adverse Childhood Experiences, Emotional and Behavioral 

Functioning, and Social Competence of Youth in Foster Care (n = 136) 

Subscale  Range M SD 

Number of ACEs  0-7 2.61 1.51 

Emotional & Behavioral Functioning     

  Internalizing behavior 

  Externalizing behavior 

  Total problem behaviors 

 33-74 

33-82 

24-76 

53.02 

54.49 

54.04 

10.30 

12.40 

11.45 

Overall Social Competence  2.63-7.00 4.99 .81 
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Subscale  Range M SD 

  Aggressiveness 

  Popularity 

  Academic achievement 

  Social affiliation 

  Olympian qualities 

  Internalizing Problems 

1.33-7.00 

2.33-7.00 

1.00-7.00 

2.00-7.00 

1.67-7.00 

1.00-6.33 

4.47 

5.15 

4.79 

5.52 

5.05 

3.55 

1.20 

1.18 

1.55 

1.20 

1.31 

1.18 

 

Table 5.3 

Types of Adverse Childhood Experiences of Youth in Foster Care (n = 136) 

Type of Adverse Childhood Experiences n % 

Parental substance abuse 85 62.5 

Neglect/abandonment 75 55.1 

Physical abuse 43 31.6 

Emotional abuse 39 28.7 

Parental incarceration 33 24.3 

Parental mental illness 32 23.5 

Sexual abuse 19 14.0 

Parental death/suicide 8 5.9 

Violence 5 3.7 

Emotional and Behavioral Functioning 

Emotional and behavioral functioning mean scores were slightly above the standardized 

mean T-score of 50 and standard deviation of 10 (Achenbach, 1991). See Table 5.2. The mean 
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score for internalizing behavior was 53.02 (SD = 10.30), 54.49 (SD = 12.40) for externalizing 

behavior, and 54.04 (SD = 11.45) for total problem behaviors. A majority of participants were 

not at clinical risk for emotional and behavioral dysfunction (see Table 5.4). Among the sample, 

13.2% (n = 18) of participants were at borderline clinical risk for internalizing behavior, 11.9% 

(n = 16) for externalizing behavior, and 11.9% for total problem behaviors (n = 16). Almost 5% 

(n = 6) of participants were at significant clinical risk for internalizing behavior, 11.9% (n = 16) 

for externalizing behavior, and 8.2% (n = 11) for total problem behaviors. 

Table 5.4 

Clinical Risk for Emotional and Behavioral Functioning of Youth in Foster Care (n = 136) 

 

Emotional and 

Behavioral Functioning 

Normal 

(Less than 65.00) 

Borderline 

(65.00 to 69.99) 

Clinical Significance 

(70.00 and higher) 

n % n % n % 

Internalizing 110 82.1 18 13.4 6 4.5 

Externalizing 102 76.1 16 11.9 16 11.9 

Total problem behaviors 107 79.9 16 11.9 11 8.2 

 

There were no statistically significant differences in mean emotional and behavioral 

functioning scores by youth’s sociodemographic characteristics or the foster care context (see 

Table 5.1) with the exception of Latino youth (see Table 5.5). The Pearson r correlation 

coefficients were .18 (p = .04) between being Latino and internalizing behavior, .18 (p = .04) for 

externalizing behavior, and .21 (p = .02) for total problem behaviors. Although the mean scores 

were not indicative of borderline or clinical risk, Latinos had statistically significant higher mean 

scores for internalizing behavior (M = 57.47, SD = 10.23), externalizing behavior (M = 59.95, SD 
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= 13.03) and total problem behaviors (M = 59.89, SD = 9.77) as compared to other ethnic/racial 

groups (see Table 5.5). Among Latinos, 36.9% (n = 7) were at borderline/clinical risk for 

internalizing behavior, 42.2% (n = 8) for externalizing behavior, and 36.9% (n = 7) for total 

problem behaviors compared to 14.7% (n = 17), 20.4% (n = 24) and 17.4% (n = 20), 

respectively, for the other ethnic/racial groups. 

Table 5.5 

Comparison of Emotional and Behavioral Functioning Mean Scores of Latinos versus Other 

Races/Ethnicities of Youth in Foster Care (n = 136) 

 

Emotional and  

Behavioral Functioning 

Latino 

(n =19) 

Other Groups 

(n = 115) 

 

M SD M SD t df p 

Internalizing behavior 57.47 10.23 52.29 10.17 -2.058 132 .04 

Externalizing behavior 59.95 13.03 53.58 12.11 -2.099 132 .04 

Total problem behaviors 59.89 9.77 53.07 11.45 -2.452 132 .02 

Social Competence 

Participants’ social competence mean scores indicate a moderate level of social 

competence for popularity (M = 5.15, SD = 1.18), academic achievement (M = 4.79, SD = 1.55), 

social affiliation (M = 5.52, SD = 1.20) and Olympian qualities (M = 5.05, SD = 1.31) (see Table 

5.2). The mean score for aggressiveness suggests relatively low aggression (M = 4.47, SD = 

1.20) and the mean score for internalizing problems suggests relatively few internalizing 

problems (M = 3.55, SD = 1.18). A majority of participants (n = 119, 89.5%) had a moderate (n = 

105, 79.1%) to high (n = 14, 10.4%) level of overall social competence (see Table 5.6). The 

proportion of participants with moderate to high social competence was 85.8% (n = 115) for 
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popularity, 76.3% (n = 103) for academic achievement, 91.1% (n = 123) for social affiliation, 

and 80.6% (n = 108) for Olympian qualities. Seventy-one percent (n = 96) of participants had 

low aggression and 56.7% (n = 76) of participants reported few internalizing problems. 

Table 5.6 

Level of Social Competence of Youth in Foster Care (n = 136) 

 

Social Competence Scale 

Low 

(1.00 to 3.99) 

Moderate 

(4.00 to 5.99) 

High 

(6.00 to 7.00) 

 n % n % n % 

Aggressiveness  39 28.9 75 55.6 21 15.6 

Popularity  19 14.2 71 53.0 44 32.8 

Academic achievement 32 23.7 64 47.4 39 28.9 

Social affiliation  12 8.9 65 48.1 58 43.0 

Olympian qualities 26 19.4 64 47.8 44 32.8 

Internalizing problems 76 56.7 54 40.3 4 3.0 

Overall social competence 14 10.4 105 79.1 14 10.4 

There were statistically significant gender and racial/ethnic differences in social 

competence mean scores, although not for other youth’s sociodemographic characteristics or for 

the foster care context (see Table 5.1). As compared to females, males had statistically 

significant higher mean scores for academic achievement (t(133) = 2.477, p = .02), Olympian 

qualities (t(132) = 2.239, p = .03), and overall social competence (t(132) = 2.819, p = .0006). See 

Table 5.7 for social competence mean scores by gender and Pearson r correlation coefficients for 

the association between gender and social competence. The mean score for academic 

achievement was 5.12 (SD = 1.54) for males as compared to 4.48 (SD = 1.51) for females, 5.30 
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(SD = 1.35) for males and 4.80 (SD = 1.23) for females on Olympian qualities, and 5.12 (SD = 

.82) for males and 4.80 (SD = .77) for females on overall social competence. In addition, males 

had statistically significant more aggression (t(133) = 2.470, p = .01) and fewer internalizing 

problems (t(132) = -3.250, p = .001) as compared to females. The mean score for aggressiveness 

was 4.72 (SD = 1.18) for males as compared to 4.23 (SD = 1.17) for females and 3.23 (SD = 

1.26) for males and 3.87 (SD = 1.02) for females on internalizing problems. 

Table 5.7 

Comparison of Social Competence Mean Scores of Youth in Foster Care by Gender (n = 136) 

 

 

Social Competence Type 

Male 

(n = 67) 

Female 

(n = 69) 

 

M SD M SD t df p r 

Aggressiveness 4.72 1.18 4.23 1.17 2.470 133 .01 .21* 

Popularity 5.23 1.14 5.08 1.22 .754 132 .45 .07 

Academic achievement 5.12 1.54 4.48 1.51 2.477 133 .02 .21* 

Social affiliation 5.60 1.07 5.43 1.32 .827 128 .41 .07 

Olympian qualities 5.30 1.35 4.80 1.23 2.239 132 .03 .19* 

Internalizing problems 3.23 1.26 3.87 1.02 -3.250 132 .001 -.27** 

Overall social competence 5.12 .82 4.80 .77 2.819 132 .006 .24** 

*p ≤ .05. **p ≤ .01. 

African American participants had statistically significant higher social competence mean 

scores for popularity (t(132) = -3.079, p = .003) and Olympian qualities (t(132) = -2.036, p = .04) 

as compared to other races/ethnicities (see Table 5.8). Pearson r correlation coefficients for the 

association between being African American and social competence are presented also in Table 
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5.8. The mean score for popularity was 5.45 (SD = 1.10) for African Americans as compared to 

4.84 (SD = 1.19) for other races/ethnicities and 5.27 (SD = 1.29) for African Americans and 4.81 

(SD = 1.30) for other races/ethnicities on Olympian qualities.  

Table 5.8 

Comparison of Social Competence Mean Scores of African Americans versus Other 

Races/Ethnicities of Youth in Foster Care (n = 136) 

 

 

 

Social Competence Type 

African 

American 

(n =69) 

Other 

Groups 

(n = 66) 

 

M SD M SD t df p r 

Aggressiveness 4.30 1.19 4.66 1.19 1.741 133 .08 -.15 

Popularity 5.45 1.10 4.84 1.19 -3.079 132 .003 .26** 

Academic achievement 4.93 1.53 4.65 1.57 -1.034 133 .30 .09 

Social affiliation 5.65 1.16 5.38 1.23 -1.328 133 .19 .11 

Olympian qualities 5.27 1.29 4.81 1.30 -2.036 132 .04 .18* 

Internalizing problems 3.52 1.21 3.58 1.16 .275 132 .78 -.02 

Overall social competence 5.12 .76 4.86 .85 -1.893 132 .06 .16 

*p ≤ .05. **p ≤ .01. 

White, non-Hispanic participants had statistically significant lower social competence 

scores for social affiliation (t(133) = 2.090, p = .04), Olympian qualities (t(132) = 2.428, p = 

.02), and overall social competence (t(132) = 2.092, p = .04) as compared to other 

races/ethnicities (see Table 5.9). Pearson r correlation coefficients for the association between 

being White, non-Hispanic and social competence are presented also in Table 5.9. The mean 
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score for social affiliation was 4.94 (SD = 1.34) for Whites, non-Hispanic as compared to 5.60 

(SD = 1.16) for other races/ethnicities, 4.31 (SD = 1.52) for Whites, non-Hispanic and 4.81 (SD 

= 1.30) for other races/ethnicities on Olympian qualities, and 4.60 (SD = 1.01) for Whites, non-

Hispanic and 5.04 (SD = .77) for other race/ethnicities on overall social competence. 

Table 5.9 

Comparison of Social Competence Mean Scores of Whites, non-Hispanic versus Other 

Races/Ethnicities of Youth in Foster Care (n = 136) 

 

 

 

Social Competence Type 

White, Non-

Hispanic 

(n =16) 

Other 

Groups 

(n = 119) 

 

M SD M SD t df p r 

Aggressiveness 4.48 1.12 4.47 1.21 -.018 133 .99 .00 

Popularity 4.85 1.37 5.19 1.15 1.086 132 .28 -.09 

Academic achievement 4.41 2.00 4.84 1.48 1.062 133 .29 -.09 

Social affiliation 4.94 1.34 5.60 1.16 2.090 133 .04 -.18* 

Olympian qualities 4.31 1.52 5.14 1.25 2.428 132 .02 -.21* 

Internalizing problems 3.65 1.22 3.54 1.18 -.337 132 .74 .03 

Overall social competence 4.60 1.01 5.04 .77 2.092 132 .04 -.18* 

*p ≤ .05. 

The hierarchical multiple linear regression analysis of overall social competence on seven 

predictor variables, entered in three blocks, accounted for 18% of the explained variance (F(7, 

98) = 3.069) and was statistically significant at the p = .006 level (see Table 5.10). Personal 

experiences of youth (number of ACEs and total problem behaviors) were entered in the first 
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block and accounted for 2% of the variance in overall social competence. The difference 

between 0% and 2% was not statistically significant. Adding foster care context (number of 

foster care placements and type of foster care placement) in the second block increased R2 from 

2% to 6%; the additional increase of 4% was not statistically significant. Adding youth’s 

sociodemographics (age, gender and race/ethnicity) in the third block increased R2 from 6% to 

18%, a statistically significant additional increase of 12% (F (3, 98) = 4.727, p = .004). In the 

final model, age (β = -.23, p =.02), gender (β = .21, p =.03) and race/ethnicity (β = .19, p =.05) 

were significantly related to overall social competence, indicating that youth who were younger, 

male and African American scored higher on overall social competence. 

 
Table 5.10 

Hierarchical Regression Analysis of Social Competence Assessed in Personal Experiences of 

Youth, Foster Care Context and Sociodemographics of Youth in Foster Care (n = 136) 

Model Step R2 ΔR2 ΔF df p 

Social Competence: R2 = .18, F(7, 98) = 3.069, p = .006 

1. Personal Experiences of Youth 

Number of ACEs (β = -.09, t = -.944, p =.35) 

Total problem behaviors (β = .17, t = 1.791, p =.08) 

 

.02 

 

.02 

 

1.049 

 

2, 103 

 

.35 

2. Foster Care Context 

Number of placements (β = .10, t = 1.029, p =.31) 

Type of placement (β = .12, t = 1.255, p =.21) 

.06 .04 2.213 2, 101 .12 

3. Youth’s Sociodemographics 

Age (β = -.23, t = -2.395, p =.019) 

.18 .12 4.727 3, 98 .004 
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Model Step R2 ΔR2 ΔF df p 

Gender (β = .21, t = 2.227, p =.028) 

Race/ethnicity (β = .19, t = 1.989, p =.049) 
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CHAPTER VI 

DISCUSSION 

This descriptive, correlational cross-sectional study addressed a gap in science by 

examining the relationship between social competence as perceived by youth in foster care and 

their emotional and behavioral functioning and ACEs, taking into consideration youth’s 

sociodemographic characteristics and the foster care context. Participants were youth, 11 to 18 

years old, who were assigned a Court Appointed Special Advocate. The study occurred in the 

San Francisco Bay Area. In this chapter, the study findings are discussed through the lens of the 

Affective Social Competence model, presented in Chapter III, which posits that youth’s 

background, experiences and social context may affect their social competence (Halberstadt et 

al., 2001). Conclusions, implications for health, nursing and policy, and recommendations for 

further research are also presented. 

Discussion of the Study Findings 

 There was an equal representation of females and males among the study sample of 

youth, who had been in foster care for an average of 6.5 years and had experienced on average 

three to four foster care placements since about 8 years of age. The most common types of foster 

care placements were group home, kinship and foster family. A majority of the youth were in 

middle adolescence, which is identified as the developmental phase for youth 14 to 16 years old 

(Allen et al., 2000) or for youth in grades nine and 10 (Mahoney, Cairnes, & Farmer, 2003). The 

sociodemographic profile of the study sample is consistent with the Adoption and Foster Care 

Analysis and Reporting System, which indicates there is an equal gender representation in the 

foster care youth population in the US, with about half of the population comprised of youth in 

middle adolescence who have experienced two or more foster care placement changes (US 
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DHHS, Administration for Children and Families, Administration on Children, Youth and 

Families, Children’s Bureau, 2014). 

 A majority of participants were African American youth, who spent significantly more 

years in the foster care system as compared to other racial/ethnic youth. In contrast, Latino youth 

in this study spent significantly less years in the foster care system as compared to other 

racial/ethnic youth. Consistent with study findings, the literature indicates African American 

youth have the longest duration in the foster care system as compared to Latino and White, non-

Hispanic youth, who are also more likely to be reunified with their families of origin than are 

African American youth (Wulczyn et al., 2007). As was the case in this study’s sample, African 

American youth are overrepresented in the foster care system in relation to the proportion of 

African Americans represented in the U.S. population. According to the most current report of 

the Adoption and Foster Care Analysis and Reporting System, 24% of youth in foster care are 

African Americans (US DHHS, Administration for Children and Families, Administration on 

Children, Youth and Families, Children’s Bureau, 2014). Yet, only 14.3% of the U.S. population 

is African American according to the most current U.S. Census Bureau (2014) statistics.  

Participants experienced an average of two to three ACEs, which did not vary by 

sociodemographic characteristics or the foster care context. The most commonly reported ACEs 

as reasons for first foster care placement were parental substance abuse, neglect/abandonment, 

physical abuse, emotional abuse, parental incarceration, and parental mental illness. In the 

literature, a high prevalence of complex trauma, defined as two or more ACEs, has been 

associated with 70% of youth in foster care (Greeson et al., 2011), and more than 90% of youth 

in foster care have experienced neglect, physical, sexual, emotional and psychological abuse 

(Clarkson Freeman, 2014; Kolko et al., 2010). Researchers have shown that ACEs were 
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significantly associated with problem behavior symptoms, depressive symptoms, post-traumatic 

stress symptoms and trauma-related clinical diagnoses in the foster care youth population 

(Clarkson Freeman, 2014; Greeson et al., 2011; Kolko et al., 2010). The percentage of 

participants who had experienced, witnessed and/or was exposed to violence as an ACE was 

lower (3.7%) in this study as compared to the 12% to 87% reported in the literature for youth in 

foster care (Dorsey et al., 2012; Kolko et al., 2010; Stein et al, 2001).  

Participants scored slightly above the standardized norms, but within normal range, for 

emotional and behavioral functioning. A majority of participants were not at borderline or 

clinical risk for emotional and behavioral dysfunction. Problem behaviors among participants 

were not only lower than and in contrast with what are reported in the literature for youth in 

foster care, emotional and behavioral functioning also was not significantly associated with 

ACEs in this study. In other studies, emotional and behavioral functioning was found to be 

proportionally related to ACEs; that is, as the number of ACEs increased so, too, did the odds 

ratio of emotional and behavioral dysfunction of youth in foster care (Clarkson Freeman, 2014; 

Greeson et al., 2011; Perle et al., 2013). Although emotional and behavioral functioning did not 

vary by the foster care context or youth’s sociodemographic characteristic, a significant 

racial/ethnic difference was noted in this study. Latino youth exhibited significantly more 

problem behaviors than did other ethnic/racial youth. As compared to other ethnic/racial youth, 

37% of Latino youth were at borderline or clinical risk for maladaptive behaviors as compared to 

17% for other racial/ethnic youth. This study finding is consistent with literature about the 

general population of adolescents. McLaughlin, Hilt and Nolen-Hoeksema (2007) found that 

emotional and behavioral problems were highest for adolescent Latina females and African 

American adolescent males. 
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Research has shown that common trajectories of multiple foster care placements, ACEs 

and emotional and behavioral problems affect negatively youth’s social competence (Pears et al., 

2015; Pomerantz & Rudolph, 2003). Pears and colleagues (2015) found that youth in foster care 

had lower social competence as compared to the general population of youth. In contrast to the 

literature, a majority of participants in this study had a moderate level of social competence, 

neither deficient nor exceptional, and exhibited few emotional and behavioral problems, despite 

having a history of ACEs. Within the context of the Affective Social Competence model 

(Halberstadt et al., 2001), participants’ social competence was significantly related to their 

sociodemographic characteristics, but not to personal experiences or the foster care context. 

Youth who were younger, male and African American had significantly better social competence 

as compared to other youth in foster care.   

Study findings indicate as youth in foster care age, their social competence decreases. 

This finding is critical given that social competence has been shown to be the single most 

predictor of youth’s successful transition from adolescence to adulthood (Jones, Brown & Aber, 

2011; Pomerantz & Rudolph, 2003; Stepp, Pardini, Loeber, & Morris, 2011). The adolescence 

period is a development phase marked by an increased focus on peer relationships and 

influences. According to the Affective Social Competence model, as youth transition through 

early, middle and late adolescence, they become increasingly self-conscious and are aware of 

and influenced by both self and others, particularly peers, who help to shape their social 

competence (Halberstadt et al., 2001). Furthermore, both positive and critical reflection and 

analysis from self and others may lead youth to uncommon and unrealistic expectations of social 

competence, resulting in a sense of social competence insufficiency as they age.  
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In this study, males reported significantly better social competence for academic 

achievement and Olympian qualities (attractiveness, winning and sports), more aggression, and 

less internalizing problems (shyness, sadness and worries) as compared to females. Similar to 

this study’s findings, Jones and colleagues (2011) found that female youth in foster care had 

significantly lower aggression and attention deficit hyperactivity disorder symptoms than did 

male youth in foster care. In contrast to this study findings, however, Jones et al reported that 

female youth in foster care had higher social competency and academic skills than did male 

youth in foster care. As it relates to the gender difference in Olympian qualities, social 

competence and socialization may be related to gender roles and expectations. The literature 

indicates adolescent females in general are more inclined to undervalue and pessimistically view 

themselves while adolescent males in general are more inclined to view themselves as athletic, 

good-looking and confident. Among the general population of youth, Bachman and colleagues 

(2011) found that males rated higher on self-esteem and aggression as compared to females. 

McLeod and Owens (2004) found that among youth, 10 to 11 years old, females’ self-worth 

declined and symptoms of depression increased relative to males.  

In this study, African American participants reported higher social competence, 

specifically, for popularity and Olympian qualities as compared to other racial/ethnic 

participants. Whereas, White, non-Hispanic participants reported lower social competence, 

specifically, for social affiliation and Olympian qualities as compared to other racial/ethnic 

participants. The study findings are in contrast to the literature for the foster care youth 

population. Jones and colleagues (2011) found that African American youth in foster care had 

significantly higher aggression and lower social competence than did White, non-Hispanic youth 

in foster care.  
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Fusco and Cahalane (2015) found biracial children in foster care were twice as likely to 

have lower social competence as compared to other racially and ethnically diverse children in 

foster care. As previously mentioned, African American youth are disproportionately represented 

in the foster care system, spend a significantly longer time in the foster care system, are less 

likely to be reunified with their family of origin, and are more likely to age out of the foster care 

system as compared to other ethnic/racial youth (US DHHS, Administration for Children and 

Families, Administration on Children, Youth and Families, Children’s Bureau, 2014). Perhaps, 

African American youth in foster care have adapted more positively to their social contextual 

environment as compared to other racial/ethnic youth in foster care, or they may be overrating or 

overcompensating for social competence given their circumstances. 

Limitations 

A major study limitation was the cross-sectional design, which was temporal and did not 

allow for observing changes over time and establishing causality between youth’s social 

competence and ACEs, emotional and behavioral functioning, sociodemographic characteristics, 

and the foster care context. This study design, however, is commonly used among researchers in 

the adolescent field to examine similar variables in similar populations because there are fewer 

attrition issues and the design is efficient for gathering information from hard-to-reach 

populations at a specific point in time (Jackson, Gabrielli, Tunno, & Hambrick, 2012; Scott, 

Creamer, & Dennis, 2006). Other study limitations were the small nonprobability, convenience 

sample and regional geographic location. A larger sample size and a more heterogeneous sample 

may have resulted in more statistically significant findings or findings more consistent with the 

literature. 
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The youth self-reported data for social competence. While it is desirable to obtain the 

youth’s perspective, self-report in this population may introduce validity and accuracy 

limitations because of social desirability, recall bias and under- or over-reporting (Mensch & 

Kandel, 1988). The Court Appointed Special Advocate reported the youth’s emotional and 

behavioral functioning, ACEs and sociodemographic characteristics. Youth, instead of CASA’s 

reporting their ACEs and emotional and behavioral functioning may be more insightful and 

accurate than the adult’s account. The interpersonal competence scale (ICS) itself may introduce 

limitations. The study limitations affect the external validity of the study, and thus, 

generalization of the findings. The social competence literature on youth in foster care is sparse 

and relatively dated. This study is one of the few studies that explored the relationship between 

youth’s social competence and ACEs and emotional and behavioral functioning, taking into 

consideration their sociodemographic characteristics and the foster care context through the lens 

of the Affective Social Competence model (Halberstadt et al., 2001).  

Conclusions 

This sample of adolescent youth in foster care was comprised mainly of African 

American youth, who had better social competence and had spent significantly more years in the 

foster care system as compared to other youth in foster care. In contrast to the foster care youth 

literature, study findings indicate this sample of youth in foster care had relatively few ACEs, 

were not at borderline or significant clinical risk for emotional and behavioral dysfunction, and 

were moderately socially competent, despite the challenging trajectories of being in the foster 

care system. Having a Court Appointed Special Advocate may be a factor that contributed to the 

ideal study findings, which are in contrast to the less than ideal findings in the literature for the 

foster care youth population. The foster care youth in this study were recruited from a Court 
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Appointed Special Advocate program, which may have had a positive influence on them. 

Findings suggest that particular attention needs to be focused on youth who are older, female and 

White, non-Hispanic in regards to improving social competence and on Latino youth in regards 

to improving emotional and behavioral functioning.  

Implications for Health, Nursing and Policy 

Sociodemographic distinctions appear to inform social competence of youth in foster 

care. A tailored approach, such as cultural, gender, and developmental period sensitive 

interventions, as opposed to a one-size approach may be a more precise method to improve 

social competence in the foster care youth population. to the Affective Social Competence model 

(Halberstadt et al., 2001), foster care youth’s social contextual systems (i.e., foster care 

placement, school, community, healthcare, foster parents, teachers, healthcare providers, peers, 

among others) must be considered for early identification of problems and linkages to 

developmentally, gender-appropriate and socioculturally-relevant resources. These resources 

should focus not only youth’s needs, but also on their assets. From the perspective of the 

Affective Social Competence model, social competence is malleable during adolescence 

(Halberstadt et al., 2001). Little information, however, is available concerning how changes in 

social competence across the adolescent period may influence the long-term outcomes of adults 

who were in foster care.  

Adolescent, school and public/community health nurses with expertise in mental health 

need to assess youth early in the foster care process in order to create a social competence 

sufficiency/insufficiency profile, and then, develop, implement and evaluate an appropriate 

tailored plan of action. Nurses can educate, train and work with parents, teachers, caretakers, 

guardians, CASAs, policymakers, law enforcement, among others who interact with the foster 



 72 

care youth population. Nurses should serve as advocates for youth in foster care and support 

policies that consider foster care youth’s developmental, sociocultural and environmental 

contextual needs and assets, which can be agents of social competence enhancement to help 

youth in foster care overcome barriers and successfully transition to adulthood and lead 

productive lives. A national marketing overhaul may be needed to minimize the stigma of foster 

care and shift the focus of being a ‘foster care child’ to one that promotes healthy development 

of all children, regardless of their circumstances. 

Recommendations for Further Research 

The foster care youth literature on social competence is sparse and relatively dated. 

Future research should include longitudinal, prospective cohort studies that include objective 

assessments, in addition to self-reporting questionnaires, of foster care youth’s social 

competence at multiple time points in order to better understand the nature, pattern, trajectory 

and changes in social competence as well as other metrics throughout the stages of adolescence 

and transition to adulthood and more robust measures of social competence,. Randomized-

controlled studies should be conducted to test the efficacy of social competence interventions 

that focus specifically on the positive development of youth in foster care, such as the Court 

Appointed Special Advocate program. More in-depth research, qualitative, quantitative and 

mixed methodology, is needed with a larger, heterogeneous sample that considers age, gender, 

sociocultural and other background and foster care contextual factors, along with the personal 

experiences of the foster care youth population. Subgroup comparisons might provide a better 

understanding of the unique needs of this population in order to intervene appropriately, 

hopefully, resulting in minimal disparity in social and health outcomes as foster care youth age 

of out of the foster care system and transition to young adulthood. 
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