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Abstract
Exploring Child Welfare Placement Pathways to Residential Treatment Settings: A Three
Paper Dissertation
Lauren Pryce McCarthy, Doctor of Philosophy, 2022
Dissertation Directed by: Bethany R. Lee, PhD, Professor and Program Director, School
of Social Work
Residential treatment settings (RTS) provide access to services in a safe
environment for child welfare involved youth with behavioral health challenges. Despite
the potential benefits of RTS, there are concerns that have led to legislation aiming to
reduce their use. Policy that aims to reduce the use of RTS should be informed by an
understanding of how youth enter RTS. This three-paper dissertation aimed to increase
our understanding of how youth placement histories are related RTS entry in the context
of youth behavior and development using secondary analysis of state administrative child
welfare data. This dissertation also aimed to understand how caregivers experience
accessing mental health care for youth through interviews. The first paper explored
aggregate patterns of placement transitions and individual factors associated with risk of
RTS entry. Findings include that transitions are most likely to occur between similar
types of placement settings and that developmental period at first entry to out-of-home
care is associated with RTS entry. The second paper explored the presence of unobserved
subgroups of child welfare involved youth based on placement histories and whether
youth move through these groups over time. The second paper found two subgroups of
placement histories, multiple placements in group settings and stability in family care
settings. The second paper further found that child behavior and developmental period at

first entry to care were associated with group membership and transitions. The third paper
identified that caregivers gain empowerment in decision making when accessing mental
health services, but that this empowerment declines when accessing acute inpatient
services. The third paper further found that accessing RTS was a challenging journey that
impacted caregiver well-being, and that the decision to place a child in RTS came
following a safety inflection point. Implications include that youth who enter out-ofhome care in pre- and early adolescence and their caregivers may require additional
support to remain stable in family placement settings. Further implications include the
need to improve caregiver access to knowledge about the mental health care system to
improve empowerment when making decisions and more resources for acute mental
health service settings.
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Chapter 1: Introduction
Youth, including child welfare involved youth, can develop behavioral challenges
that threaten their safety and wellbeing. Residential treatment settings (RTS), or facilities
that provide 24-hour care to children with significant behavioral or developmental
disorders, are therefore a restrictive, but important part of the care continuum that can
address these behavioral concerns using evidence-based practices (Pecora & English,
2016). For child welfare involved youth who have less access to mental health care than
their peers despite being at greater risk (Garcia & Courtney, 2011), RTS can provide
stability and access to intensive services that are unavailable in other settings (Pinto &
Maia, 2013). Although RTS can provide important access to services for youth with
severe emotional, developmental, and behavioral challenges, concerns remain about their
cost (Department of Health & Human Services, 2015), safety (Freundlich, et al., 2007;
Mazzini, et al., 2018; Timmerman, et al., 2017), and effectiveness (James et al., 2012;
Urdapilleta et al., 2012).
Existing literature has provided insight into some of the individual youth and
child welfare system history characteristics that are associated with residential treatment
but has not examined whether specific sequences of out-of-home placement settings are
associated with increased risk of entry to RTS. Despite the recognition of the importance
of taking a developmental perspective to research in child welfare (Harden, 2004), few
studies have explored risk of entry to RTS from a developmental perspective.
Furthermore, there have been few studies of families’ lived experiences of the child
welfare and mental health care systems during a child’s journey to RTS. An increased
understanding of the pathways to RTS, including child welfare placement histories, can

1

help focus policy and practice efforts to better support families and perhaps reduce the
need for residential treatment.
Defining RTS
There is significant variation in the research regarding how residential treatment
is defined (Lee, 2008), creating significant challenges to integrating research on
predictors of admission to RTS. To address this challenge, the International Work Group
on Therapeutic Residential Care developed the following working definition of
therapeutic residential care informed by Whittaker et al (2016):
‘Therapeutic residential care’ involves the planful use of a purposefully
constructed, multi-dimensional living environment designed to enhance or
provide treatment, education, socialization, support, and protection to children
and youth with identified mental health or behavioral needs in partnership with
their families and in collaboration with a full spectrum of community-based
formal and informal helping resources. (Whittaker et al., 2016, pg. 94).
This definition represents a high standard of therapeutic care that many facilities do not
meet. Therefore, for the purpose of this dissertation, RTS will be more loosely defined as
a live-in facility providing 24-hour care, including but not limited to educational services,
behavioral and mental health treatment including psychiatric care to more than seven
children. Facilities that organize youth into smaller living facilities were still considered
RTS if they provide care to more than seven children on a single campus. Residential
treatment settings will therefore be considered a specialized placement setting that
provides intensive services to youth experiencing significant developmental, emotional,
and behavioral health difficulties.
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Prevalence of RTS
There were 423,997 children who spent any time in out-of-home care through the
child welfare system during the 2019 fiscal year (Administration for Children and
Families, 2021). Federal guidelines require that children in out-of-home care be placed in
the least restrictive setting required to assure their safety (Adoption Assistance and Child
Welfare Act of 1980) and summaries of existing research suggest that children and youth
have better outcomes when placed in a family setting (Annie E. Casey Foundation, 2015).
Most children who are removed from their homes are placed in family settings; however,
up to 13% are placed in a non-family setting (Administration for Children and Families,
2021; James et al., 2008). Finally, the use of non-family settings varies considerably
between states (Anne E. Casey Foundation, 2015; Brown et al., 2010).
In 2018, 311,000 children and adolescents received residential treatment for
mental or behavioral health disorders (Center for Behavioral Health Statistics and
Quality, 2018). It is important to note that this figure does not specify how many of these
youth were placed in these settings through the child welfare system. Furthermore, this
number includes short-term stays for alcohol and substance abuse treatment. Estimates of
the number of child welfare involved youth residing in non-family settings vary
depending on how these placement settings are defined. Federal data indicates that
25,832 child welfare involved youths were placed in an institutional setting and 17,991
youth were placed in a group home in 2019 (Administration for Children and Families,
2021) while data aggregated in the Annie E. Casey Foundation (2020)’s KIDS COUNT
report on child well-being found that 47,293 children reside in a non-family setting. A
lack of consistent data reporting guidelines and no differentiation between RTS and other
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forms of group care such as maternity or group homes in many studies (Administration
for Children and Families, 2021; Annie E. Casey Foundation, 2020) create further
challenges to identifying the number of youths in RTS. Furthermore, not all youth placed
in RTS are placed through the child welfare system, meaning that a simple census of
youth in RTS cannot be used to identify the number placed through the child welfare
system.
Significance of Research to Social Work Policy, Practice, and Research
Social workers have a lengthy history as leaders in the field of child welfare
practice, policy, and research, and have been involved in efforts to improve the use of
RTS for child welfare involved youth for decades (Lee & McMillen, 2008; Lyons, 2015).
Efforts in this area have focused on increasing the use of evidence-based practices in RTS
(James et al., 2013; James, 2017; Whittaker, 2017) and identifying the characteristics and
sub-populations of youth in RTS to understand their needs (Baker et al., 2006; Baker &
Purcell, 2005; Boel-Studt, 2017; Harr et al., 2013; Yampolskaya & Mowery, 2016;
Yampolskaya et al., 2014; Zinn & Havlicek, 2014). A thorough understanding of how
child welfare placement histories and the risk of entry to RTS develop over time can add
to these efforts to understand how best to address the needs of child welfare involved
youth before they require specialized residential services.
Child welfare involved youth are more likely to require specialty mental health
services yet are less likely to receive this necessary care than their peers (Garcia &
Courtney, 2011). This is particularly true for youth of color (Garland et al., 2003; Garcia
& Courtney, 2011; Gudiño et al., 2012). A lack of access to necessary mental health
services may lead an escalation of the behaviors that contribute to placement instability
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(Aarons et al., 2010; Cross et al., 2013; Leathers, 2006; Rubin et al., 2007) and is
associated with entry to RTS (Baker et al., 2007; Park et al., 2008; Leloux-Opmeer, 2017;
Rose & Lanier, 2017). Youth require the support of a caregiver to act as a gateway to
accessing health care services. Giving voice to the experiences of caregivers of youth
who have required RTS will contribute to existing knowledge regarding barriers to
accessing community level mental health care.
Concerns about the effectiveness, safety, and cost of RTS appear to have
influenced recent policy shifts. For example, the Family First Prevention Services Act
(FFPSA) of 2018 included a new federal focus on limiting the use of congregate care by
limiting reimbursement and placement durations over 30 days for non-family care that
does not meet the standards of qualified residential treatment program (QRTP). Policies
such as the FFPSA alone, however, may not be effective in reducing the need for RTS if
they do not address needs of youth with significant behavioral and emotional needs.
Efforts to ensure more youth are successful in family foster care settings must include
improved access to quality, well-funded family and community-based services.
Supporting youth before their mental health needs increase through access to
effective, trauma-informed care while giving families and communities resources has the
potential to reduce the need for RTS. This reduced need for RTS may allow for more
targeted funding to improve oversight and services provided within remaining programs.
This kind of change in funding structure has the potential to simultaneously allow more
youth to remain in family settings while enhancing the quality of care in RTS, therefore
improving outcomes for all. Programs and policies that target improving access to mental
health care in communities should be informed by knowledge of when youth are at
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highest risk of entry to RTS, and the challenges their caregivers face when seeking
services.
Purpose of this Dissertation
There is a need to improve our knowledge about both the observed and
unobserved patterns of out-of-home placement histories most likely to include an entry to
RTS. Furthermore, it is imperative that we identify the gaps in service systems that
caregivers experience when trying to address the mental and behavioral health needs of
youth in their care. Building the profession’s grasp of these interrelated issues is
necessary for understanding how to best allocate resources and develop interventions for
youth at risk of entry to RTS and their families. To help inform these efforts, this
dissertation study addressed the question of pathways to RTS through three different
papers with three distinct research aims.
Paper 1: Placement Experiences of Youth with Behavioral Concerns at Entry to Out-ofHome Care: Exploring the Association Between Child Development and Entry to
Residential Treatment
The first paper in this dissertation will applied a developmental lens to the
question of how child welfare involved youth with behavioral difficulties transition into
different out of home placement settings over time, with a primary focus on transitions
into RTS. This paper identified covariates associated with the likelihood of transitioning
into RTS over time. The primary covariate of interest was developmental period at first
entry to care. Unlike existing models of entry to RTS, this paper accounted for the
multiple potential transitions into placement settings that could occur (i.e., competing
risks), not just transition into RTS. This allowed for a richer understanding of how
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covariates impact different periods of a placement history. This paper addressed the
following research aims:
1. To understand the placement experiences of child welfare involved youth with
behavioral concerns at entry to out-of-home care over time. More specifically, to
understand the risk of this population of child welfare involved youth
transitioning into residential treatment settings (RTS) compared to other
placement types over time.
2. To understand how developmental period at first entry to care is associated with
placement experiences over time for child welfare involved youth with behavioral
concerns at entry to out-of-home care. More specifically, to understand the
association between developmental period at first entry to care, other covariates,
and relative risk of transitioning into RTS for child welfare involved youth with
behavioral concerns.
Paper 2: Understanding Subgroups of Child Welfare Placement Histories Over Time in
the Context of Youth Behavior and Development: A Latent Transition Analysis of Risk of
Entry to Residential Treatment
The second paper explored different classes, or subgroups, of child welfare
placement histories and whether youth transition between these groups over the first three
years of a single spell in care. This paper explored whether child welfare involved youth
with behavior difficulties have different placement histories than other child welfare
involved youth. This paper also explored the association between developmental period
at first entry to care and subgroup membership and transitions over time. The second
paper addressed the following research aims:
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1. To identify latent statuses, or subgroups, of child welfare placement histories
(measured by number of moves and changes in out-of-home placement settings)
of child welfare involved youth and the probability that youth will move through
these statuses during the first three years of a single spell in care. More
specifically, to understand the risk of entry to RTS associated with different
subgroups of child welfare placement histories, and how this risk changes during
the first three years of a single spell in care.
2. To understand differences in child welfare placement history subgroups between
youth with behavioral difficulties and their peers. More specifically, to understand
whether youth behavior difficulty is associated with a greater risk of a placement
history that includes entry to RTS. This study further aims to understand the
covariates associated with risk of placement histories that include entry to RTS.
More specifically, how developmental period is associated with developing a
placement history that includes entry to RTS.
Paper 3: “We wanted to get her help”: Exploring Caregiver Perceptions of DecisionMaking Roles During the Journey to Residential Treatment
The third paper used semi-structured interviews to understand caregivers’
perceptions of their role in accessing treatment for the youth in their care during the
journey to RTS. Interviews were conducted with caregivers of youth who have
experienced RTS with and without child welfare involvement. The third paper identified
themes in how caregivers perceived their relationship to the child welfare system. The
third paper further identified themes in how caregivers of youth who have entered RTS
experienced their role, and the role of service providers, in decision-making when
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navigating mental and behavioral health service systems, including accessing RTS. This
paper addressed the following aims:
1. To understand differences in how caregivers experience the process of accessing
and decision making regarding mental health care and RTS based on views of the
child welfare system.
2. To understand how caregivers experience the process of accessing mental health
care, including RTS, for the youth in their care.
Organization of this Dissertation
There are five chapters in this dissertation. The first chapter introduces RTS,
including the definition and prevalence of this placement setting. The first chapter also
discusses the importance of understanding pathways to RTS for the social work
profession and outlines the research aims for each of the three papers. The second, third,
and fourth chapters are three separate academic papers. The second and third chapters use
secondary child welfare administrative data to explore the association between
developmental period at first entry to out-of-home care and child welfare placement
histories. The fourth chapter uses data collected from semi-structured interviews.
The second, third, and fourth chapters are comprised of the three papers
developed for this dissertation. Chapter 2 contains the first paper, titled “Placement
Experiences of Youth with Behavioral Concerns at Entry to Out-of-Home Care:
Exploring the Association Between Child Development and Entry to Residential
Treatment.” This sample for the first paper was limited to child welfare involved youth
who had behavioral concerns identified as contributing to their entry to out-of-home care.
The first paper explores both aggregate patterns in placement transitions and individual-
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level predictors of RTS entry for child welfare involved youth. Chapter 3 contains the
second paper, titled “Understanding Subgroups of Child Welfare Placement Histories
Over Time in the Context of Youth Behavior and Development: A Latent Transition
Analysis of Risk of Entry to Residential Treatment”. The second paper identifies
unidentified, or latent, subgroups of child welfare placement histories and explores the
associations between youth behavior and developmental period at first entry to out-ofhome care with group membership and transitions over time. Chapter 4 contains the final
paper, titled ““We wanted to get her help”: Exploring Caregiver Perceptions of
Decision-Making Roles During the Journey to Residential Treatment”. This third paper
identified themes in how caregivers of youth who have entered RTS perceive their
relationship with the child welfare system and decision-making when accessing mental
health services, including RTS. Chapter 5 summarizes the findings from the three papers
and identifies directions for future research.
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Chapter 2: Placement Experiences of Youth with Behavioral Concerns at Entry to
Out-of-Home Care: Exploring the Association Between Child Development and
Entry to Residential Treatment

Abstract
Background and Purpose: For some child welfare involved youth, placement in
residential treatment settings (RTS) provides access to specialized services required to
address behavioral concerns. Few studies have applied a developmental lens to our
understanding of RTS entry. This study explored whether developmental period at first
entry to care is associated with placement setting outcomes, including entry to RTS, for
child welfare involved youth with behavioral challenges.
Method: This study utilized child welfare administrative data and was limited to youth
who entered care with behavioral concerns. The dependent variable was placement type,
specifically RTS entry. The independent variable was developmental period at first entry
to out-of-home care. Initial analysis explored initial transition probabilities and the
associations between placement experiences, including RTS entry, and developmental
period. A competing risks survival model was utilized to estimate the effect of
developmental period at first entry to care and other covariates on the risk of transition
into RTS.
Results: Transitions into RTS were less common than transitions into non-therapeutic
group care settings. Initial placement disruption, initial placement type, timing and
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placement setting prior first RTS entry were significantly associated with developmental
period. The competing risks model found that developmental period was a significant
predictor of risk of RTS entry for children and pre-adolescents. Additional significant
predictors of entry to RTS included race, parental inability to cope with role, placement
type prior to placement change, and county type.
Conclusions and Implications: Youth who first enter out-of-home care with behavioral
difficulties in childhood and pre-adolescence may require earlier access to mental health
services to reduce their risk of RTS entry later in care. Youth with behavioral concerns
when entering out-of-home care who experience placement disruptions may not be
accessing treatment. This may indicate that while policy targeting a reduction in RTS
does reduce entries to this setting, it does not mean that youth are having their behavioral
health needs met. This suggests that current policy efforts should be complemented by
increased access to supportive services that help youth remain stable in family settings.
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Introduction
Child welfare involved youth in out-of-home placement face significant
challenges, including recovery from the trauma of maltreatment and adjusting to a new
home or community. These difficulties may be compounded for youth that have existing
emotional or behavioral health concerns. Further, there is strong evidence that despite
being at higher risk for mental health disorders, child welfare involved youth are less
likely to access mental health services (Garcia & Courtney, 2011). Youth behavioral
difficulties have been well established as a predictor of placement instability (Barth et al.,
2007; Cross et al., 2013; Helton, 2011; Hurlburt et al., 2010; James, 2004; Jedbwab et al.,
2019; Leathers, 2006), which can be detrimental to youth wellbeing (Proctor et al., 2010).
This established association between youth behavior and placement changes does
not necessarily indicate a simple causal relationship. Behavior can contribute to
placement change; however, evidence also suggests that previous instability may
contribute to the development of behavioral concerns (Cross et al., 2013; Rubin et al.,
2007). For some youth, this placement instability may result in escalating behavioral
health needs that make stability in family settings difficult, contributing to a cycle of
further placement instability. Some youth whose behavior prevent them from remaining
in family placement settings are placed in residential treatment settings (RTS), facilities
that provide 24-hour care to children with significant behavioral and developmental
disorders. Other youth, however, may enter non-therapeutic group care or experience
other adverse placement events such as elopement or contact with the juvenile justice
system.
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The current conversation regarding the use of RTS for child welfare involved
youth involves two dominant arguments. Some argue that RTS are a necessary part of the
child welfare care continuum. Benefits of RTS include access to intensive services for
youth in crisis whose behaviors are unstable or who have needs that cannot be met in
other placement settings (Barth, 2005; Pinto & Maia, 2013) and evidence that they can
effectively address significant behavioral concerns when families are engaged, evidencebased practices are used, and length of stay is short (Pecora & English, 2016). Others
advocate for reducing the use of RTS. Those for reducing RTS note the importance of a
family environment for healthy development (Dozier et al., 2012; Harden, 2004; van
Ijzendoorn et al., 2020; Waters, et al., 2000) and point to research that suggests a
significant proportion of youth entering RTS could have their needs met in less restrictive
settings (Barth et al., 2007; James, et al., 2012; Urdapilleta et al., 2012) for a lower cost.
State and federal policies have targeted reducing the use of RTS by limiting length of
stay and strengthening the criteria for determining whether such placement is necessary.
The existing literature suggests that most child welfare involved youth who enter
RTS have significant behavioral concerns and would benefit from this kind of specialized
setting (Lanier & Rose, 2017; Leloux-Opmeer et al., 2017; Rose & Lanier, 2017).
Leaders in the field have identified the need to view residential care as an opportunity to
offer transformational change, rather than existing as a service setting (Lee, 2020; Lyons,
2015). It is important to avoid system changes that result in leaving youth whose
behavior makes placement in family settings difficult without access to the care provided
by RTS due to limited resources. One way to meet these goals is to target resources so
that youth who can be stabilized in family placement settings receive the services
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required to do so, freeing space in RTS for youth who need it most. Limiting overall
entry to RTS would allow RTS to focus their resources on providing the best possible
care to youth with the greatest need.
Part of learning how best to allocate resources involves understanding how
placement experiences during different points in youth development impact risk of RTS
entry. As children age, they move through a progression of developmental periods during
which their experiences of the world, including their caregivers, impact them in different
ways (Bronfenbrenner & Morris, 2006). Therefore, when assessing risk of RTS entry it is
important to consider child welfare involved youth’s placement experiences through a
developmental lens. Existing literature has provided insight into some of the individual
youth and child welfare system history characteristics that are associated with residential
treatment but has not examined whether their timing in a youth’s development is
associated with increased risk of RTS entry. Identifying whether the timing of placement
experiences during a child’s development matters for RTS entry will introduce essential
nuance to the picture of when and how youth become at risk of RTS placement. This
knowledge can be used to inform how we target services for child welfare involved youth
and their caregivers so that they have the most impact.
Applying a developmental lens to our understanding of entry to RTS can help
focus policy and practice efforts to reduce the need for residential treatment. Further,
exploring broad patterns of placement transitions among youth with behavioral
challenges could help identify whether youth who are not in family settings are receiving
treatment through RTS or entering non-therapeutic congregate care. This study intends to
add to this understanding by using secondary administrative data to explore how
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developmental period at first entry to care is associated with placement transitions, with a
focus on RTS entry for youth with behavioral challenges. This exploration will involve
identifying the probability of transitions between different placement types, describe
youth who enter RTS, and explore how developmental period at first entry to out-ofhome care is associated with RTS entry over time.
Theory
Youth mature rapidly during childhood. The potential impact of this ongoing
change must be considered when examining child welfare processes and outcomes
(Harden, 2004; Harden et al., 2020; Wulczyn et al., 2005). An understanding of how
stress and early experiences of caregiving may impact youth during different periods of
their development is necessary for any study of placement outcomes for youth with
behavioral concerns. The bioecological theory of child development has had a significant
impact on research and practice on youth in care (Derksen, 2010), and offers one
perspective on how disruptions to caregiving may impact youth development. According
to bioecological theory, youth development is situated within a reciprocal relationship to
their environment, made up of five systems (Bronfenbrenner & Morris, 2006; Sameroff,
2009). Within this perspective, youth behavior both shapes and is shaped by interactions
with their caregivers in relation to their internal developmental maturation. Therefore,
potential disruptions to caregiving during development may both impact, and be impacted
by, youth behavior.
The intricate relationship between child welfare involvement, youth development,
and maladaptive youth behavior must be considered when exploring entry to RTS.
Adolescents often enter RTS under different circumstances than younger children (Baker
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& Purcell, 2005; Wulczyn et al., 2002). Foster parents can be hesitant to parent an
adolescent due to concerns about behavior, an inability to meet their unique needs, and
lack of available support for adolescents in foster care (Geiger et al., 2014). Difficulty
finding foster care placements may contribute to higher rates of placement instability
among adolescents, which has been found to be associated with increased odds of
experiencing mental health challenges (Simmel, 2012). Therefore, it is important that any
study of risk of RTS entry take this developmental context into account.
Literature Review
Child Development and Child Welfare System Involvement
There is a broad research base demonstrating that child welfare system
involvement impacts development across childhood and into adolescence in ways that
may impact risk of RTS entry. Studies on the development of children who come into
contact with the child welfare system has found evidence of associations between child
welfare involvement and impaired overall functioning (Goemans et al., 2016; Harden &
Whittaker, 2011), socialization (Horwitz et al., 2012a), behavioral adjustment (Proctor et
al., 2010; Stahmer et al., 2005; Stahmer et al., 2009; Villodas et al., 2016), and mental
health (Horwitz et al., 2012a; Horwitz et al., 2012b), that vary depending on age at first
contact, intensity of child welfare services, and duration of out-of-home placement.
Further, the literature suggests differences in the relationship between placement stability
and behavioral trajectories based on age at entry to care (Proctor et al., 2010; Villodas et
al., 2016).
Research has explored youth characteristics that are associated with early entry to
a congregate care setting including, but not limited to, RTS. These include male gender
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and behavioral concerns (Havlicek, 2010; James et al., 2006; James et al., 2008). The
findings regarding how age and maltreatment history are associated with early entry to
congregate care settings are less conclusive. Some studies have found that older age and
history of physical abuse are associated with early entry to congregate care (James et al.,
2006; James et al., 2008). A more recent study by Havlicek (2010), however, found that
youth who experience early and ongoing group care placement entered out-of-home care
at an early age. Further, the study found no association between maltreatment history and
placement pattern (Havlichek, 2010). Finally, placement in kinship care is associated
with lower risk of early entry to restrictive settings like RTS (James et al., 2006; James et
al., 2008).
Further research has focused on the characteristics of youth who enter RTS
specifically. The maltreatment histories, behavioral problems, and mental health concerns
of youth entering RTS have been found to vary according to age and gender (Baker &
Purcell, 2005). Youth who transition to RTS from another placement setting due to their
behavior frequently have an existing history of placement moves due to behavior and
history of running away (Cross et al., 2013). There are few consistent findings on what
demographic and family characteristics are associated with RTS entry. Characteristics
that are most identified in the literature include older age (Baker & Curtis, 2006; James et
al., 2006, James et al., 2008; Lanier & Rose, 2017; Park et al., 2009; Rose & Lanier,
2017) and male gender (Baker & Curtis, 2006; James et al., 2006; Lanier & Rose, 2017;
Rose & Lanier, 2017). The type of entry to RTS may impact the association with age, as
Izmirian et al. (2018) found that younger children are more likely to experience a
repeated RTS placement than older youth. Limited findings on whether race is associated
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with RTS entry for child welfare involved youth have found that White youth are more
likely to be admitted than youth in other racial groups (James et al., 2008; Lanier & Rose,
2017; Rose & Lanier, 2017). Finally, youth who enter RTS are more likely to have higher
scores on measures of family dysfunction and caregiver difficulty with providing
adequate supervision of the child (Park et al., 2009).
Of greatest interest to this study are findings regarding the child welfare system
histories of youth entering RTS. Youth who enter RTS are more likely to have had a
substantiated initial report of maltreatment (Lanier & Rose, 2017) or to have received
services for maltreatment (Park et al., 2009) than youth who enter other placement types.
A higher number of system experiences, including investigations or services even if the
child was not removed, has been associated with greater risk of RTS entry (Lanier &
Rose, 2017). Placement histories associated with greater risk of RTS entry include an
initial placement in treatment foster care (Lanier & Rose, 2017), group home (Baker &
Curtis, 2006), or RTS (Rose & Lanier, 2017). A consistent finding across the literature is
that any history of RTS is associated with risk of future entry to RTS, regardless of the
timing or existence of prior placements (Baker & Curtis, 2006; Lanier & Rose, 2017;
Rose & Lanier, 2017). Placement in non-kinship foster care is also associated with
increased risk of eventual entry to RTS (Lanier & Rose, 2017; Park et al., 2009), and
placement in kinship care has been identified as decreasing the risk of RTS entry (James
et al., 2006; James et al., 2008). Findings on the association between number of previous
placements and RTS entry are mixed, with some studies finding increased number of
prior placements increases the risk of RTS entry (Baker et al., 2006; Baker et al., 2007),
while others have found the opposite (Leloux-Opmeer, 2017).
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The literature has established some demographic characteristics, maltreatment,
and child welfare system histories of youth who enter RTS. The literature had also
identified mental and behavioral health needs of youth who enter RTS. These portrayals
of how youth who enter RTS differ from their peers offer valuable insight the importance
of RTS for addressing complex behavioral issues and providing stability. A major gap in
this literature base is an understanding of how the timing of child welfare system
experiences during youth development is associated with risk of RTS entry. Additionally,
most of these studies are not focused on the placement experiences of youth with
behavioral difficulties when they enter care. Furthermore, existing event-history studies
on the risk of RTS entry do not account for how the presence of competing placement
outcomes impact the relative risk of RTS entry. A clearer picture of the placement
experiences of youth in child welfare who require emotional and behavioral supports can
help inform efforts to direct resources to services that support these youth and their
caregivers so they can remain stable in family settings. Further, an understanding how the
timing of placement experiences during a child’s development relate to risk of placement
in RTS will inform efforts by practitioners and policy makers to support youth in their
own communities to reduce the need, and therefore use, of RTS.
To address these gaps in the literature, the following study proposes the following
research aims:
1. To understand the placement experiences of child welfare involved youth with
behavioral concerns at entry to out-of-home care over time. More specifically, to
understand the risk of this population of child welfare involved youth
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transitioning into residential treatment settings (RTS) compared to other
placement types over time.
2. To understand how developmental period at first entry to care is associated with
placement experiences over time for child welfare involved youth with behavioral
concerns at entry to out-of-home care. More specifically, to understand the
association between developmental period at first entry to care, other covariates,
and relative risk of transitioning into RTS for child welfare involved youth with
behavioral concerns.
This study is exploratory in nature, and therefore does not have set research hypotheses.
Method
Sample
The study utilized Maryland state child welfare administrative data (CJAMS).
The study sample consisted of all youth born after July 1, 1997, who were placed in outof-home care for at least one month between July 1, 2015, and June 30, 2018. Youth in
care from across multiple fiscal years (i.e., FY2016-2018) were included in the sample to
ensure adequate power for analysis. All placement spells, or separate entries to out-ofhome care, including those that occurred before the study period, were included. The
sample was further limited to include only youth for whom behavior was identified as
contributing to their removal from the home at any point during their time in care. This
assessment is made by the child welfare worker at time of removal. Any youth who have
child behavior as a factor for removal indicated in their record at any point were included
in the sample, even if it was not indicated for every placement spell.
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The full dataset included the entire history of placement types a youth
experienced from that youth’s first entry to care through the end of the sampling frame
(i.e., June 30, 2018), including any re-entries to care. For this study, placement type is
defined as the setting where a youth resides during their time in out-of-home care. A
placement change will be defined as any time a youth experiences a new placement, even
if the placement type has not changed (i.e., a change from one foster care home to
another). This study will consider placement types as existing along an ordinal continuum
of closeness to the family home. This study is concerned with the timing of general
placement experiences, such as entry to out-of-home care and overall changes in
placement type, and more specifically with entry to RTS.
The sample consisted of 796 youth who experienced a total of 3,390 placement
changes. The sample was about half male (52%), Black or African American (55%) with
a mean age of 12.5 (SD=3.15). The majority (75%) had only a single spell in care
throughout their time in care up to the end of the study period. Youth in the sample spent
an average of 35 months (SD = 5.51) in care across all spells with an average of seven
(SD=5.19) placement changes throughout their time in care up to the end of the study
period. For the 797 youth in the sample, the most common experienced placement types
were non-kinship foster care and non-therapeutic group care (58%). The most common
first ever placement type was non-therapeutic group care (34%). Please see Table 2.1 for
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a full description of the sample.

Variables
The primary dependent variable of interest for the study is placement type. More
specifically, this study is concerned with RTS placement. In this study, RTS placement is
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defined as placement for at least fourteen days in a live-in facility providing 24-hour care
and behavioral and mental health treatment for more than 12 children. Definitions and
coding category for all other placement types can be found in Table 2.2.

Independent Variable
The primary independent variable of interest for the study was developmental
period at first entry to out-of-home care. The CJAMS data set does not utilize a
standardized measure of child development. Therefore, I created a variable to act as a
proxy for developmental period. This variable was an indicator created from child age.
The initial categories included: Infancy (0-3 years); pre-Kindergarten (4-5 years);
childhood (6-9 years); pre-adolescence (10-12 years); early adolescence (13-15 years);
and late adolescence (16-17 years). Due to small sample size, I collapsed the Infancy
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(n=10) and pre-Kindergarten (n=26) groups into the childhood category. For multivariate
analysis, I used late adolescence as the reference group.
Covariates
An additional covariate of interest was placement type immediately prior to entry
to RTS. Definitions for placement types can be found in Table 2.1. I included seven
additional variables from the administrative data set as covariates in the multivariate
model. Demographic variables included race and sex. Race was reported by caregiver at
removal and included the following categories: White, Black, and “Other”. The “Other”
racial category created due to the small number of youth in the following original racial
categories: Asian-American, Native Hawaiian/Pacific Islander, and American Indian. Sex
was measured by caregiver report and coded into binary categories: Male (1) and Female
(0).
Additional variables were measured at first entry to care and included:
1. Removal type: Indicated whether the child was removed by court order (1) or a
voluntary placement (0).
2. Parental inability to cope: whether the child welfare worker assessed caregiver
inability to cope with caring for the child as part of the reason for first removal
from the home (1) or not (0).
3. Child disability: whether the child welfare worker identified that child physical or
developmental disability contributed to the need for removal from the home (1) or
not (0).
4. County type: the county in which the case was opened. The 24 counties in the
state were re-coded into three categories. Urban, consisting of one county that

30

represents a major city; Rural, consisting of those counties defined as rural by the
state’s Department of Health; and Suburban, consisting of the remaining counties.
5. Maltreatment type: recorded by the child welfare worker based on the initial
report. Maltreatment type was split into four categories: No maltreatment,
physical abuse, sexual abuse, and neglect. No maltreatment was used as the
reference group in multivariate analysis.
Analysis
Univariate analyses for the total sample included frequency analyses for
categorical variables and measures of central tendency for continuous variables. I also
utilized univariate analysis to explore probability of experiencing a placement transition
over time from first entry to out-of-home placement, and transition probabilities
following the initial placement change. Additional univariate and bivariate analyses were
conducted to describe the sample of youth who entered RTS. Finally, multivariate
analysis was used to explore how individual-level covariates impacted risk of RTS entry
over time using a survivor function. The study utilized Stata 17 to conduct all data
cleaning, statistical analyses, and statistical tests.
Analysis of Placement Transitions
I first conducted univariate analysis to describe the number of initial placement
changes. I then estimated the probability of transitioning between each placement type
following an initial placement change or remaining in the same placement type.
Probabilities were identified by counting the frequency of transitions from one placement
type to another, divided by total transitions from that type (i.e., frequency of transitions
from foster care into kinship care over total transitions from foster care) following an
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initial placement change. These probabilities are organized into a transition matrix with
the pre-transition placement type as the rows and the post-transition type at each time
point as the columns (Gagniuc, 2017). The matrix also includes total probability of
transitioning into a placement type. In addition to the transition matrix, I calculated the
percentage of total transitions into RTS that came from each placement type throughout
the study period.
To further understand patterns of initial placement change, I calculated the
percentage of youth who experienced an initial placement change at six-month time
points over their first two years in out-of-home care. I then conducted bivariate analysis
to understand the relationship between initial placement change, timing of initial
placement change, and developmental period at first entry to care. Finally, I identified the
proportion of youth who entered RTS immediately following their first placement
change.
Analysis of Individual Youth
First, I utilized univariate statistics to describe the demographic characteristics
and placement histories of youth who experienced any placement in RTS. I then utilized
bivariate statistics to explore patterns of RTS entry across individual youth by
developmental period. Associations explored included those between developmental
period at first entry to out-of-home care and timing of first entry to RTS and
developmental period and immediate prior placement at first entry to RTS. To avoid
violating the chi-2 assumption that the expected value of cells must be five or greater in
80% of cells, prior placement at first entry to RTS was re-coded into fewer categories to
reflect prior placement in Family Home, a Family Placement Setting (kinship, foster, or
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TFC), or Congregate Placement Setting (non-therapeutic group care or “Other”
placement). In addition to the above analyses, I conducted several post-hoc tests to
provide context to multivariate results. These analyses included bivariate tests assessing
the relationship between parent inability to cope as reason for removal and other
demographic and case covariates. These tests were conducted to understand more about
the individual and case characteristics of youth who had parent inability to cope as a
reason for removal. Finally, I conducted post-hoc tests to understand the relationship
between entering care through a VPA and covariates.
Multivariate analysis examined the relationship between covariates and the risk of
entry to RTS following a transition using a competing risks model for event history data.
A competing risks model estimates the cause-specific hazard function, or sub-distribution
hazard ratio (SHR) of an event in the presence of competing events (i.e., placement
outcomes), as opposed to non-occurrence or censoring. A SHR of 1.00 indicates that a
variable does not increase the risk of an event. A SHR above 1.00 indicates that a
variable increases the risk of an event and is proportionate to a percent increase in risk
(i.e., SHR = 2.00, 100% increase in risk) (Noordzij et al., 2013). The first model
estimated the effect of developmental period at first entry to out-of-home care on risk of
entry to RTS following initial placement transition. I then expanded this model to include
covariates, including previous placement type. Finally, I fit a model that included an
interaction term for developmental period at first entry to care and immediately prior
placement type.
Results
Patterns in Transitions Between Placement Types
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The following section will discuss initial transitions between placement types. Of
the 796 youth in the sample, 650 experienced at least one placement transition. To
describe the likelihood of transitions from one placement type to another, a transition
matrix was calculated. The full transition matrix can be found in Table 2.3. On the
diagonal, the matrix shows the likelihood of moving within the same placement type (i.e.,
from one foster care placement to a different foster care placement). To describe
transitions specifically into RTS, a separate figure (Figure 1) was created that identifies
the proportions of total transitions into RTS that came from each placement type.
Analysis of the initial sample did indicate that child behavior contributing to
removal from the home was associated with first placement type (Wald c2 (5,703) =
1.43, p < 0.001). Of the 796 youth in the sample, 143 had only one placement. Of this
143, 124 exited care from this placement before the end of the study period.”). Youth
with behavioral concerns who were initially placed in non-therapeutic group care (266) or
RTS (65) were most likely to exit care without a placement change (20% and 46%,
respectively). Youth who were initially placed in an “Other” placement type were the
least likely (5%) to exit care without a placement change.
Of the 331 transitions from a family setting, 88 (25.59%) were into a non-family
setting and can be viewed as an increase in placement restrictiveness while 243 (73.41%)
were into another family setting. Transitions that started from foster care (169) were most
likely to be between the same kind of placement type (42%). Transitions that started from
kinship care (50) were equally likely to be into another kinship care or a non-kinship care
foster placement (22%). Transitions from therapeutic foster care (113) were most likely
to be into a non-kinship foster care placement (26%).
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Of the 464 transitions out of non-family family settings, 153 (32.97%) were into a
family setting, or a step down in restrictiveness. The majority (67.03%) of these
transitions were into other non-family settings. Transitions that started from “Other”
placement types (132) were most likely to be into TFC and transitions that started from
non-therapeutic group care were most likely to be into another non-therapeutic group care
setting. Transitions that started from RTS (65) were most likely to be into a nontherapeutic group care setting (15%). The probability of a transition from any placement
type ending in non-therapeutic group care was comparatively higher than the probability
of transitions from that same setting ending in entry to RTS. Figure 2.1 depicts the flow
of transitions from each placement type into RTS compared to family or a non-RTS, nonfamily setting placement type.
Of the 650 total transitions, 69 (9%) were transitions into RTS. Of these 69
transitions into RTS, the highest proportion came from non-therapeutic group care
(56.52%), followed by “Other” placement types (28.99%). The lowest proportion of
transitions into RTS came from kinship and regular foster care (1.45% each), followed by
therapeutic foster care (2.90%). Figure 2.2 contains the total number and percentage of
transitions into RTS from each placement type.
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Figure 2.1
Flow of Transitions Between Placement Types
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Figure 2.2
Percent of Transitions into RTS by Placement Type (n=69)

Patterns in Individual Placement Histories
Of the 797 youth in the sample, 654 experienced at least one change in placement
during their time in care through the end of the study period. The majority (77%) of these
654 placement changes occurred during the first six months from first ever entry to care.
There was a significant relationship between experiencing a placement change and first
placement type (c2 (5,797) = 57.39, p < 0.001). Of youth who experienced a placement
change, the largest group had their first placement in a non-therapeutic group care setting
(32%), and the second largest group had their first placement in foster care (23%). There
was a significant relationship between placement change and developmental period at
first ever entry to out-of-home care (c2 (3,797) = 15.14, p = 0.002). Of youth who
experienced a placement change, the largest group first entered care in early adolescence
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(40%), followed by youth who first entered care in pre-adolescence (23%). Of the 654
youth who had at least one placement change, only 11% entered RTS as their first
transition.
Youth who Entered RTS
The following section discusses the characteristics of youth with behavior
concerns who entered RTS. Of the 797 youth in the sample, 228 experienced at least one
entry to RTS. These youth ranged in age from four to 18 at their first lifetime entry to
out-of-home care, with an average age of 13 years old (SD = 2.85). Most (49%) youth
were early adolescents at their first entry to RTS, followed by late adolescence (20%),
pre-adolescence (19%), and childhood (12%). Most of the youth who entered RTS
placement were male (53%) and White (51%). Half of these youth were residing in a
suburban county when they entered out-of-home care, 38% lived in a rural county, and
only 12% lived in the urban county. Less than half (47%) of youth who entered RTS
placement were placed through a VPA, and 64% had caregiver inability to cope with
parenting as a reason contributing to removal. Of the 228 youth who entered RTS, 37%
entered as their first placement, 33% entered within the first six months after first
entering out-of-home care, and 12% entered after six months but within their first year
after first entering out-of-home care.
For the 228 youth who entered RTS, developmental period at first entry to out-ofhome care was significantly associated with placement type prior to first RTS entry (c2 (6,
228)

= 34.96, p <0.001). A large majority of youth who first entered out-of-home care in

childhood (81%) and pre-adolescence (75%) entered RTS from group care. Youth who
first entered out-of-home care in early adolescence were also more likely to enter from
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group care (53%) than the family home (40%), but the difference was smaller in
comparison to younger youth. Finally, youth who first entered out-of-home care in late
adolescence were most likely to enter RTS from their family home (54%). Figure 2.3
depicts placement type immediately prior to RTS entry by developmental period at first
entry to out-of-home care.
Figure 2.3
Immediate Prior Placement to RTS Entry by Developmental Period (n=228)

For the 228 youth who had an RTS placement, developmental period at first entry
to out-of-home care was also associated with timing of first entry to RTS (c2 (15, 228) =
44.62, p <0.001). Youth who first entered out-of-home care in childhood and preadolescence primarily entered their first RTS placement during the first six months after
first entering care (44% and 36%, respectively). Youth who first entered out-of-home
care in early or late adolescence primarily had RTS as their first placement (50% and
61%, respectively). For youth in most developmental periods, RTS entry decreased over
time. The exception to this decrease in RTS entry over time was youth who first entered
out-of-home care in pre-adolescence. For pre-adolescents, the risk of RTS entry peaked
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within the first six months, and then decreased over time until after two years in care
when the risk of RTS entry increased. Figure 2.4 depicts percentage of youth who entered
RTS over time by developmental period at first entry to out-of-home care.
Figure 2.4
Timing of First RTS Entry by Developmental Period (n=228)

Multivariate Associations with Risk of Transitioning into RTS
The second research aim of understanding how developmental period at first entry
to care is associated with RTS entry was initially assessed with a competing risks model
that included only developmental period as a predictor. This model was significant (Wald
c2 (14.55), p = 0.006). First entering out-of-home care in pre-adolescence was associated
with close to 100% greater risk (SHR = 1.99, p = 0.003) of entering RTS compared to
youth who entered out-of-home care during late adolescence. First entering out-of-home
care in early adolescence was associated with an almost 85% greater risk (SHR = 1.85, p
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= 0.005) of entering RTS compared to youth who first entered out-of-home care in late
adolescence. The association with risk of RTS entry between first entering out-of-home
care in childhood compared to late adolescence was not significant.
To fully assess the research aim of understanding factors associated with RTS
entry, covariates including demographics, case characteristics, and previous placement
setting on risk of RTS entry over time were added to the model. This final model was
significant (Wald (c2 (19) = 167.12, p <0.001). A full summary of SHR, standard errors
and confidence intervals can be found in Table 2.4. Of case characteristics and
demographics, placement through a VPA had the largest association with higher risk of
RTS entry (SHR = 1.91, p <0.001). County type was only significantly associated for
youth from suburban counties, who saw a 50% greater risk of RTS entry (SHR = 1.51, p
= 0.008) compared to youth from rural counties. Race was only significantly associated
with risk of RTS entry for Black youth, who had a risk of RTS entry that was 58% lower
(SHR= 0.42, p = 0.005) than youth in the “Other” racial category. Youth whose parents
were identified as being unable to cope with parenting at time of removal had a risk for
RTS entry that was 44% lower than youth who did not (SHR = 0.56, p = 0.003). The
associations between gender, disability, and maltreatment type and risk of RTS entry
were not significant.
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Placement type immediately prior to placement change was significantly
associated with SHR of RTS entry when controlling for other covariates, with the
exclusion of youth in “Other” placement types. Previous RTS placement was the largest
predictor of risk of RTS entry. Youth who had previous RTS entries had close to a 400%
(SHR = 4.82, p < 0.001) greater risk of RTS admission compared to youth who entered
from their family home. Youth who had a history of non-therapeutic group care had a
50% (SHR = 1.52, p = 0.03) greater risk of RTS entry compared to youth who entered
from their family home. Youth who were in foster care (SHR = 0.44, p = 0.007),
treatment foster care (SHR = 0.25, p = 0.001), and kinship care (SHR = 0.21, p = 0.03)
prior to a placement change had lower risk of RTS entry than youth who entered RTS
from their family home.
After controlling for covariates, developmental period at first entry to out-ofhome care remained significantly associated with risk of RTS entry. In the final model,
first entering out-of-home care in childhood was associated with an 86% greater risk of
RTS entry (SHR = 1.86, p = 0.02) compared to youth who entered in late adolescence.
Youth who first entered out-of-home care in pre-adolescence and early adolescence saw a
similar association with a higher SHR as in the previous model (SHR = 1.99, p = 0.004
and SHR = 1.89, p = 0.004, respectively).
To assess whether the effect of developmental period on risk of RTS entry differs
by previous placement type, I ran a model that included an interaction term for
developmental period at first entry to out-of-home care and placement immediately prior
to RTS entry. This model did not converge due to an inadequate number of youth in some
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combinations of the two variables (i.e., too few youth who first entered out-of-home care
in childhood and were placed in TFC immediately prior to RTS).
Post-Hoc Analyses
Several post-hoc analyses were conducted to better understand the model results.
Youth who had parent inability to cope indicated as a reason for removal were more
likely to be from a rural county (54%) compared to a suburban (27%) or urban (18%)
county, and this difference was statistically significant (c2 (2) = 26.51, p <0.001). Further,
youth who had parent inability to cope indicated as a reason for removal were most likely
to enter out-of-home care in childhood (32%) or early adolescence (30%), and this
difference was statistically significant (c2 (3,797) = 23.51, p < 0.001). Youth who had
parent inability to cope indicated as a reason for removal were less likely to also have
child behavior indicated as a removal reason (c2 (1) = 18.07, p <0.001). Youth who had
parent inability to cope as a removal reason were most likely to enter care into an “Other”
placement type (26%) and were next most likely to enter non-therapeutic group (24%) or
foster care (24%) as their first placement (c2 (5,797) =21.76, p = .001). Within the total
sample, youth who had parent inability to cope as reason for removal were less likely to
have any entry to RTS (20%), and this difference was significant (c2 (1,797) = 4.86, p =
0.03). The relationship between parental inability to cope as removal reason and
placement through VPA was not statistically significant. Child disability and placement
change were also not significantly related to parent inability to cope as a reason for
removal.
Several bivariate associations between covariates and entering care through a
VPA were also explored. Youth who entered out-of-home care under a VPA were more
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likely to be early adolescents (49%) at first entry to out-of-home care, with youth who
first entered out-of-home care in pre-adolescence (20%) as the next largest category. This
difference was statistically significant (c2 (2, 797) = 12.02, p = 0.007). Further, youth who
entered care through a VPA were more likely to enter non-therapeutic group care (48%)
than RTS (20%), and this difference was statistically significant (c2 (5, 797) = 137.48, p <
0.001). Youth who entered care through a VPA were more likely to have a disability
(48%) compared to youth who did not (11%) (c2 (1,797) = 140.74, p < 0.001). Among
youth who entered care under a VPA, only 20% had parent inability to cope listed as a
reason for removal and the relationship between these two variables was not significant.
Discussion

This study aimed to understand the placement experiences of youth with
behavioral concerns at entry to out-of-home care. This aim included exploring the
relative risk of transitioning into different placement types following an initial placement
disruption, with a focus on RTS entry. Results showed that transitions tended to be
between similar placement types. For example, if a transition occurred from a family
setting, it was most likely to be a transition into the same placement type, or another kind
of family setting. That transitions occurred between similar settings suggests that even
when there is placement instability, efforts are being made to keep youth in family
settings. One exception to this was for transitions out of TFC. The second most common
placement type following a transition out of TFC was into one of placement types
categorized as “Other”. Placement types coded as “Other” were not differentiated and
included both supportive independent living and adverse placement events such as entry
to secure juvenile detention or elopement. Therefore, it is not possible to infer what this
means about outcomes for youth in TFC.
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An additional finding of interest is that transitions from all settings had a
particularly low relative probability of being into kinship care, and kinship care was the
setting with the lowest overall rate of entry. The low overall rate of entry into kinship
care may suggest that kinship caregivers are reluctant or unable to accept youth with
behavioral challenges who have already been in another placement type. Findings from
existing research that kinship caregivers have greater difficulty finding and accessing
care for youth may support this interpretation (Schneiderman et al., 2012). Alternatively,
it may be that if a kinship care placement is available, youth are placed there first and
therefore do not transition in from another setting.
Transitions from any placement setting were unlikely to be into RTS and were
more likely to be into non-therapeutic group care than RTS. This finding could be due to
a low availability of RTS placements, as opposed to a low need for this level of care.
Interpreting the low rate of RTS entry as driven by availability of RTS placements is
supported by findings from Wulczyn and Halloran (2017) that entries to RTS are driven
by RTS placement availability. That there are more youth entering non-therapeutic group
care than entering RTS suggests there may be youth with existing behavioral concerns
who enter out-of-home care and are not stable in family settings, but also do not enter
RTS. If this finding regarding higher rates of entry to non-therapeutic group care is due to
lack of RTS availability, this means there may be youth who are deprived of both the
benefits of a family setting and the treatment that RTS provide. Because transition
probabilities were calculated based on frequency, however, this higher rate of entry to
group care compared to RTS could also be caused by youth experiencing multiple brief
stays in temporary group settings while waiting for another placement to become
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available. For example, the highest proportion of transitions into RTS were from nontherapeutic group care. This high proportion of youth transitioning into RTS from nontherapeutic group care could be attributed to youth being placed in temporary group
settings while waiting for a RTS placement to become available.
An interesting finding regarding transitions out of RTS was that transitions out of
RTS had a relatively high likelihood of being into foster care. That transitions from RTS
were likely to be into foster care was an exception to the trend that transitions tended to
be between similar settings. This study did not identify the full sequence of transitions
between settings, and therefore did not determine if youth remained stable in these foster
care placements over time. A related finding was that almost half of youth whose first
placement was into RTS exited care without experiencing a placement transition.
Together, these findings may suggest that youth are entering RTS, receiving the treatment
they need, and then either returning to their homes or finding stability in a family setting.
Study on post-RTS treatment needs have found that discharge to either foster care
or the family home is associated with lower behavioral health needs up to six-months
post-discharge (Urban et al., 2019), suggesting this are positive outcomes for these youth.
A recent study on treatment outcomes for youth in RTS found that youth with high scores
on measures of family strengths showed greater improvement after treatment than those
with similar levels of behavioral concerns but lower levels of family strengths (BoelStudt, 2022). This finding may support the interpretation that the 46% of youth who only
experienced one RTS placement before exiting care may have entered care directly from
their family home to receive treatment for significant behavioral concerns, were
stabilized, and then successfully returned to their family of origin.
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Findings regarding placement changes at the individual level showed that most
youth with behavioral concerns experienced a placement change, and those who had a
placement change were likely to do so within the first six months after they first entered
out-of-home care. The finding that most placement changes occurred early in care was
consistent with previous studies (Wulczyn et al., 2003). That most youth who had a
placement change started in non-therapeutic group care may suggest that these
placements tend to be temporary, as has been found in previous studies (James et al.,
2004). The relative stability of youth in family settings was also consistent with previous
research (McBeath et al., 2019, Wulczyn et al., 2003), as was the finding that youth who
first entered out-of-home care in early adolescence had the highest rate of placement
change (Havlicek, 2010; James et al., 2004; Wulczyn et al., 2003).
The second study aim was to describe the characteristics of youth with behavioral
concerns that contributed to their entry to out-of-home care who entered RTS. This
second study aim included determining whether developmental period at first entry to
out-of-home care is associated with RTS entry over time for these youth. Results
suggested that older adolescents who entered RTS were likely to enter that setting
directly, in contrast to younger youth who entered from non-therapeutic group care
settings. This finding regarding developmental period and timing of RTS entry builds on
existing literature that found older age is associated with early entry to congregate care
settings (James et al., 2006; James et al., 2008), but did not differentiate between
congregate setting type. That younger youth who entered RTS tended to enter from a
non-therapeutic group care setting also adds nuance to previous findings from Havlicek
(2010) that youth who had repeated group care placements of any kind were younger
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when they entered out-of-home care. The finding that children and pre-adolescents were
less likely to enter directly to RTS may also indicate that it is more difficult to find RTS
placements for younger youth, necessitating placement in group care while an appropriate
RTS placement can be found. This interpretation is supported by the finding that youth
who first entered out-of-home care before adolescence who entered RTS did so within six
months.
Youth who first entered out-of-home care in childhood, pre-, and early
adolescence had almost 100% higher risk of RTS entry over time in comparison to youth
who entered in late adolescence, even when controlling for other covariates. Because the
SHR is estimated in relation to other potential placement outcomes, this result may
indicate that adolescents who enter out-of-home care directly into RTS only entered outof-home care due to their behavioral concerns necessitating RTS placement. This
interpretation is supported by findings from post-hoc analysis that indicated youth who
entered out-of-home care through a VPA were most likely to first enter care in early
adolescence. Hill’s (2017) exploration of the characteristics and placement experiences of
youth who enter out-of-home care through a VPA found these youth tend to be older and
more likely to be placed in an institutional setting such as RTS than a family setting,
providing further support this interpretation. Further, late adolescents were more likely to
enter directly into non-therapeutic group care than RTS as their first placement setting. It
may be that it is more challenging to find RTS placements for youth in late adolescence,
compared to youth in early adolescence. This could be due to the higher rate of complex
needs such as pregnancy or parenthood (Herrman et al., 2016; Putnam-Hornstein, 2014),
substance use (Leslie et al., 2010; Romano et al., 2019; Somers et al., 2016), more
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complex mental health problems (Leslie et al., 2010; Romano et al., 2019; Simmel, 2012)
and risky sexual behaviors (Leslie et al., 2010; Somers et al., 2016) among late
adolescents compared to early adolescents.
Other findings regarding multivariate associations with risk of RTS entry from
this study were consistent with the existing literature. These include the associations
between risk of RTS entry and race (James et al., 2008; Lanier & Rose, 2017; Rose &
Lanier, 2017) and previous placement types (Baker & Curtis, 2006; James et al., 2006;
James et al., 2008; Lanier & Rose, 2017; Rose & Lanier, 2017). One interesting
exception was that experiencing a previous TFC placement was associated with a lower
risk of RTS entry (Lanier & Rose, 2017). The low rate of entries to RTS from TFC could
indicate that TFC settings are adequately supporting youth with behavioral concerns,
preventing the need for RTS placement. Black or African-American youth were
underrepresented among youth who entered RTS in this study. This finding may indicate
that Black youth with significant behavioral health concerns in the child welfare system
are more likely to enter the juvenile justice system instead of accessing treatment through
RTS, an interpretation supported by the literature (Orsi et al., 2018). Finally, previous
RTS placement had a strong association with greater risk of RTS entry. That previous
RTS placement had a high association with greater risk of RTS entry was consistent with
existing findings from multiple studies (Baker & Curtis, 2006; Lanier & Rose, 2017;
Rose & Lanier, 2017).
One particularly unexpected finding was that parent inability to cope with caring
for the child reported as a reason for removal was associated with decreased risk of RTS
entry. This finding contrasted with existing studies of risk of entry to RTS (Park et al.,
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2009). Post-hoc analysis determined that only 20% of youth who had parent inability to
cope listed as a reason for removal also had an entry to RTS. Parent inability to cope as a
reason for removal was included in the model because of findings from previous
literature and its potential as a proxy for child behavioral issues. This finding indicates
that parental inability to cope may be an inaccurate proxy for child behavioral issues.
This variable is reported by the child welfare worker, and not the parent. Therefore, it
may be that this variable is more related to the caregiver than a child’s behavior. This
interpretation is supported by the finding that the relationship between parent inability to
cope as a removal reason and placement through a VPA, or a caregiver willingly placing
a child into care to access RTS, was not statistically significant. It may be that parents
who utilize a VPA are making a choice regarding their ability to meet their child’s
behavioral health needs, while parents who are labeled as unable to cope with parenting
are assessed as such by a caseworker.
Youth who had parent inability to cope listed as a reason for removal were more
likely to first enter care in childhood, a category that included youth in the infancy and
pre-Kindergarten developmental periods although the number of youths in these periods
was small. These youth were also less likely to enter RTS. It may be that these youth are
displaying the behavior issues that contributed to removal because their caregivers are
experiencing parenting challenges. These youth may then be able to thrive in family
settings and see a decrease in behavior, preventing the need for RTS placement. Further
study into this dynamic could be conducted to determine what is driving this dynamic.
Implications
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Findings from this study have several implications for social work policy,
practice, and research. This study provides evidence that supports the need for continuing
current policy efforts to provide more resources to family foster care settings. The low
probability of transitions into RTS may indicate that policy in the state in which the study
took place has been successful in reducing the use of these settings or could simply be
due to a lack of available RTS placements in the state. The high rate of overall transitions
into non-therapeutic group and “Other” placement settings compared to TFC and RTS,
however, would indicate that youth with behavioral concerns when entering out-of-home
care who experience placement changes may not be accessing treatment. The potential
that there are youth not receiving treatment who need added support to remain stable in
family care suggests that current policy efforts should be complemented by increased
access to supportive services that help youth remain stable in family settings.
The findings that youth with behavioral concerns contributing to their entry to
out-of-home care had a low rate of kinship care placement at initial entry to out-of-home
care, and a low probability of transition into kinship care, suggests more support may be
needed for this kind of caregiver. The benefits of kinship care for child welfare involved
youth are well established (O’Brien, 2011; Winokur et al., 2015), particularly in relation
to behavioral health (Rubin et al., 2009; Wu et al., 2015). Therefore, additional efforts
should be made to support kinship caregivers, so they feel able to care for youth with
existing behavioral concerns. Understanding how to best support kinship caregivers is
particularly important considering recent findings that kinship caregivers receive less
training and resources than foster parents, as well as experience greater stress and mental
health concerns (Harding et al., 2020). Ensuring that kinship caregivers receive adequate
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training and support to care for youth with behavioral concerns may be instrumental to
efforts to reduce the need for RTS.
Results from this study indicate that pre- and early adolescence may be a
particularly vulnerable time for youth with behavioral issues entering out-of-home care,
particularly for pre-adolescents. Youth who entered out-of-home care during preadolescence showed an increase in risk of RTS entry two years after first entering out-ofhome care. Therefore, child welfare caseworkers should make efforts to support these
youth, including connecting them to mental health care before more serious behaviors
emerge. In addition to formal mental health care services, it may be that these youth
could benefit from mentorship programs to provide them with nurturing relationships
with caring adults. Several such programs, such as Fostering Healthy Futures, have
already been found to positively impact behavioral health (Taussig et al., 2007) and
placement stability (Taussig et al., 2012) outcomes for child welfare involved youth in
pre-, early, and late adolescence.
Findings from this study regarding the relationship between developmental period
at first entry to out-of-home care and placement changes may be attributed to ongoing
challenges finding placements for youth who enter care in adolescence (Simmel, 2012),
causing these youth to experience more placement instability (Villodas et al., 2016).
More support may be needed for caregivers of youth first enter out-of-home care in early
adolescence who have existing identified behavioral concerns. This support could include
earlier referral to supportive services in the home and community, for both the youth and
their caregivers.
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The results of this study, and the limitations, suggest several areas for future
study. A larger sample from multiple states would provide added statistical power, which
would allow for more complex models of risk associated with different sequences of
placement transitions. These studies should include youth without behavior problems at
entry to care, as this will allow for comparison between these two groups. Furthermore,
including youth who did not have behavioral concerns at removal could result in a more
diverse sample in terms of developmental period at first entry to care. Such studies would
be able to model multiple transitions through placement types over time for different
youth to determine how these transitions are related to risk of RTS entry. Additional
research that may provide a more detailed understanding of what youth are at risk of
entry to RTS placements include follow-up studies on youth who entered care as infants
and other early developmental periods that were adopted or reunified. Further, an
examination of whether there is a causal relationship between the timing of placement
experiences during development and behavior associated with risk of RTS entry is
needed. This study should include an assessment of how mental health and mental health
care access may moderate risk of RTS entry.
Strengths & Limitations
This study had several strengths. This study was the first to apply a specific
developmental lens to the study of risk of RTS entry for youth in out-of-home care.
Further, the study focused on youth with behavioral concerns that contributed to their
entry to out-of-home care, allowing for further understanding of the unique placement
experiences of this population. Finally, the study modeled for risk of RTS entry in the
presence of competing risks as opposed to simple censoring or not experiencing a change
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in placement type. The use of a competing risks model provided a more accurate estimate
of the risk of entering RTS over time for child welfare involved youth with behavioral
concerns than previous studies.
There were several significant limitations to the current study that must be
considered when interpreting the above findings. The first of these limitations is that the
transition probabilities were calculated only between single placement types across all
youth, and therefore do not provide insight into youth’s full pathways through care. A
similar limitation is that the competing risks model only allows for modeling risk of a
single failure event for each participant. Therefore, this study was only able to model risk
for one RTS placement per youth. These two limitations prevent the study from
contributing a fully nuanced understanding of how an entire placement journey, in
sequence, may relate to risk of RTS entry. It also does not allow for an understanding of
whether there are factors associated with multiple entries to RTS, or whether factors
differ across subsequent RTS entries for youth with this experience.
In addition to the above limitations, the statistical model used in this study does
not differentiate between types of competing risks (i.e., placement types). Therefore, the
study was not able to compare the association between covariates and risk of entry to
different placement types. It was simply a more accurate method of modeling the
residential outcome. Furthermore, limiting the study to youth who had behavioral
concerns noted at removal from the home meant the sample was likely significantly older
than the average child welfare population. The choice to limit the sample allowed for an
exploration of which youth with behavioral concerns end up in treatment settings,
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however meant that the study could not identify what factors are associated with risk of
RTS entry for all child welfare involved youth.
An additional significant limitation of this study was that it was limited to youth
who remained in or re-entered out-of-home care. Therefore, the study did not account for
outcomes of youth who had child welfare experiences early in life but were later adopted,
reunified, or achieved permanency through permanent legal guardianship. These youth
may go on to develop behavioral challenges that require RTS entry but would not be
included in the study if they did not access RTS through a VPA. As children age, they are
less likely to achieve permanency (Bass et al., 2004), meaning omitting these youth could
have resulted in a biased sample.
Finally, the study methods do not allow for testing for a causal relationship
between child welfare placement experiences during different developmental periods and
behavior that might put youth at increased risk of RTS. Further, the study did not include
factors related to mental health services, or when youth received these services during
their development, that could reduce the need for RTS. Knowledge about the causal
relationship between the timing of child welfare placement experiences during
development and behavior, and how mental health service receipt might impact this
relationship, are important elements for understanding how to reduce the need for RTS.
Conclusion

This study explored the placement experiences and relationship between
developmental period at first entry to out-of-home care and RTS entry for youth with
behavioral concerns at time of removal. The study identified the risk of transitioning
between different placement types over time, described characteristics of youth who
entered RTS, and determined that developmental period at first entry to out-of-home care
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is related to risk of RTS entry when controlling for other covariates. The study had
significant limitations, however, can still provide some insight to social work
practitioners who hope to reduce the need for RTS placements for child welfare involved
youth.
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Chapter 3: Understanding Subgroups of Child Welfare Placement Histories Over
Time in the Context of Youth Behavior and Development: A Latent Transition
Analysis of Risk of Entry to Residential Treatment

Abstract
Background and Purpose: Residential treatment settings (RTS), or facilities that
provide 24-hour care to children with significant behavioral concerns, are a necessary
part of the care continuum. Concerns about cost and effectiveness of RTS have led to
recent policy shifts aimed at reducing use of these settings. Limited resources for
community mental health mean it is important to target preventative services where they
can have the most impact. This study aimed to identify latent classes of child welfare
placement histories, with a focus on entry to RTS, and how youth behavior and
development are associated with the probability that youth will move through these
classes over time.
Methods: This study utilized secondary child welfare administrative data from a midAtlantic state. The study utilized latent transition analysis using placement settings and
rate of placement as indicator variables. Latent statuses were estimated at one, two, and
three years following the start of a placement spell. The study estimated differences in
latent status membership, transitions, and item response probabilities based on youth
behavioral concerns and developmental period at first entry to out-of-home care.
Results: The study identified two latent statuses: High Movement through Congregate
Care and Stable in Family Care and that youth did transition through these statuses over
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time. Youth behavioral concerns and developmental period at first entry to care were
associated with latent status membership, transitions, and item-response probabilities.
Conclusions and Implications: Results indicate that although youth may experience
instability and time in congregate care settings, this is temporary and most youth achieve
stability in family settings. Older youth with behavioral concerns who enter out-of-home
care are particularly vulnerable to experiencing placement instability and RTS entry.
Those hoping to reduce the use of RTS should target stabilizing adolescents in family
settings by providing resources to caregivers and access to community mental health
services.
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Introduction
Maltreatment in childhood has been shown to impact brain development (Carrion
& Wong, 2012; Harden, 2004; Schore, 2013), which may contribute to behavioral health
challenges among child welfare involved youth. Relational trauma and other adverse
experiences like maltreatment have been linked to the development of internalizing and
externalizing behaviors (Del Vecchio et al., 2012; Greeson et al., 2011). In addition to
youth who develop behavioral issues following entry to out-of-home care, there are child
welfare involved youth enter care due to existing behavioral challenges (Leslie et al.,
2005; McBeath et al., 2019). Despite this increased risk of behavioral health issues, child
welfare involved youth are less likely to access services that address these concerns than
their peers (Garcia & Courtney, 2011).
Parenting a child with behavioral health challenges is often taxing and can create
significant stress for a caregiver, particularly if the caregiver is also experiencing poverty
(Akin et al., 2015). The stress to caregivers can lead to placement instability for youth
with behavioral problems (Helton, 2010; Hurlburt et al., 2010; James, 2004) creating
additional challenges to accessing consistent mental health treatment. If behavior is
extreme, it may pose a risk to the safety of youth, their families, and communities.
Residential treatment settings, or facilities that provide 24-hour care to children with
significant behavioral or developmental disorders, are therefore a necessary part of the
care continuum. These settings often provide a safe environment for youth to access
mental health care so that they can be successful in other placement settings (Barth, 2005;
Pinto & Maia, 2013).
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The use of RTS and similar placement settings has been the topic of much debate
among policy makers, researchers, and practitioners. The potential benefits of RTS
include the need for a setting that provides security and access to intensive treatment for
youth in crisis (Barth, 2005; Pinto & Maia, 2013), while drawbacks include concerns
about the cost (Department of Health & Human Services, 2015) and effectiveness
(Brown et al., 2010). Additional concerns about the use of RTS for child welfare
involved youth identify the importance of stable, nurturing caregiving for healthy child
development (Dozier et al., 2012; Harden, 2004; van Ijzendoorn et al., 2020; Waters, et
al., 2000).
One concern raised about the use of RTS for child welfare involved youth is the
high cost of these settings. Federal guidance suggests that RTS placement should only
occur after previous, less restrictive placements have failed however it is unclear from the
research whether this is true in practice (James et al., 2008). Placement in RTS can be
seven to 10 times the cost of placement in a family setting (Department of Health &
Human Services, 2015). There is some evidence that the mental health care needs of
children in RTS may be met by quality home and community services (Barth et al., 2007;
James et al., 2012; Urdapilleta et al., 2012). These services, however, are only effective at
meeting mental health care needs for youth able to access them. Given the limited
resources for community mental health, it is important to target preventative services to
youth who are at highest risk, and to identify the potential for this risk early. Otherwise,
services may be ineffective and result in wasted resources.
A primary aim of the current study was to build on the existing understanding of
what increases risk of RTS entry for youth in out-of-home care. This study used
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secondary administrative child welfare data to explore different classes, or subgroups, of
child welfare placement histories and explore whether youth transition between these
groups over the first three years of a single spell in care. This study explored whether
child welfare involved youth with behavior difficulties identified at entry to out-of-home
have different placement histories than other child welfare involved youth. Findings from
this study may be used to help target resources to improve access to and quality of
services in the home and community, reducing the need for RTS.
Theory
This study applied a developmental perspective to the study of risk of RTS entry.
The bioecological systems theory of development situates biological development within
a complex series of reciprocal relationships across five systems (Bronfenbrenner &
Morris, 2006; Sameroff, 2009). During early life, the most influential of these systems
includes a child’s most proximate environment, or microsystem, made up of close
relationships with members of a child’s immediate family, community, and school.
Involvement with the child welfare system, which is predicated on experiencing trauma,
is disruptive to the developmental process as it often removes youth from this
microsystem. Further, child welfare-involved youth may experience unstable placements
that result in repeated changes to their microsystem during sensitive periods of
development. Behavioral challenges among child welfare involved youth, therefore, can
be viewed as partially driven by trauma following disrupted relationships during sensitive
periods of development (Villodas et al., 2016). Further, it is essential to consider the
timing of placement experiences in a youth’s development when modeling potential
associations between placement history and risk of entry to RTS.
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Literature review
General placement histories
Research into child welfare placement histories has used latent class analysis to
group youth into categories based on unobserved categories of placement experiences
(Havlicek, 2010; James et al., 2004). A common finding in latent class analyses of child
welfare placement histories is that youth who experience a kinship care placement setting
early in their time in care experience more placement stability than youth who do not
(Havlicek, 2010; James et al., 2004). Both studies identified a subgroup of placement
history defined by stability early in a placement spell, and that most of the youth in this
group were placed in a kinship foster home. Further, both studies identified subgroups of
youth who experienced greater placement instability than other groups in the study and a
subgroup who experienced relative instability within a non-family foster care setting.
Both groupings were characterized by youth who had some period of stability in nonfamily foster care before experiencing later or less stability than youth in kinship or
family foster care (Havlicek, 2010; James et al., 2004).
In addition to these parallels in identified subgroups of placement histories,
Havlicek (2010) and James et al. (2004) had similar findings regarding demographics
associated with different placement histories. Both studies found that youth who entered
care during pre-adolescence were overrepresented in the placement history subgroup
defined by instability in non-family foster care compared to younger youth. This is
consistent with findings from Wulczyn et al., (2003) that youth who enter care at a young
age experience more stability than youth who entered in pre-adolescence or adolescence.
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This finding was present among youth who were initially placed in family foster care and
youth initially placed in group care (Wulczyn et al., 2003).
Characteristics associated with risk of entry to RTS
Additional researchers have focused their study on youth who have entered RTS.
These studies categorized subgroups of youth entering RTS according to mental health
characteristics (Boel-Studt, 2017; Yampolskaya et al., 2014; Yampolskaya & Mowery,
2016), family characteristics (Boel-Studt, 2017; Yampolskaya & Mowery, 2016),
maltreatment histories (Boel-Studt, 2017; Yampolskaya et al., 2014; Yampolskaya &
Mowery, 2016), and placement histories (Yampolskaya & Mowery, 2016; Zinn &
Havlicek, 2014). Collectively, these studies suggest that youth in RTS can be
differentiated into groups classified by high-risk caregiver and youth characteristics,
youth characteristics alone, and youth with complex maltreatment histories but lower
rates of risk behaviors (Boel-Studt, 2014; Yampolskaya et al., 2014; Yampolskaya &
Mowery, 2016). Despite the value of this insight for shaping practice and policy, these
studies are not focused on child welfare involved youth. Therefore, they fall short in
increasing our understanding of what contributes to risk of entry to RTS over another outof-home setting for this population.
Additional studies have explored characteristics, including placement histories, of
child welfare involved youth who have entered RTS. This evidence suggests that some
youth enter group care, including but not limited to RTS, as their first placement in outof-home care (Havlicek, 2010; Huefner et al., 2010; James et al., 2006; James et al.,
2008; McBeath et al., 2019). Findings regarding the number of youths who enter group
care during their first out-of-home placement range from 8% (McBeath et al., 2019) to
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25% (James et al., 2006) of study samples, and that most (56.3%) are temporary
placements (James et al., 2008). Youth who enter group care during their initial out-ofhome care placement tend to have repeated group care placements throughout their time
in care (Havlicek, 2010; McBeath et al., 2019) although this is less evident when youth
are placed through a single provider of a continuum of services (Huefner et al., 2010).
In addition to identifying child welfare placement histories that include any entry
to RTS, several studies have explored what factors are associated with RTS entry
specifically. Common factors associated with latent or observed placement histories that
include early entry to a group care setting include male gender and behavioral concerns
(Havlicek, 2010; James et al., 2006; James et al., 2008). Findings regarding the
association between age and maltreatment history have differed, with some studies
finding that older age and history of physical abuse are associated with early entry to
group care settings (James et al., 2006; James et al., 2008). In contrast, Havlicek (2010)
found no association between maltreatment history and placement pattern, and that youth
who experience early and ongoing group care placement tend to enter out-of-home
placement at a younger age. Factors that have been found to decrease the likelihood of
early entry to restrictive settings include time in kinship care (James et al., 2006; James et
al., 2008), Medicaid insurance (James et al., 2006) and receiving outpatient mental health
services (James et al., 2008).
The above studies provide valuable information about patterns in child welfare
placement histories, and how these different patterns and other characteristics are
associated with risk of entry to RTS. Despite this value, several gaps in our knowledge
remain. This includes a lack of studies on how developmental period at first entry to care
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impacts placement history group membership, whether and how group membership
changes over time, and whether developmental period is associated with changes in
group membership over time. Finally, these studies do not explore whether these
associations with placement history patterns based on development differ based on
whether youth behavior was a contributing factor for placement in out-of-home care.
Research Aims
This study hopes to address these gaps in the literature through the following
aims:
1. To identify latent statuses, or subgroups, of child welfare placement histories
(measured by number of moves and changes in out-of-home placement settings)
of child welfare involved youth and the probability that youth will move through
these statuses during the first three years of a single spell in care. More
specifically, to understand the risk of entry to RTS associated with different
subgroups of child welfare placement histories, and how this risk changes during
the first three years of a single spell in care.
2. To understand differences in child welfare placement history subgroups between
youth with behavioral difficulties and their peers. More specifically, to understand
whether youth behavior difficulty is associated with a greater risk of a placement
history that includes entry to RTS. This study further aims to understand the
covariates associated with risk of placement histories that include entry to RTS.
More specifically, how developmental period is associated with developing a
placement history that includes entry to RTS.
Method
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Sample
The study utilized Maryland state child welfare administrative data (CJAMS).
The study sample consisted of all youth born after July 1, 1997, who were placed in outof-home care for at least one month between July 1, 2015, and June 30, 2018, and were at
least three years old at the time of removal. Youth in care from across multiple fiscal
years (i.e., FY2016-2018) were included in the sample to ensure adequate power for
analysis. Only one spell for each youth was included in the dataset, however all
placement experiences from that spell were included. Infants were excluded from
analysis after exploration of the data determined they were overrepresented in foster and
kinship care, had fewer placement moves, and had significantly shorter periods in care.
Variables included in the latent analysis were measured at three years following entry to
the current spell.
The final sample included 2,528 youth. Youth in the sample were on average nine
years old (SD = 4.05), with a range from four to 18 years old. The sample was evenly
split in terms of sex, with female youth making up 52.37% of the sample. The sample
was about half Black/African American (53.68%), with White youth (38.13%) making up
the next-largest racial category. Youth in the sample spend an average of 19 (SD=20.57)
months in care, and the majority (80.88%) had only one spell. Youth had a range of one
to 89 total placements, with an average of five (SD = 6.42). The most common first
placement setting was non-kinship foster care (39.05%) and the second most common
first placement setting was kinship care (28.34%). There were 235 youth who
experienced at least one RTS placement during their first three years in care, with a total
of 279 total RTS placements in the sample. Of the 235 youth who experienced at least
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one RTS placement, there were 77 youth who had RTS as their first placement. See Table
3.1 for a full summary of youth characteristics.

Indicator Variables
The current study is concerned with identifying unobserved, or latent, statuses of
child welfare placement histories based on the following observable variables: child
welfare placement settings and rate of movement. Placement setting was measured as
both an indicator (whether the child experienced this placement type during the time
period) and as dominant placement type during the time period.
Types of child welfare placement settings were defined as:

79

1. RTS placement: placement for at least fourteen days in a live-in facility providing
24-hour care and behavioral and mental health treatment for more than 12
children.
2. Family home: children who are in their family home. This will include youth in
trial reunification, children with a substantiated allegation of maltreatment who
were not removed from their family home and youth who have been reunified.
3. Kinship care: placement in a private family home with a relative.
4. Non-kinship foster care: placement in a private family home with a non-relative.
This will include emergency and intermediate foster home care with a nonrelative.
5. Therapeutic foster care: placement in any family foster care setting where the
caregiver has been provided with training to support youth with significant
medical, behavioral, and developmental needs.
6. Non-therapeutic group care: placement in a setting of between seven and twelve
youth that does not provide therapeutic services. This includes non-therapeutic
group home placements, vocational training programs, teen mother programs, and
temporary emergency shelters.
7. Other: placement in a setting that does not fit the above categories. These settings
include runaway, supportive independent living, medical hospitals for acute and
non-acute care, secure juvenile detention, and youth who have run away.
Dominant placement type was coded as whether youth’s dominant placement was in a
family setting (including kinship, foster, and therapeutic foster care) (1) or not (0). The
final indicator variable was related to rate of placement changes. Data exploration
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identified that 75% of the youth in the sample experienced 2.85 placement changes or
less per year. Therefore, rate of placement was coded as youth who moved placement
three or more times per year (1) compared to those who did not (0) to differentiate youth
with a high rate of placement change.
Grouping Variable
This study compared latent status membership between youth with behavior
concerns identified as contributing to their removal from the home (1) and those without
behavior contributing to removal from the home (0). This assessment is made by the
child welfare worker at time of removal. This variable was measured at the start of the
placement spell.
Independent Variable
This study predicted latent status membership based on developmental period on
first entry to out-of-home care. The CJAMS data set does not utilize a standardized
measure of child development. Therefore, a variable was created to act as a proxy for
developmental period. This variable was an indicator created from child age. The
categories were: pre-Kindergarten (4-5 years); childhood (6-9 years); pre-adolescence
(10-12 years); early adolescence (13-15 years); and late adolescence (16-17 years).
Analysis
I used Stata 17 to conduct all data cleaning, univariate, and bivariate statistical
analyses. I used MPLUS to conduct the latent modeling. To assess the first research aim,
to identify latent classes of child welfare placement histories and how they change over
time, I conducted a basic latent transition analysis. Latent transition analysis is an
extension of latent class analysis for longitudinal data. Latent class analysis (LCA)
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involves identifying latent categories or subgroups based on discrete observed variables
(Lanza & Rhoads, 2013; Velicer et al., 1996). LTA uses measures of these observed
variables from multiple time points to identify the prevalence of membership within each
latent class and likelihood of transitioning between identified latent classes over time
(Chung et al., 2008). In LTA, the term “latent status” is commonly used when referring to
the latent categories to reflect that membership in the categories can change over time.
LTA includes measurement of latent statuses at multiple time points and estimates four
sets of parameters. Three of these parameters were used to address the research aims. The
first parameter, latent status membership probabilities or delta parameters (d), identifies
the proportion of the sample expected to belong to each latent status at each observed
time point. The delta parameter was used to identify overall change in latent status
membership over time to address the research aim of how youth move through latent
statuses over time. The second parameter estimated in LTA is item-response
probabilities, or rho parameters (r). Item-response probabilities are the probability of
endorsing an observed variable at each observation period conditional on latent status
membership (Velicer et al., 1996). This parameter was used to assess the research aim of
how risk of entry to RTS is associated with latent status membership over the first three
years of a single spell in care.
The final estimated parameters were transition probabilities or tau parameters (t).
Tau parameters estimate the association between probability of initial latent status
membership and latent status membership probability at subsequent time points. Tau
parameters are typically arranged in a transition matrix (Velicer et al., 1996). These
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parameters and transition matrix were used to assess the research aim of whether risk of
entry to RTS associated with latent status membership changes over time.
For this paper, latent statuses were estimated at one, two, and three years
following the start of the spell the youth is in during the sampling time frame (July 1,
2015, through June 30, 2018). Therefore, for a youth whose spell began on January 1,
2005, data on placement moves and placement setting changes that took place between
their entry to care and January 1, 2006, were used to help construct the latent statuses at
Year 1. Data on placement moves and changes in placement setting that took place
between January 1, 2006, and January 1, 2007, were used to estimate parameters at Year
2. Finally, data on placement moves and changes in placement setting that took place
between January 1, 2007, and January 1, 2008, were used to estimate parameters at Year
3. There were changes to the sample between each time point as youth exited care.
Missing data at each time point was handled by using full information maximum
likelihood (FIML) estimation, which has been shown to produce un-biased estimates
compared to other missing data methods used in structural equation modeling techniques
like LTA (Enders & Bandalos, 2009).
In addition to providing descriptive information about different latent statuses of
placement histories and how these change over time, LTA allows a researcher to explore
differences in the latent statuses based on membership in categorical groups. I used this
technique to assess the research aim of whether there are differences in latent status
membership based on youth behavior. For this analysis, I used child behavior at time at
removal as defined in the previous section as the grouping variable.
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Before conducting a multiple-groups LTA it is important to test whether there is
measurement invariance across groups (Lanza & Collins, 2008). This involves fitting two
models: One model where item-response probabilities are constrained to be equal across
groups, and a second where these parameters are estimated freely in each group.
Difference between the two model fit statistics is distributed as a chi-square. If the
difference is not significant, this indicates strong support for measurement invariance
across the two groups (Lanza & Collins, 2008), or that there is no difference in how the
two groups respond to the indicator variables. Because I did not find measurement
invariance between youth with behavior as a contributing factor for removal and their
peers, I estimated two separate transition matrices for each group for comparison to
address this research aim.
Covariates can be included in LTA to identify predictors of both initial latent
status membership and transition probabilities using a logistic link function (Lanza &
Collins, 2008). This method was used to address the research aim of whether
developmental period at first entry to out-of-home care is associated with placement
history that includes RTS entry. When a grouping variable is used, logistic regression
parameters can be estimated for each group. These parameters were used to assess
whether the association between developmental period and latent status membership
differs based on youth behavior.
This study utilized Ryoo et al.’s (2018) framework for building LTA models,
including models with covariates. This six-step approach was developed to reduce the
subjectivity of latent variable model building (Ryoo et al., 2018). During this process, the
latent statuses are defined, and latent variable parameters are estimated first to prevent
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covariates from influencing the specification of the measurement model. The full
approach used in this study is detailed below.
Model Selection
A series of LCA models with two through five latent classes were run using
maximum likelihood estimation (Velicer et al., 1996) at each individual time point. I
compared these models and decided on the appropriate number of classes. This decision
was informed by the interpretability and parsimony of each class, in addition to statistical
fit measures for each model. At this period, a four-class model was the best fit for the
data.
I ran a series of LTA models with four, then three latent statuses. The maximumlikelihood solution for both the four and three latent status models could not be identified,
suggesting the models were too complex to be estimated given the data. This was the
result of one latent status having a very low prevalence at one or more time point. This
study aimed to add to existing literature that has identified latent classes of placement
histories by looking at changes in latent status membership and probabilities over time.
Therefore, the process was repeated with a two-status model that would allow for this
exploration in changes to latent status over time. This two-status model with
measurement invariance was successful. Longitudinal measurement invariance and
consistency of latent statuses over time were established for the two-status model. The
two-class model had an acceptable and similar level of entropy at each time point (0.96)
to that of the four-class model, indicating that this model was still a good fit for the data.
At this point, the latent statuses in this model were defined and named.
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Once the latent statuses were identified and named, and established as empirically
valid, I assessed whether the underlying structure of child welfare histories is the same
across time. This was tested by comparing a model with parameter restrictions that
constrain the item-response probabilities at Time 1 and Time 2 to one without these
restrictions. At this point, the two-class model with constrained item-response
probabilities produced stable estimates and there was no evidence of measurement
variance on item-response probabilities across time. Therefore, I proceeded with adding
covariates to the model, including the grouping variable (youth behavior contributed to
removal from the home or no), and developmental period at first entry.
Power Analysis
LTA requires a large sample size (Velicur et al., 1996). Collins and Lanza (2010)
indicate that LTA works best with a sample size of at least 300 participants. The current
study had a sample of 2,528 youth. Therefore, there was adequate power to conduct the
analysis. It is important to note, however, that although there was adequate power to
conduct the analysis, there was not adequate distribution of youth across experiences of
interest. This led to small sample sizes in some of the classes within the four-class model
that was the best fit at individual time points. These small latent classes may have
contributed to the three- and four-status LTA models not converging. Further, the small
number of youth from some developmental periods in certain latent statuses contributed
to inflated ORs.
Results
Bivariate Associations

86

Prior to estimating the latent class and latent transition models, I explored
bivariate associations between the dependent variable, grouping variable, and
independent variable. There was a significant bivariate relationship between youth
behavior and placement type (c2 (6, 2,528) = 595.30, p < 0.001). Differences between first
placement and youth behavior emerged in the rates of non-therapeutic group care and
kinship care placements. Youth with behavioral concerns at removal were more likely to
have non-therapeutic group care (25.34%) than kinship care (5.50%) as their first
placement. Youth without behavioral concerns were more likely to have kinship care
(33.18%) than group (3.24%) as their first placement. Finally, more youth with
behavioral concerns entered RTS (11.98%) as their first placement compared to youth
without behavioral concerns (0.91%).
There was a significant bivariate relationship between developmental period at
first entry to care and first placement type (c2 (24, 2,528) = 535.69, p < 0.001). Youth who
entered out-of-home in pre-Kindergarten, childhood, and pre-adolescence had higher
rates of kinship care as their first placement type (37.45, 33.61, and 26.77%, respectively)
compared to youth who entered out-of-home care in early (14.68%) and late adolescence
(10.34%). Youth who first entered out-of-home care in early and late adolescence had
higher rates of entering non-therapeutic group care as their first placement (18.85% and
25.63%, respectively) compared to youth who entered in pre-Kindergarten (0.64%),
childhood (1.55%), and pre-adolescence (6.56%). Of all youth, those who first entered
out-of-home care during early and late adolescence had the highest rates of entering RTS
as their first placement (9.72% and 8.37%, respectively). Youth primarily had foster care
as their first placement regardless of their developmental period.
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Finally, there was a significant association between developmental period at first
entry to out-of-home care and youth behavior (c2 (4, 2,528) = 452.17, p < 0.001). Youth
who first entered out-of-home care in pre-Kindergarten and childhood were unlikely to
have their behavior as a factor contributing to removal (2.35% and 7.80%, respectively),
as were youth who first entered care in pre-adolescence (24.48%). Youth who first
entered care during early and late adolescence were equally likely to their behavior as a
factor contributing to removal (47.37% and 58.22%, respectively).
Description of Latent Statuses
Table 3.2 contains model fit information and selection criteria for the original
latent class models fit at each time point. Table 3.3 contains total model fit information
for the two-status latent transition model that was selected as optimal for interpretation
and further analysis as described in the Method section, including the parameter estimates
of the proportions of the two statuses at each time point. Table 3.4 contains the estimated
item-response probabilities for each of the two latent statuses.
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The first latent status was labeled as the ‘High Movement through Congregate
Care’ status. The majority (64%) of youth in this latent status experienced three or more
placements during a year. Further, most youth in this latent status had at least one RTS
(72%), non-therapeutic group (68%), or ‘Other’ (87%) placement setting. Further, half of

89

the youth in this status had at least one placement in TFC. There were low rates of these
youth who had at least one kinship (29%) or foster (34%) placement and few youths had
a family placement type as their dominant setting. The model estimated that this was the
most prevalent initial latent status, with 79% of the sample belonging to this group at
Year 1.
The second latent status was labeled Stable in Family Care. Most of the youth
(73%) in this latent status experienced at least one foster care placement. More youth in
this status had at least one kinship care (41%) setting compared to youth in the High
Movement status. Fewer youth in the Stable in Family Care were likely to experience a
TFC placement (25%) compared to those in the High Movement status. The model
specified that youth in this latent status did not experience an RTS or ‘Other’ placement
and that few (13%) experienced a non-therapeutic group care placement. These youth had
very low rates of experiencing three changes or more in placement setting (0.4%) during
a year, and most (84%) had a family placement type as their dominant placement setting
during the time period. The model estimated that this was the least prevalent initial latent
status, with 21% of the sample belonging to this group in Year 1.
Transitions Between Latent Statuses
Regarding the first research aim, results of the model did indicate that youth
transitioned through latent statuses over time spent in care. Probability of membership in
the High Movement status decreased at each time point. As stated above, youth had the
highest probability of membership in the High Movement status at Year 1. This
probability decreased between Year 1 and Year 2, at which point 88% of the youth in the
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sample were in the Stable in Family Care status. By Year 3, only 7% of who started in
the High Movement status at Year 2 had remained in that status.
Of youth who started in the High Movement latent status, 92% moved to the
Stable in Family Care by Year 2. Of youth who started in the Stable in Family Care
status, 80% remained in that status by Year 2. About half (53%) of the youth who were in
the High Movement status at Year 2 remained in that status, and about half (47%) moved
into the Stable in Family Care status by Year 3. Finally, 98% of the youth in the Stable in
Family Care status at Year 2 remained in that status at Year 3 and only 2% moved into
the High Movement status. Regarding the research aim to assess whether risk of RTS
entry changes, the model where the item-response probabilities within each group were
the same at each time point was the best fit for the data. Therefore, the item-response
probabilities for endorsing entry to RTS remained stable over time.
Regarding the research aim to explore risk that a youth will be in RTS over time
given their status at Year 1, youth that started in the High Movement status, transitioned
to the Stable in Family Care status, then returned to the High Movement status had the
highest (79%) chance of experiencing a RTS placement. This was a relatively uncommon
pattern for youth, with estimated posterior probabilities indicating that only 11% of the
youth in the sample experienced this pattern. Table 3.5 contains the tau parameters, or
probability that a youth will have experienced a placement history, associated with RTS
for each transition pattern.
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Youth Behavior and Latent Status Membership Over Time
Results indicated a difference in the response patterns of the youth with
behavioral concerns that contributed to removal and those without behavioral concerns.
The model estimating differences in latent status based on youth behavior concerns at
time of removal found that significantly more (73%) youth with behavioral concerns at
removal were in the High Movement status compared to the Stable in Family Care status
(26%) at Year 1. There were also differences in odds of changing latent status based on
the presence of behavioral concerns. Youth with behavioral concerns who were in the
Stable in Family Care status at Year 1 in care had increased odds (OR = 1.81) of
transitioning into the High Movement status at Year 2 than youth who did not (OR =
1.00).
The odds ratio for youth with lack of behavior concerns at removal moving from
the to the Stable in Family Care between Year 1 and Year 2 and the odds ratio for youth
with behavior concerns at removal moving into the High Movement status between Year
2 and Year 3 were extremely large (OR = 49.26 and OR = 64.40, respectively). These
inflated odds ratios suggest extremely small proportions within these groups, and
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therefore are likely not appropriate to interpret. Table 3.6 contains the full transition
matrices for both groups.

Developmental Period at First Entry and Latent Status Over Time
To assess the study aim to determine whether developmental period at first entry
to care was associated with latent status membership and change in latent status
membership over time, I fit a LTA model that predicted status membership and
transitions on developmental period, using late adolescence as the referent. Of the youth
in the High Movement status at Year 1, the majority (42%) first entered care in early
adolescence, with the next largest group being those youth who first entered care in preadolescence (31%). Less than 1% of youth in the High Movement status at Year 1 first
entered care in pre-Kindergarten. Of the youth in the Stable in Family Care at Year 1,
26% first entered care during pre-Kindergarten, with the next largest group being those
who first entered care during pre-Kindergarten (26%). Table 7 contains the percent of
youth from each developmental period in each status at Year 1.
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Results from this model showed that developmental period was associated with
odds of latent status membership at Year 1. Youth who first entered care in pre- and early
adolescence had higher odds of membership (OR = 1.76 and OR = 1.87, respectively) to
the High Movement status than youth who first entered in late adolescence. Youth who
first entered care in childhood had over 50% (OR = 0.46) lower odds of membership to
the High Movement status compared to youth who first entered care in late adolescents.
The effect of being in pre-Kindergarten at first entry to out-of-home care on odds of
membership to the High Movement status was not significant. Compared to youth who
first entered care in late adolescence, youth who first entered care in pre-Kindergarten
and childhood had greater odds of membership to the Stable in Family status at Year 1
(OR = 1.65 and OR = 1.42, respectively). The effect of first entering care in pre-
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adolescence and early adolescence on membership to the Stable in Family status
compared to youth who entered in late adolescence was not significant. Table 7 contains
all ORs for latent status membership at Year 1.
The significance of the effect of developmental period at first entry to care on
probability of transitioning between statuses varied depending on developmental period
and time period. Compared to youth who entered care in late adolescence, youth who first
entered care during pre-adolescence were far less likely (OR = 0.20) to transition into the
High Movement status at Year 2. Compared to youth who entered care in late
adolescence, youth who first entered out-of-home care in childhood were over five times
as likely (OR = 5.37) to transition into the Stable in Family Care status at Year 2. The
association between developmental period and probability of transitioning statuses at
Year 2 was not significant for any other groups.
Developmental period at first entry to care had a larger effect on probability of
transitioning between statuses between Year 2 and Year 3. Compared to youth who first
entered out-of-home care in late adolescence, youth who entered out-of-home care in preadolescence and early adolescence were both over two times as likely to move into the
High Movement status (OR = 2.63 and OR = 2.34, respectively). Youth who first entered
out-of-home care in childhood were less likely (OR = 0.71) to transition into the High
Movement status compared to youth who first entered care during late adolescence.
Youth who first entered out-of-home care in childhood and early adolescence were both
more likely to move into the Stable in Family Care compared to youth who first entered
care in late adolescence (OR = 1.85 and OR = 1.40, respectively). The effect of entering
care in pre-adolescence on transition into the Stable in Family Care status was not
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significant. Small proportions of youth who first entered care in pre-Kindergarten in the
High Movement status likely resulted in inflated ORs for transitions out of the High
Movement status. Therefore, they will not be reported but can be found in Table 7.
Regarding the final research aim, the association between developmental period at first
entry to out-of-home care and risk of latent status membership did not differ based on
youth behavior.
Discussion
This study intended to identify whether youth moved through latent statuses of
child welfare placement histories over time, and whether latent status membership was
associated with risk of entry to RTS. This study further aimed to understand how youth
with behavioral concerns at removal differed from their peers in terms of latent status
membership and odds of transitioning over time. Finally, this study aimed to apply a
developmental perspective to the question of how placement history impacts risk of entry
to RTS over time.
Regarding the first research aim, this study did identify that youth moved through
two distinct latent statuses defined by placement histories over time. This finding is
consistent with the existing literature on latent classes of placement histories, which has
also found distinct subgroups defined youth who experienced more placement instability
within non-family placement settings, and those defined by youth who experience
stability in family care (Havlicek, 2010; James et al., 2004). Further, literature that has
explored patterns in changes to placement settings has found that youth who enter out-ofhome care into a family placement setting experience more stability than those who enter
into non-family placement settings (McBeath et al., 2019, Wulczyn et al., 2003). A
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surprising finding was that the status defined by a higher rate of placement change and
likelihood of congregate care settings was the most prevalent status at Year 1. This
finding was inconsistent with existing research, which has shown that among youth who
enter out-of-home care into non-family settings, risk of instability rises the longer they
are in care (Wulczyn, 2003). This could be explained by youth having short-term
temporary placements in non-therapeutic group or “Other” placement settings until a
more permanent placement is found. An alternate interpretation is that these are youth
who are entering care in crisis, making it challenging to achieve stability in a family
placement, but settle within a year. These two interpretations are supported by the finding
that most youth moved into the status characterized by stability in family settings at Year
2, and that youth behavior as a reason for removal was associated with membership in the
High Movement status during the first year.
Although this study found that RTS entry did not vary between latent statuses
over time, a focus of the first research aim, membership in the High Movement status
associated with risk of entry to RTS did change over time. It is important to note that
while this status was associated with higher likelihood of experiencing an RTS
placement, this was not the only setting experienced by youth in this status. Youth
became less likely to remain or transition into this status at each time point. This finding
may indicate that youth who are risk of RTS placement are most likely to have that
placement within their first year of a placement spell, but that there is a small proportion
of youth who continue to have RTS placements over three years. This status was also
defined by youth who had a more than three placements in a single year. Therefore, these
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findings also suggest that the longer youth are in care, the lower their risk of placement
instability.
The final focus of the first research aim was understanding how latent status
membership at Year 1 was associated with eventual RTS entry across the three years
under study. Findings from this study did identify that youth who experienced a specific
pattern of transition through latent statuses over time had a 79% chance of experiencing
at least one entry to RTS. These were youth who had the uncommon experience of
starting in the High Movement status, moving to the Stable status at Year 2, then returned
to the High Movement status at Year 3. This finding suggests that there is a small group
(11% in this study) of youth with a higher risk of RTS who enter care into a non-family
setting, have some stability, but are unable to maintain that stability over time. Current
literature does indicate that previous RTS placement is associated with increased risk of
future RTS entry (Baker & Curtis, 2006; Lanier & Rose, 2017; Rose & Lanier, 2017), as
is a higher number of placement experiences (Baker et al., 2006; Baker et al., 2007).
Further, a study by Urban et al. (2019) found that exiting RTS to a family foster care
setting is associated with lower behavioral health needs. Therefore, this finding could be
attributed to most of the youth exiting RTS to family foster care and achieving stability,
with the remaining youth exiting to a congregate care setting and continuing to have
behavioral health concerns.
The second research aim of this study was to understand the relationship between
youth behavior, developmental period at first entry to care, and latent patterns in
placement histories. Findings indicate that youth behavior concerns contributing to
removal from the home were associated with both initial latent status membership and
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transitions over the first three years in care. Given earlier findings that there is a small
group of youth at high risk of entering RTS, and that youth behavior as a removal reason
was associated with experiencing this pattern, these findings suggest that behavioral
issues may be contributing to placement instability. This finding supports existing
literature on predictors of placement instability, which have consistently found that youth
behavior is a significant predictor of multiple placement disruptions (Barth et al., 2007;
Cross et al., 2013; Helton, 2011; Hurlburt et al., 2010; James, 2004; Jedbwab et al., 2019;
Leathers, 2006). This finding could also be related to why the High Movement status was
so prevalent at Year 1. It is likely that there are some youths with behavioral issues who
are entering into care with a voluntary placement agreement specifically to access RTS.
Literature on youth who enter care through a voluntary placement agreement would
support this interpretation (Hill, 2014).
The findings regarding the research aim to understand the relationship between
developmental period at first entry to care and youth placement histories were mixed.
This study did find that developmental period at first entry to care was associated with
latent status membership in Year 1, however this association was only significant for
youth in certain developmental periods. Further, the significance of the association
between developmental period at first entry to care and transitioning between latent
statuses over time differed according to both developmental period and time period.
Findings that were significant did indicate that first entering care during pre- and early
adolescence compared to late adolescence did increase the risk of both belonging to the
High Movement status associated with entry to RTS and transitioning into this High
Movement status over time.
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The differences in significance between developmental periods may be attributed
to some developmental period and latent status combinations having a very small
proportion of youth, limiting statistical power. The finding that the association between
developmental period at first entry to care and transitioning between latent statuses is
primarily significant during the third year was of particular interest. That the timing of
when a youth first enters care during their development is only associated with latent
status transitions after several years in care may indicate that the effects of entry to outof-home care on development take time to develop.
The finding that the strongest association between development and placement
history type at Year 3 was for youth who entered during pre- and early adolescence can
be viewed through a developmental lens. These youth would be entering and undergoing
puberty, a developmental process associated with increases in mental and behavioral
health concerns (Rudolph, 2014). Not all youth undergoing puberty experience
psychopathology, however it may be that for youth who already have behavioral
concerns, the dramatic developmental changes that occur during this period exacerbate
these concerns leading to the placement instability that could lead to a transition into
High Movement status. This interpretation is consistent with the developmental cascade
model, which posits that behavioral concerns during early childhood impact the
reciprocal relationships between youth behavior and their environment have cumulative
consequences that increase risk of behavioral concerns into adolescence (Cox et al.,
2010). Evidence has been established for a developmental cascade model of youth
externalizing and internalizing behavior problems (Murray et al., 2020), emotional and
social competence (Blandon et al., 2010), and substance use (Rogosch et al., 2010).
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There was an interesting finding related to the association between youth
development and transitions through latent statuses over time. This finding was that
although first entering care during pre- and early adolescence had a stronger association
with transitioning into the High Movement status during Year 3, compared to youth who
entered care during late adolescence, these youth were also more likely to transition into
the Stable in Family Care status. This finding that youth in pre- and early adolescence
were more likely to transition into any latent status could mean that if youth who enter
care in late adolescence are either able to find a family placement early and remain in that
placement, or they move between congregate care settings until they transition out of
care. An alternate explanation could be that there is simply a lower number of youths
entering care during late adolescence. Each of these explanations are supported by the
literature, which has found that not only are there fewer youth who enter care in late
adolescence, these youth have more difficulty finding placement in family settings
(Simmel, 2012). Further, youth who enter care in late adolescence are more likely to
experience complex behavioral issues such as substance abuse (Leslie et al., 2010;
Romano et al., 2019; Somers et al., 2016) and high-risk sexual behaviors (Leslie et al.,
2010; Somers et al., 2016) or pregnancy and parenthood (Herrman et al., 2016; PutnamHornstein, 2014) that would make placement in family care challenging.
The final aspect of the second research aim was to the association between
developmental period at first entry to care and latent status membership. The final model
indicated that membership in the High Movement latent status that was associated with
RTS entry did not differ by youth behavior. This does not mean that youth behavior is not
a factor in risk of placement instability or RTS entry, but rather there was not enough
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variation in youth behavioral concerns at earlier developmental periods for there to be an
effect. The relationship between developmental period at first entry to care and placement
stability could also be why the association between developmental period and latent
status membership does not differ due to youth behavior. It may be that youth who enter
care later in their development are more likely to be in the High Movement status not
because of their behavior, but because it is more challenging to find stable placements for
youth in adolescence (Geiger et al., 2014). Further, the “Other” placement category
included settings such as independent living that younger youth do not experience.
Because there were only two latent statuses in the LTA, some nuance was missing
from the results that make it challenging to draw parallels to existing research on
subgroups of child welfare placement histories. There were, however, some common
findings. For example, this study included both a group characterized by stability in
family settings, and a group characterized by instability in non-family settings. These
groups are parallel to those found in previous studies by both Havlicek (2010) and James
et al. (2004). Furthermore, the findings that entering care later during development was
associated with membership in the High Movement status was also consistent with these
studies.
The high prevalence of the High Movement status at Year 1 was a contrast to
previous findings that found that although there are youth who enter out-of-home
placement into congregate care, this experience is not prevalent (James et al., 2006;
McBeath et al., 2019). This study’s finding of a higher prevalence of youth in a latent
status characterized by instability and congregate care than previous studies may be
attributed to differences in this study’s methods and sample. For example, McBeath et al.
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(2019) drew their sample from youth who had participated in an evaluation of a sibling
relationship intervention. The high probability of transitioning to the Stability in Family
Care status at Year 2, particularly for youth without behavioral concerns, does align with
previous findings that these placements are often temporary (James et al., 2008). Further,
the pattern of youth transitioning back into the high-movement, congregate care group
during Year three is consistent with findings that youth tend to have repeated congregate
care placements (Havlicek, 2010; McBeath et al., 2019). Finally, the association found
between behavioral concern and latent status membership were also consistent with the
existing literature (Havlicek, 2010; James et al., 2006).
Implications
These study findings have several implications for social work practice. This
study identified a specific, albeit rare, pattern of movement through child welfare
placement histories as associated with the highest risk for youth entering RTS. This
pattern was early entry to RTS or non-therapeutic group care, followed by some time
stable in a family setting, followed by a return to placement instability and time in
congregate care. This finding suggests a potential need for more supportive services
when youth transition from congregate care settings to family settings. Child welfare case
workers should identify youth who may experience this pattern and connect them and
their foster families to supportive services early. These services could include family
therapy to strengthen relationships between the youth and new caregivers and help youth
adjust to a new caregiving environment. Additional supportive services that could benefit
these youth and their caregivers include providing opportunities for positive youth
development and extra-curricular activities to add structure for youth. Caregivers may
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benefit from peer support groups, and service providers should ensure that caregivers are
connected to their own mental health services when necessary.
An interesting finding is that the group defined by stability in family settings was
also defined by a low probability of placement in TFC. It may be that more youth who
enter congregate care settings may benefit from spending time in TFC to address any
behavioral concerns before being placed in more traditional family settings. Findings
from this study also clearly indicate the need for additional supports for foster families of
youth who enter care during adolescence. Services should be put into place for these
youth and their foster families early on after they enter care. One aspect of this may be
improving training for child welfare caseworkers in identifying and connecting youth and
families to evidence-based interventions. Although both the child welfare and community
mental health care systems have strong infrastructure and innovative approaches to
supporting youth, there is a gap between the two (Kerns et al., 2014). Improving child
welfare caseworkers’ ability to use assessment tools to make informed choices about how
to connect youth to evidence-based care should be combined with improving mental
health service providers’ ability to collaborate with the child welfare system (Garcia et
al., 2015; Kerns et al., 2014). Finally, it is important to improve access to evidence-based
care for youth in the child welfare system. Increased funding for the community mental
health agencies that primarily provide services to these youth should be focused on
improving the organizational capacity and ability to train staff in evidence-based
practices, the lack of which has been identified as increasing mental health service
disparities (Garcia et al., 2015).
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Findings from this study also had several implications for social work policy,
particularly those related to reducing the need for RTS placements. For example, a
significant finding from this study was that membership in the Stable in Family status
was consistent over time – generally, once youth are stable in family placements, they
stay stable. Therefore, policy hoping to reduce the use of congregate care including RTS
should focus on programs that increase stability for pre-and adolescent youth early in
their time in care. This could include investing resources to increase implementation of
community-based programs that aim to support youth in care with behavioral concerns,
such as multi-dimensional treatment foster care (Chamberlain, 2003) or mentorship
programs for older foster youth (Taussig et al., 2012) that have been shown to increase
stability. Additional investment could target improved funding to train foster parents who
hope to foster older youth, or to provide incentives for fostering adolescents in family
settings.
An additional implication for policy is that more resources should be targeted to
youth who enter care with identified behavioral concerns. There are currently difficulties
recruiting and maintaining therapeutic foster parents. Funding should be targeted toward
improving supports, including training, for these foster parents so that more youth can
have access to TFC who need it. This may help youth who enter care in congregate care
settings achieve and maintain stability once they transition into family settings.
Finally, this study had several implications for future research. A major limitation of this
study was that only two statuses could be estimated in the latent transition analysis,
despite the best-fitting model at each separate time point having four latent classes. This
choice was made to allow for an exploration of how youth move through latent statuses
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over time, and how this movement is associated with youth behavior and development.
An additional study focused on a cross-sectional analysis of the four-class model to
would provide a more detailed look at child welfare placement histories, even if it does
not do so over time. This study could include youth behavioral concerns at removal as an
indicator variable for this model. This study could further test developmental period and
other covariates as predictors of latent class membership, to understand how youth
development and other factors are associated with placement experiences.
Additional future studies should target increasing subsamples of youth that were
underrepresented in this sample, such as youth who first entered care during earlier
developmental periods and remained in care for long periods of time. This could allow
for latent transition models that include a higher number of distinct statuses, allowing for
a more nuanced look at child welfare placement histories over time. These studies could
include additional indicator variables related to placement histories, such as reason for
removal or maltreatment history. In addition, future studies should include indicators
related to youth mental health and receipt of mental health services. Including constructs
related to mental health and mental health services would provide a more detailed
understanding of how youth behavioral wellbeing contributes to instability and risk of
RTS entry. Alternatively, such studies could include mental health service receipt as a
covariate or grouping variable to identify how receiving services may contribute to
placement outcomes.
An additional study of interest may be one that is focused on youth who achieve
permanency, then re-enter care. This could allow for an exploration of how re-entry to
care following permanency impacts youth placement experiences, and how they change
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over time. Such a study could include a covariate or indicator of permanency type (i.e.,
adoption, permanent legal guardianship, reunification) to see if how a child achieves
permanency pre-re-entry impacts subsequent patterns in child welfare placement
experiences. Finally, these quantitative studies could be enhanced by qualitative
explorations of how youth experience their time in care. Interviews with youth who
entered child welfare during different developmental periods that explore their
experiences of their placement histories may shed valuable light on what contributes to
instability, youth behavior, and any associated risk of entry to RTS over time.
Strengths & Limitations
This study had several strengths. This study is the first to apply latent transition
analysis to child welfare placement histories. The use of this method established that the
latent structure that defines child welfare placement histories (i.e., placement stability and
setting types) is consistent over time. Further, this method allowed for an exploration of
how the rate of youth experiencing adverse placement outcomes such as instability
changes over time spent in care, as opposed to at a single point in time. This study also
identified how youth behavior and development are related to whether youth become at
greater risk of placement instability or congregate care at different points during a
placement spell. This study built on existing studies that have established the relationship
between age and placement experiences like instability and congregate care by
differentiating between older youth in different periods of development (i.e., early
adolescence vs. late adolescence) (Havlicek, 2010; McBeath et al., 2019; Wulczyn et al.,
2003). Finally, this study updated the literature and reinforced findings from older studies
that established that child welfare system histories can be differentiated by stability in
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family settings and instability in congregate care, and that youth who entered care during
pre-adolescent are at higher risk of experiencing a history defined by instability
(Havlicek, 2010; James et al., 2004). It built on findings that youth who enter out-ofhome care into group settings tend to have repeated group placements (Havlicek, 2010;
McBeath et al., 2019) by demonstrating that most of these youth eventually achieve
stability in a family setting. Further, this study built on existing findings that have
established that many youths enter out-of-home care into a group setting (Havlicek, 2010;
James et al., 2006; James et al., 2008; McBeath et al. 2019), but that these settings tend to
be temporary (James et al., 2008).
These findings should be considered in the context of the several limitations
present in this study. This study was limited to three years and a single spell in care,
meaning it does not provide full picture of placement history patterns throughout youths’
time in care. In addition, the sample was limited to youth who entered care after infancy.
This limitation leaves the picture of how entry during infancy impacts later outcomes
blank. Furthermore, limiting the sample to a single spell in care means that this study
could not differentiate between youth who achieved permanency and then re-entered care
due to behavioral concerns and other youth in the sample. Understanding the experiences
of these youth, and whether these youth are more likely to have first entered care during
infancy, could provide valuable insight into how to reduce the need for RTS. Limiting the
sample to three years and a single spell in care may also have contributed to having fewer
youth from certain groups (i.e., behavior contributing to removal or certain
developmental periods at entry to care) within the two latent statuses. This unequal
distribution of youth across the latent statuses contributed to inflated ORs for transitions
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between statuses for youth who entered care during pre-Kindergarten, preventing this
study from building knowledge about this group.
An additional limitation was that the LTA model would only converge when
estimating two latent classes. This is particularly concerning given that the best fit for the
models estimated at separate time points was a four-class model. These additional latent
classes, while too small to be consistently present across time, depicted a lot more nuance
in child welfare placement experiences. This study was able to build knowledge about
how the developmental timing of first entry to care impacts how youths’ general
placement stability and settings change over time, however had to sacrifice a more
nuanced understanding of how placement experiences may differ to do so. The
limitations caused by the sampling choices described above (i.e., a single spell in care,
three-year time period) may have contributed to fewer youth in these two latent classes,
and therefore the lack of convergence for the three and four-status LTA models.
Furthermore, the latent models were estimated using only indicators related to
placement history defined by placement settings experienced and rate of movement.
These constructs were selected based on their association with risk of RTS entry found in
the existing literature, an outcome of particular interest to this study. The difficulty fitting
a latent transition model using these constructs suggests, however, that conceptualizing
placement histories as only defined by placement type and rate of movement is a flawed
approach. That placement type and rate of movement are not strong indicators of distinct
placement histories point to a complexity in why youth experience certain placement
settings, and how they move through these settings over time. Future research into child
welfare placement histories should be mindful of this complexity when building a

109

conceptual framework by including additional factors, such as demographics and family
or case characteristics.
Conclusion
This study hoped to inform efforts to reduce the need for RTS by identifying the
relationship between entry to this setting, child welfare placement history, including
developmental period at first entry to care, and youth behavior. Despite the importance of
placement stability for improving outcomes for child welfare involved youth, achieving
placement stability for older youth has been an ongoing challenge in the child welfare
system (Simmel, 2012). This study contributed to the literature on placement stability for
older youth by identifying that early placement stability tends to be maintained over time,
even for youth who first enter care in late adolescence. The study identified two distinct
latent statuses identified by child welfare placement histories, and that youth move
through these statuses over time. The study further found that youth with behavioral
concerns at entry to care were more likely to start or transition into the status defined by
placement instability and time in non-family placement settings. Finally, this study found
that youth who first enter out-of-home care at later periods in their development are more
likely to start or transition into a latent status that is defined by placement instability and
time in non-family settings. These findings can be used to inform social work practice,
policy, and research that aims to reduce the need for RTS placement settings for child
welfare informed youth.
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Chapter 4: “We wanted to get her help”: Exploring Caregiver Perceptions of
Decision-Making Roles During the Journey to Residential Treatment.

Abstract
Background and Purpose: For some youth, residential treatment settings (RTS) provide
a secure environment and access to specialized services. Despite increased research and
policy interest in reducing the use of RTS, there have been few studies of caregivers’
perspectives of accessing these settings. This study aimed to explore caregiver
perceptions of the child welfare and mental health service systems, including RTS, to
inform efforts to better support caregivers of youth with behavioral health concerns.
Method: This study used semi-structured interviews to conduct an interpretive
phenomenological analysis of caregivers of youth who have been placed in RTS. Nine
interviews were completed. Represented caregiver types included private adoptive
parents, biological parents, foster parents, and foster-to-adoption parents. This study
utilized a multi-stage iterative analysis process to identify both descriptive and
interpretive themes.
Results: The study identified three themes related to caregivers’ perception of the child
welfare system. Interpretive themes related to how caregivers perceived their role in
accessing mental health care for youth included Gaining a Voice and Losing Power as
Services Intensified. Interpretive themes related to how caregivers perceived decisionmaking during the RTS placement process included that it was a Challenging Journey,
and that the decision to seek RTS placement came after an Inflection Point.
Conclusions and Implications: Findings portrayed a cycle in which caregivers gain a
voice in decision-making through familiarity with mental health services that is lost when
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service settings intensify. Further, findings suggest that service providers act as gateway
providers to RTS for youth but only for those parents who do not have existing access to
these settings. Implications for social work practice include that increasing caregiver
knowledge about how to navigate mental health service systems across the continuum of
care may improve their sense of empowerment to make decisions. Further, findings
indicate that more resources and supports are needed for caregivers trying to access RTS
for youth, particularly when trying to address acute behavioral crises.
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Introduction
The mental health care service system for youth can be difficult to access and
navigate for caregivers. This difficulty can be intensified when youth are experiencing
significant mental and behavioral health challenges that put themselves and others at risk
of harm. Child welfare involved youth and their families may be more likely to
experience this added complexity of behavioral health challenges. Evidence suggests that
although child welfare involved youth have higher rates of mental health needs, they are
less likely to access services than their peers (Garcia & Courtney, 2011). Further, child
welfare involved youth are more likely to require specialized care to address relational
and other forms of trauma. Finally, parenting a child with emotional and behavioral
health challenges can be stressful, particularly if the caregiver is also experiencing
poverty (Akin et al., 2015), creating an additional challenge to accessing care.
For some youth, mental and behavioral health needs escalate to the point where
their safety, or the safety of their families and communities, is at risk. For these youth,
residential treatment settings (RTS) provide a secure environment and access to
specialized services required to address their mental and behavioral health needs (Barth,
2005; Pinto & Maia, 2013). RTS have both benefits and drawbacks as treatment
modalities. Concerns exist, however, about the cost (Department of Health & Human
Services, 2015), effectiveness (Barth et al., 2007; James et al., 2012; Urdapilleta et al.,
2012), and potential for future harm to youth (Freundlich, et al., 2007; Mazzini, et al.,
2018; Timmerman, et al., 2017) due to inconsistent standards for care and quality
oversight in RTS. Due to these concerns, there have been recent state and federal policy
initiatives aimed at reducing the use of RTS, particularly for child welfare involved
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youth. These efforts should be supplemented with improving the quality of and access to
mental health services in the home, school, and community. Without improvements to
community mental health care, youth with significant mental and behavioral health needs
may go without treatment, potentially leading to increased homelessness and engagement
with the juvenile justice system as observed in other countries (Ainsworth & Hansen,
2005).
Despite increased research and policy interest in reducing the use of RTS, few
studies involve interviews with the caregivers of youth placed in these settings. Without
this perspective, it is unclear how to best support caregivers when they are accessing
mental health services including RTS placement. Increasing our knowledge of how
caregivers perceive their role in decision-making when accessing mental health services,
including RTS placement, for their youth has dual benefits. Learning when caregivers
feel empowered to make decisions by different service systems can inform efforts to
better support both those who want to access mental health care in the community and
those who are trying to access RTS placement.
Theory
Any study of the journey to RTS should be informed by theory about mental
health care service access. Early theoretical models of mental health care access such as
the Network Episode Model (NEM) (Pescosolido et al., 1998) account for the impact that
outside actors such as family members have on an individual’s choice to seek care.
Stiffman et al. (2004) expanded the Children’s NEM to develop the Gateway Provider
Model (GPM) to account for the influence of not only a key provider, but also that
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provider’s perception of service availability and child need for services on whether a
child accesses care.
Several studies have used the GPM to explore how caregivers experience
accessing care for youth (Schneiderman et al., 2012; Villagrana & Palinkas, 2012), but
none have used it to study how caregivers experience accessing RTS placement. This
study aims to contribute to this development by gaining caregivers’ perspectives of
decision-making roles at different stages of the journey to RTS. Further, this study will
identify whether caregivers differ in their perspectives of decision-making roles when
accessing RTS based on their involvement with the child welfare system. This valuable
perspective may help further uncover the different roles that service providers and
caregivers play during this journey for youth.
Literature Review
The following section will discuss the literature on caregivers’ experiences of
accessing care for youth, and youth and caregiver perceptions of RTS placement. This
section will start with a summary of studies discussing how caregivers access care,
particularly mental health care, for youth. This will be followed by a discussion of studies
on perceptions of RTS placement, including studies on transitions out of RTS care and
the impact of RTS on youth behavior.
There are several common themes present in the research on how caregivers
experience the process of accessing health care, including mental health care, for their
youth. These include persistent advocacy in the face of multiple barriers (Schneiderman
et al., 2012; Villagrana & Palinkas, 2012), the importance of formal service providers for
facilitating access (McLean et al., 2020; Schneiderman et al., 2012), and differences in
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experiences based on caregiver type (Schneiderman et al., 2012; Villagrana & Palinkas,
2012). More specifically, previous research has found that kinship caregivers experience
accessing care for youth differently than non-kinship foster parents (Schneiderman et al.,
2012). Furthermore, both kinship and non-relative foster parents are more likely to
identify past experiences with service providers and perceptions of service effectiveness
as barriers to accessing care than birth parents (Villagrana & Palinkas, 2012). Although
these studies offer valuable information about how caregivers perceive the process of
accessing general health and mental health care services, they do not provide insight on
how caregivers perceive decision-making related to RTS placement specifically.
There are several studies on perceptions of RTS placement that may provide some
insight into how families experience the journey to RTS placement. Studies on how
families perceive RTS placement have found that is often a last resort after previous
forms of treatment have failed (Brown et al., 2018; De Boer et al., 2007; LaBrenz et al.,
2020). Descriptions of the time before a child entered RTS portray families in chaos who
are consumed with worry about potential harm to their children or others and frustrated
with their attempts to find support from providers in their communities (Brown et al.,
2018; DeBoer et al., 2007; LaBrenz et al., 2020). Research on transitions out of RTS
placement have determined that youth (Narendorf et al., 2012) and their families (Hess et
al., 2012; Patel et al., 2019; Preyde et al., 2018) experience anxiety about behavior
recurring and how to navigate relationships after a youth transitions home or to a less
restrictive setting. Together, these studies suggest that the decision to access RTS
placement for youth is often made in response to significant concerns about safety
following efforts to meet a child’s behavioral health needs with less restrictive services.
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As informative as these studies are, they do not provide specific insight into how
caregivers view their roles, and the roles of service providers, in accessing mental health
care for youth. An additional gap in the current literature is how caregivers perceive the
decision-making process around entry to RTS, and whether perception differs based on
child welfare system involvement. A study that specifically explores how caregivers
perceive the process of accessing mental health care, including RTS, for youth will allow
for a fuller picture of where caregivers feel empowered and where they become
discouraged during a child’s journey to RTS.
Research Aims & Questions
The study’s aims were to understand how caregivers experience the process of
accessing mental health care, including RTS, for the youth in their care. The study further
aimed to understand differences in how caregivers experience the process of accessing
and decision making regarding mental health care and RTS based on views of the child
welfare system.
Method
This study was approved by the University of Maryland, Baltimore Human
Research Protections Office. This study used primary data collection to conduct an
interpretive phenomenological analysis of caregivers of youth who have been placed in
RTS. Interpretive phenomenological analysis (IPA) is an approach that seeks to
understand a participant’s perceptions of a specific experience through the researcher’s
interpretation of collected data (Smith & Eatough, 2017). The researcher gathers data
from multiple participants who have separately experienced a similar event and uses
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qualitative analysis to interpret and place these perspectives in context through
identifying major themes (Smith & Eatough, 2017).
Sample
The data for this study was gathered from semi-structured interviews. Criteria for
inclusion in the study were: The participant must have been the primary caregiver for a
youth under the age of 18 who entered RTS prior to March 1, 2020. Primary caregiver
was defined as the person who performs most tasks related to care of the youth (e.g.,
feeds the children, shops for their clothes, gets them up for school, ensures proper
hygiene, and arranges for day care). The caregiver must have been the primary caregiver
for a youth under the age of 18 for at least six months prior to the youth’s entry to RTS.
The sample did not include caregivers of youth who entered care after March 1, 2020, to
control for the potential impact of the COVID-19 pandemic on service system
experiences. Caregivers who maintained legal custody but were not involved in the child
or adolescent’s care were excluded from the sample. Exclusion criteria for the study were
caregivers of youth who have dual diagnoses (i.e., serious health, developmental, or
intellectual disabilities or substance use in addition to any mental health diagnoses) and
caregivers who do not speak English.
The study utilized multiple sampling strategies. The first sampling strategy was a
convenience sample. Potential participants for the study were recruited from a Maryland
RTS provider and from the membership list of several organizations that provide support
and advocate for parents of youth with behavioral disorders. A recruitment email
explaining the purpose of the study, a recruitment flyer, and the above-described
inclusion criteria was sent out to potential participants by the provider and advocacy
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organizations. Potential participants were referred to the researcher for further eligibility
screening. Snowball sampling was also introduced to increase the reach of recruitment,
including accessing caregivers who might not belong to organizations.
Participants
Nine interviews were completed with ten caregivers (sample included one
couple). One caregiver discussed her experience with two separate youth, resulting in a
total of 10 youth discussed across the nine interviews. Table 4.1 details the demographics
of the caregivers and youth. Of the 10 caregivers, 40% were adoptive parents, 50% were
biological parents, and one was a foster parent. Almost all (80%) of the caregivers
engaged with the child welfare system in some form prior to or during their child’s RTS
placement. Most caregivers were female (90%) and White (70%), while youth were more
evenly split across gender (60% female, 40% male) and race (40% African
American/Black, 40% White, 2% ‘Other’). The mean age that youth entered RTS was
13.6 (SD = 2.88).
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Interview Procedures
Interviews with caregivers were conducted over video messaging. I conducted a
single interview with each caregiver. The length of interviews ranged from 40 minutes to
one hour and 23 minutes (M = 58.44). Each interview was recorded for transcription. I
also took notes during each interview. Caregivers were provided with a $25.00 electronic
gift card for their participation in the study. The interviews included brief questions
related to demographic information and family characteristics (i.e., child welfare
involvement, age of child at entry to RTS, etc.). The interview then proceeded to
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questions regarding caregivers’ experiences accessing mental health care, their
perceptions of decision-making, and their perceptions of mental and behavioral health
service providers. Mental and behavioral health service providers included communitybased and private practice service providers, child welfare service providers if applicable,
legal service providers if applicable, school-based service providers, and psychiatric
service providers. Please see Appendix I for the full semi-structured interview guide.
Data Analysis Plan
This study utilized a multi-stage analysis process. During the first stage, I
reviewed each transcribed interview and took notes on descriptions provided by the
participants. I then reviewed the notes from each interview to identify emergent
descriptive themes in the data. I created a table to organize emergent descriptive themes
that included the theme name, a description, and an exemplar quote.
After identifying and cataloging descriptive themes from the data, I reviewed the
descriptive notes and themes from each interview and took further notes on potential
interpretations of these descriptions. During this process, I utilized sensitizing concepts
identified from previous research. These included: barriers related to the complexity of a
child’s behavioral or medical needs; stress or frustration with service systems created by
feeling misunderstood or blamed by service providers; persistent advocacy; and support
from social networks. I used this context to inform my interpretation of the meaning that
participants ascribed to their experiences. I then reviewed the interpretative notes to
identify emergent interpretive themes. Finally, I created a table that detailed these
interpretive themes, definitions, and exemplar quotes.
Rigor
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I took several steps to ensure the rigor and trustworthiness of the interpretive
analysis. Active reflection on the researcher’s positionality and the way it impacts
interpretation of the data is a core aspect of IPA (Smith & Eatough, 2017). I kept a
reflexive journal throughout the study. This journal began with a statement of my
positionality in relation to the larger context of the study. This statement included my
epistemological stance, assumptions, potential biases, and life experiences that may have
impacted my interpretation of the data. I made regular entries to this journal detailing my
responses to the data gathering, interpretation, and dissemination processes. These entries
were informed by my researcher’s positionality statement and included reflections on
how this positionality may have impacted data interpretation. Finally, I reviewed and
bracketed interpretative notes that may have been formed due to preconceptions based on
my positionality (Tufford & Newman, 2010).
An additional step I took to ensure the rigor of the study was peer debriefing
(Padgett, 2016). I met at least once with impartial researchers with experience in
qualitative analysis to engage in peer debriefing during each stage of the research process
(recruitment, data collection, coding, and writing). During peer debriefing, the impartial
researchers reviewed research materials. The impartial researchers and I then discussed
other interpretations of potential themes and potential concerns about the validity of the
research materials or bias impacting my interpretation. I incorporated this feedback into
my interpretation where appropriate.
Finally, I used member checking to ensure the credibility of the qualitative
analysis and trustworthiness of the interpretations (Padgett, 2016). After I completed my
interpretive analysis, I reached out to study participants who reviewed my final
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interpretive themes. These participants provided feedback to me on potential
misinterpretations of these interpretive themes and were compensated for their time.
Results
The major themes from interviews are presented below. Any potentially
identifying information, including child and service provider names, locations, and time
periods, are redacted from these quotes. Although the term residential treatment setting,
or RTS, is used throughout this paper, many caregivers used an alternative term such as
“residential treatment facility” (RTF) or “residential treatment center” (RTC). Finally,
some quotes were edited to preserve confidentiality, and for clarity or brevity. These edits
are noted by brackets or “…”. Finally, exceptions to themes will be discussed where
applicable.
Caregiver Perceptions of the Child Welfare System
This section will detail themes related to the different ways caregivers were
engaged with the child welfare system. Of the caregivers in the study, one was a foster
parent, two were foster parents who adopted, and four used a voluntary placement
agreement (VPA) with the child welfare system to access RTS. One caregiver’s child was
placed in out-of-home care. Finally, one caregiver worked with the child welfares system
as a resource coordinator for families. Every participant had some form of contact or
engagement with the child welfare system; therefore, it was not possible to differentiate
between caregivers based on this characteristic. Rather, three different themes based on
how the child welfare system functioned for the caregiver were identified. At times, these
themes were related to how the caregivers interacted with the mental health care system.
Some caregivers moved through these themes, depending on changes in their relationship
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to the child welfare system (i.e., adopting a former foster child). Finally, it was not
always clear from the data what caused similar kinds of caregivers (i.e., two foster
parents) to view their relationship with the child welfare system differently. The three
identified themes included knowledge resource, coercive force, and legal partner.
Participant pseudonyms and themes are detailed in Table 4.2.

Knowledge Resource
The first theme of how participants perceived the child welfare system was as a
knowledge resource. These participants experienced the child welfare system and service
providers as a source of knowledge that helped them navigate accessing mental health
care. For this theme, it was clear that this perception was primarily present among
participants who were employed by or whose job involved collaboration with the child
welfare system. For example, Samantha, an adoptive parent, identified how her job
working with the child welfare system to support foster and adoptive parents informed
her ability to locate outpatient care for her daughter: “[Finding a clinician] had to do with
my job, that's what I do…so I knew and am connected with all of these resources and
these people.” Jackie, a biological parent, also identified how being employed through
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the child welfare system ensured her daughter’s voluntary placement agreement went
smoothly: “I work in the child welfare system…[my job] partnered me with other people
in the voluntary placement office of [county] to make sure that everything would run
smoothly and so it did.” For these caregivers, their connection to the child welfare system
meant having access to additional knowledge that helped inform their decision-making
and access to mental health care services.
Coercive Force
In contrast to those participants who viewed the child welfare system as a source
of knowledge were participants who experienced the child welfare system as a coercive
force. These participants reported experiencing threats of child welfare involvement or
intervention as influencing their decisions about their child’s mental health care.
Adoptive parents, biological parents, and foster parents who later adopted experienced
this sense of coercion from the child welfare system. In one example, the Johnsons
described their fear that their other adoptive children would be removed if they did not
comply with bringing their daughter home from an inpatient setting: “We were getting
told, if you say you're not going to pick [your daughter] up that they could essentially
take your other children out too.” In another example, Megan describes feeling threatened
with the loss of her parental rights if she did not agree to services: “[The child welfare
provider told me] that if I didn’t sign the papers my rights could be taken away.” These
participants associated the child welfare system with a loss of decision-making power.
This perception did not always stem from interactions with the child welfare system
itself. For some caregivers, the child welfare system was used as a threat by other service
professionals.
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Legal Partner
Finally, there were caregivers who entered a legal agreement with the child
welfare system to share responsibility for a child’s care. This included some, but not all
caregivers whose child was placed in a RTS through a voluntary placement agreement
(VPA) and some, but not all, foster parents. For these caregivers, the child welfare system
was not necessarily supportive but also not coercive. Rather, the child welfare system
was an entity that they partnered with to ensure a child received the mental health care
they needed. For example, Nancy, a biological parent who placed her child through a
VPA, describes the child welfare system as a co-parent: “I’m required to pay child
support…If other parents co-parented the way that I have to co-parent with the [child
welfare system], a lot of kids and a lot of single parents would not be as stressed out.”
Carrie, a foster parent, described working together with her foster child’s case workers
when addressing behavior concerns: “I’d call [the caseworker] and say, ‘Here's what
happened and here's what we think, but what do you think and how do we fix this
together?’ I saw it as very collaborative.” For these parents, they had made a conscious
decision to partner with the child welfare system with the aim of supporting a child with
significant behavioral needs. It was not clear from the data why some caregivers
experienced their relationship with the child welfare system as a partnership, while others
viewed this system as coercive.
Caregiver Perceptions of Accessing Mental Health Care
This section will address the second research question by detailing descriptive and
interpretive themes related to how caregivers experienced accessing mental health care
prior to their child’s entry to RTS. Caregivers provided rich descriptions of their
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experiences accessing mental health care to address early concerns about their child’s
behaviors. Caregivers described different pathways through early mental health service
systems, including different influences on decision-making during this time. Finally,
there were differences in how a caregiver accessed mental health care for their child
according to how they perceived their relationship with the child welfare system.
Descriptions of Early Mental Health Care Service Access
Most caregivers identified outpatient therapy or school-based services as the first
form of mental health care they accessed. Karen identified finding these services through
her private adoption agency: “I called the adoption agency, and I was like, ‘Do you know
what to do, I can't manage [my daughter]’, and they referred me to [outpatient service
provider]…so we went there for a couple years.” Nancy described seeking therapy after
seeing a presentation at her son’s Head Start provider: “[Outpatient service provider]
spoke one night at a parent night, I signed us up. So that's how he started, so he's been in
therapy since three.” Other caregivers, like Jackie, identified the school as the starting
point for their child’s mental health service pathway:
Well, the school had concerns, and so I said ‘Okay, well, let’s test her’, and on the
outcome of [those tests] they noted that she was ADHD. I went to go to
[community provider]…where they assessed her and concluded that she had,
definitely the ADHD, she also had mood dysregulation, she also suffered from
PTSD.
Jackie decided to seek additional mental health services in an outpatient setting following
her daughter’s initial school assessment. For some youth, like Kim’s daughter, a
therapeutic school was part of the services they received prior to entering RTS: “[My
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partner and I] engaged with educational attorneys, and they were helping us so at the end
of second grade we made the decision to put her at the [therapeutic] school in [location].”
These quotes demonstrate the multiple mental health care access points present in the
school and community.
The way that caregivers viewed the role of the child welfare system during the
process of accessing care differed depending on their perception of their relationship to
this system. This distinction was primarily seen between caregivers who viewed the child
welfare as a coercive force, and those who saw it as a legal partner or knowledge
resource. Caregivers in the latter two categories seemed to find the child welfare system
as a helpful resource that helped them access services for the youth in their care. For
example, Kim identified how the child welfare system helped her access specialized
therapy after her daughter was placed in the home: “[Child welfare] did submit referrals
for therapy, [our daughter] came to us in mid-February and by May we started with a
play therapist.” In contrast, Megan perceived that having her son’s mental health care
services provided through his foster care provider alienated her from the treatment
process: “[The foster care worker told me], ‘Oh no, you shouldn't go to the services’, like
‘Let the foster mom take him’.” These quotes suggest that although child welfare
involvement provides access to mental health care, the way this access is experienced by
the caregiver may differ depending on how the caregiver perceives the role of the child
welfare system.
Following these early community and school-based service experiences,
caregivers described accessing acute short-term inpatient hospitalization after escalations
in their child’s behavior. As with earlier services, caregivers identified accessing acute
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inpatient care in different ways. Some, like Chloe, accessed acute inpatient care through a
provider:
I got a phone call from [my son’s summer program]. He was in crisis there. I took
him to his therapist. She was able to get him [into a session] right away. And [the
outpatient therapist] and her psychiatrist decided he needed an inpatient stay, so
they called around and found a place that would admit him, and he went there.
Other caregivers had to access acute inpatient care through the emergency room. Many
described having to call the police to safely transport their child, like Karen: “[The
police] came, they put handcuffs on [my daughter]…and they took her to [provider
name].” The Johnsons shared a similar experience, stating: “[The police] couldn't control
[our daughter] either, the two of them came in and handcuffed her and they took her to
the hospital.” Regardless of how caregivers accessed acute inpatient care, they described
this experience as incredibly painful and stressful.
The way caregivers experienced decision making related to accessing inpatient
care differed based on their relationship to the child welfare system. Those caregivers
who viewed the child welfare system as a legal partner or knowledge resource described
feeling more agency when making decisions about accessing inpatient care. For example,
Samantha, who viewed the child welfare system as a source of knowledge, chose not to
have her child admitted to acute inpatient settings at all: “We probably should have taken
her several times. She got very physical with us…But we wanted to get her help, we
didn't want to get her in trouble.” Samantha was able to use the knowledge she gained
through her connection to the child welfare system to inform her decision not to access
inpatient care. In contrast, Megan was not told that her son had been placed in an acute
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inpatient setting: “The first [acute inpatient hospitalization], nobody called me…[my son]
was in a hospital over the weekend, nobody reached out to me, you know who told me he
was in hospital? My son.” Although the child welfare system played a role in the
decision-making about accessing inpatient care for both Samantha and Megan, the way
the two caregivers experienced this role differed dramatically.
Caregiver Perceptions of Role in Decision-Making
There were two major themes that emerged related to how caregivers perceived
their role in decision-making. A common thread throughout these themes is that how
caregivers perceived their role changed throughout the mental health care access process.
The first theme is Gaining a Voice, or that caregivers felt more empowered to have a
voice in the decision-making process as they gained familiarity or knowledge with the
process. The second theme is Losing Power as Services Intensified. This theme represents
caregivers’ perception that as youth entered the more restrictive service environment of
acute inpatient hospitalization, caregivers’ perception of their decision-making power
dwindled.
Gaining a Voice. Many participants perceived that comfort voicing their needs
during decision-making increased as they gained knowledge about the mental health care
system. This theme was common across caregivers, regardless of how they perceived the
child welfare system. For some participants, like Nancy, this shift occurred as she gained
familiarity: “At first, I felt like [service providers] made a lot of the decisions, but once I
got acclimated into the system and I knew what I needed and what I researched, then
things started changing.” Kim shared a similar experience, stating:
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In the earlier days I think that [my wife and I] were working under the assumption
that the providers were the experts, and we didn't have a lot of say in that process.
And that changed over time, the outcomes didn't necessarily change over time,
but our role or what we did in those conversations changed.
For these caregivers, experience with the system allowed them to feel more empowered
and take a more active role in decision-making.
Other caregivers described actively seeking knowledge to improve their ability to
have a voice in decisions. This was particularly common when making decisions about
medication. For example, Megan described her choice to research medication before
approving it: “[The inpatient psychiatrist] was trying to give him all these medicines and
I’m like, ‘Oh no, let me check to see what type of medicine it is, and I’ll call you back’.”
Nancy also described engaging in active research to ensure she could make an informed
decision about medication management: “…[psychiatrists] only gave you a choice of this
[medication] or that [medication], and you need to research about it, to see what you need
to do, for your kid.” For Chloe, this research included keeping a log of her son’s previous
medications and how they impacted him:
I started keeping track of what medicines he was on and sometimes at a different
facility, [the psychiatrist] would say they want to put him on such and such and
[I’d] be like, ‘Nope we've already tried that’. I did get a little bit smarter through
the hospital stays in trying to keep track of what he had been on and what worked
and what didn't work.
Each of these caregivers actively sought knowledge about medication so that they could
have an informed voice during the decision-making process.
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Losing Power as Services Intensified. Caregivers expressed a sense of lacking
decision-making power once their child entered acute inpatient care, despite working
tirelessly to advocate on their child’s behalf. This theme was consistent across caregivers,
regardless of their relationship to the child welfare system. Karen spoke to this dynamic
directly, stating: “…with private therapy, I felt like I had some control or power, but
[acute inpatient provider] is like a machine, they don't really listen.” Some caregivers
described having no input regarding whether their child would receive acute inpatient
services. Nancy described her frustration with this, stating: “…it's backwards, because
[intake specialists] don't really live it…[my son] was throwing chairs and knives and stuff
but it's not serious enough to [admit him]. [The providers are] going to shut the door and
[say] ‘You call us back if he does it again’.” In these examples, although caregivers felt
their child required acute inpatient care, they did not hold the power to make the decision
to admit them.
An interesting aspect of this dynamic is that it often emerged for caregivers just as
they were becoming more comfortable navigating less-intensive services. This led to
caregivers being forced to navigate an unfamiliar, more technical service system just as
they were feeling empowered to have a voice in decision-making within lower levels of
care. As caregivers gained expertise in dealing with the system at one level, their child’s
behavior would necessitate a higher level of care, and they would again experience a
sense of confusion and disempowerment.
This dynamic of losing decision-making power as services intensified was also
described by caregivers who felt their child required more time in acute inpatient settings.
As Chloe stated, “[My husband and I] weren’t sure if he was really ready to come home,

143

but [the inpatient providers] were like ‘Well he has to come home’, and so we just
accepted it, but then he was back in the hospital within days.” Many caregivers identified
perceiving that managed care or insurance companies drove this dynamic. The concerns
that caregivers had about length of stay often stemmed from watching their child
experience repeated acute inpatient stays in short periods of time. When describing her
daughter’s cycles through inpatient care, Karen simply stated: “[My daughter] had four
inpatient hospitalizations [that year]…that was agony, agony and that was the beginning
of the road to out of home.” In some instances, caregivers even perceived that acute
inpatient providers did not include them in decisions about medication. Megan shared,
“[The acute inpatient provider would] call me always, ‘Sorry, but he was really out of
control today, so we had to shoot him with [sedative]’. Why would you do that to a sixyear-old?”. These caregivers describe experiencing a loss of decision-making power
during an already stressful time, when their child’s behavior was most troubling.
An interesting subtheme that emerged was caregivers refusing to take their child
home from acute inpatient hospital settings, even though this would prompt child welfare
involvement. This was described by parents as necessary to keep their child safe. As
Nancy shared: “I would have to leave him at the hospital and then get charged with
neglect and child abandonment for him to go to the place that I wanted him to go
to…And I was going to do that!” Mrs. Johnson described how she and her husband
decided to go this route, stating:
I said ‘We can't pick her up, we cannot bring her into our home’ so that's when
CPS got involved because now, we weren't picking her up, so they had to find a
place for her. But…we couldn't bring her home; we couldn't feel safe.
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Kim stated she had been informed by earlier service providers that refusing to take your
child home could provide more access to services: “[I was told] you can refuse to take
your kid home from the hospital…families can sort of throw their weight around and
demand for services and sometimes that's what it comes to.” This theme was present
across caregivers with different perceptions of their relationship to the child welfare
system. Even caregivers, like the Johnsons, who had experienced the child welfare
system as a coercive force used this tactic. These caregivers were so concerned about
their child’s safety, they were willing to accept child maltreatment charges in their efforts
to regain some sense of power over the decisions made about their child’s care.
Perceptions of Decision-Making When Accessing RTS
Regarding the third research question, there were several themes present in
caregivers’ perceptions of the decision-making process for placing a child in RTS. This
section will first present descriptive themes regarding the process of an RTS placement,
including who initially raised RTS placement as a possible option, what prompted the
decision to move forward with an RTS placement, and how placement was achieved. Not
all caregivers’ perceptions fit into each theme, and so important exceptions are noted
where appropriate. The second part of this section will present interpretive themes
regarding how caregivers perceived the decision-making process for admitting their child
to RTS. Figure 4.1 depicts the different mental health and child welfare service pathways
to RTS represented in this study.
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The Process of RTS Placement
There were several descriptive themes that emerged from caregiver interviews
regarding the process of placing a child in RTS. Most caregivers identified a service
provider as the first person who introduced RTS placement as an option to address their
child’s behavior. Most caregivers also identified that a service provider was necessary for
gaining access to RTS placement for their child. Caregivers also described the process of
finding a RTS provider that would fit their child’s needs as a lengthy and complicated
process. Finally, caregivers whose experiences were exceptions to these themes often had
an existing connection to an RTS setting.
For most caregivers, RTS placement as an option was first raised by a service
provider. Karen identified an outpatient provider as the first to mention RTS to her,
sharing: “I was telling her counselor the kinds of things she was doing at home…he said
he had actually worked at [residential provider] at one point, and he said that she needed
that.” This initial recommendation was rarely what started the RTS entry process. Many
caregivers, like Jackie, felt they wanted to try other options first:
… before [my daughter] had the [in-home] services, it was recommended for her
to be in RTC, but I decided to do everything on an outpatient basis - I sought out
her own therapist to make sure she had other services because I didn't want her to
be in a more restricted environment. I wanted to see how things on an outpatient
basis worked.
There were exceptions to this theme. For example, the Johnsons were interested in a RTS
placement before it was raised by a service provider. Here, they described their efforts to
secure a RTS placement for their daughter by meeting with a local inter-agency council
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(CARE team) whose role is to support families trying to access services: “One of the first
things we did was called the local CARE team…we wanted to get her into some sort of
residential treatment, we thought something was wrong here.” Regardless of who first
raised the potential need for a RTS placement, it was some time before the decision to
proceed with that placement was made.
Once the decision to seek RTS placement had been made, most participants
described providers as gateways to accessing an actual placement. No matter who had
first suggested RTS placement as an option, few caregivers were able to access that
placement without a provider. These providers were often working in some form of
inpatient setting, either acute inpatient or short-term inpatient diagnostic centers. Chloe
identified an acute inpatient service provider as the one to approve RTS, sharing: “When
he was transferred to that next inpatient stay, the fourth one, that's when [those providers]
decided he couldn't come home unless he was treated and went to an RTC.” Kim spoke in
more detail about this gateway role of service providers, identifying a psychiatrist as
providing the Certificate of Need (CON) required to get her daughter’s first RTS
placement approved: “…the psychiatrist at [that inpatient provider] was very helpful, she
wrote the CON. [The CON said], ‘the family has exhausted all of these other
interventions’ just delineating the need for residential and that it was a chronic situation.”
In each of these examples, a service provider was key for gaining access to RTS
placement.
For some caregivers, the child welfare system or a child welfare provider was a
key aspect of gaining access to RTS placement. As with earlier services, how caregivers
perceived child welfare in this role differed depending on how they perceived their
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relationship to that system. For example, Carrie described how having the child welfare
system as a legal partner helped expedite her foster daughter’s RTS intake process: “We
called her caseworker that exact same day [following a behavioral incident], and they got
her set up for the intake for residential treatment the next day.” Jackie, who viewed the
child welfare system as a knowledge resource, described how her professional
connections helped her access a VPA: “[My coworkers] told me what to do…with those
resources that they had, I was able to get on board with getting her into that RTC.” In
contrast, Megan described feeling as though she was forced to admit her son to RTS:
“[The child welfare provider told me that] if I didn’t give [my son] the services,
they were going to do it on they own, basically trying to do a TPR [termination of
parental rights] - to basically try to do it without me… I didn't want him to go to
residential. It wasn't my decision. At all.”
These quotes illustrate how, as with earlier mental health services, the access provided by
the child welfare system was not experienced the same way by all caregivers.
Gaining approval for a RTS placement was not the end of most caregivers’
journeys. Caregivers perceived the process of admission as complicated and challenging
to navigate. Chloe described how long it took to find an actual placement for her son
once RTS was approved: “[My son] was admitted to the hospital, the end of
November…he was [in an inpatient setting], all of December, all of January, February,
and half of March, so almost four months.” The length of time between approval and
finding a bed was not the only challenging aspect of the RTS placement process.
Caregivers also described feeling uninformed during the time between approval for RTS
placement and finding an RTS bed. Nancy shared: “I still felt unsupported and unheard

149

[by providers] to a degree, the process [of accessing RTS placement] is not explained
very well.” Kim had a similar experience, citing a lack of communication from the RTS
provider as creating additional stress: “The unknown was tough. And keeping in mind
that we would have to go through that cycle again, of collecting the [CON] and going for
a physical and that kind of time sensitive stuff that we might need to repeat.” For these
caregivers, approval for the RTS placement did not provide immediate relief from the
stress of navigating the mental health service system.
An additional element of the RTS placement process was that formal and informal
supports that were instrumental for caregivers navigating the RTS placement process.
The Johnsons identified a lawyer as being crucial for helping them understand the steps
needed to get RTS approved: “So finally, we got a lawyer, [who said] this is the way it
works…and we're like, ‘We didn't know that’. And no one would have told us that.” For
Nancy, this role was filled by a peer advocate: “Had I not had the advocate that I had to
tell me to do what I needed to do…I would have inpatient care, right now, instead of him
being in a residential treatment center.” Jackie spoke to how her co-workers helped her
navigate the process: “…thank God for my job. My job is full of social workers and
clinicians. They were able to support me with helping me getting her the voluntary
placement.” In each example, the caregiver identifies an advocate who was crucial for
accessing RTS for their child.
There were exceptions to these descriptive themes of service providers as
gateways, and the challenges of finding an actual RTS placement. With some
participants, this was due to their experience of the child welfare system as a knowledge
source. For each of these exceptions, an existing connection to the RTS was already in
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place. For example, the second time Kim’s daughter was in RTS placement, Kim
described submitting the application herself: “I had already submitted another application
to RTC and send it directly to [original RTS provider]…And that worked. They accepted
the application; I didn't have to go through any agency.” Kim attributes her daughter’s
previous placement in a specific RTS as allowing her to access a second placement at the
same facility without the help of a professional. For Samantha, this connection was with
someone on the board of the facility:
I have a friend that's over [the facility where my daughter is placed]…she knew
what was going on in our home, and I was begging for help. So, she's the person
who got me connected to here. It's a privately owned facility, it's one that is fully
funded.
In Samantha’s case, it is possible that both the existing connection and the nature of the
facility as privately funded, instead of paid for by the state, allowed her daughter to
access placement without a service professional.
Caregiver Perceptions of Decision-Making During the RTS Placement Process
There were two major themes that emerged regarding how caregivers perceived
decision-making during the RTS placement process. A common thread between these
two themes is that of concerns regarding safety and wellbeing. The first of these themes
was that of RTS placement as a Challenging Journey that impacted their mental
wellbeing. The second theme that emerged was that of an Inflection Point, a moment or
behavioral incident that was so concerning that either the caregiver or a service provider
made the decision that RTS placement was the best option for a child. Both themes were
present for most caregivers, regardless of their relationship to the child welfare system.
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Challenging Journey. Caregivers described the process of accessing RTS
placement as complicated and exhausting. Caregivers identified that this process took a
significant toll on their own mental health, and the mental health of their family
members. As Kim shared: “…our mental health was taking a big hit. Our capacity to deal
with all of this in the home, and we also had a younger child…it was becoming harder
and harder to manage everything and our own mental health.” Samantha also identified
how navigating her daughter’s behavior and the mental health service system impacted
her family: “[My husband and I] got to where she was just like number one and we were
not taking care of everybody else, we're just taking care of her.” Nancy identified that
trying to access care for her son had professional consequences: “I’ve had to change my
whole career, like I work from home. I had a job for 10 years with the hospital; they let
me go because I missed work because of [my son].” These quotes illustrate how the
challenging nature of the journey to RTS placement impacted caregivers and their
families.
Inflection Point. Another major theme in caregivers’ perceptions of decisionmaking regarding RTS placement was that of an Inflection Point. No matter who first
raised the potential need for RTS placement, all caregivers identified a single incident
that resulted in the final decision to move forward with accessing this level of care. This
inflection point was always related to safety concerns. Jackie described the point at which
she decided RTS was needed, stating: “…[my daughter] actually burned the house down,
so it was needed and for her own safety and the safety of others that were in the home. I
felt - saw the need for her to be in RTC.” In another example, Carrie shares that her
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decision to seek RTS placement for her foster daughter stemmed from concerns about
another foster child in the home:
… all of the stuff that was happening with me, it was creepy and scary, but I felt it
was things we can work through…I took the other [foster] child out for ice cream
and [she] said that she wasn't supposed to tell me, but that she and [my foster
child] have been playing a new game…and the game involved them talking and
then going to separate rooms and like choking themselves with belts and then
coming back together to talk about what it felt like. And so that was the final
straw for me, that she needed a lot more help.
Here Carrie acknowledges that she had existing concerns for her own safety but was
willing to put them aside to support her foster daughter using community mental health
services. It was when another child was put at risk that she felt the need to seek a higher
level of care.
In contrast, Nancy describes this inflection point as impacting service providers’
decision to recommend RTS placement for her son: “I always asked [service providers]
for residential, they never gave it to me. They said that [my son] didn't meet the
requirements, until this last episode he started like grabbing knives…And so that was the
last straw.” Chloe described a conversation with a friend in which she shared the toll her
daughter’s behavior was taking on her own mental health as helping to change her mind
about seeking residential placement: “I just said, ‘I don't really care if I live anymore’.
[Friend said], ‘Than you need to do this’, because I didn’t want to put her in another
place, I know that kids need a home.” Each of these quotes represent how whether it was
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providers or caregivers who were hesitant about a RTS placement, a single incident was
the turning point for seeking that higher level of mental health care.
Discussion
This study provided an in-depth look at how caregivers of youth placed in RTS
experience decision-making when accessing mental health care. The study aims included
improving our understanding of how caregivers view their role in accessing mental health
care for youth prior to and during placement in RTS and identifying whether these
perceptions differ based on how caregivers viewed child welfare involvement. The study
identified descriptive themes about the process of accessing mental health care before and
during RTS placement, and interpretive themes related to how caregivers experienced
and perceived this process. The sample did not include enough caregivers with different
levels of child welfare involvement to reach data saturation. Therefore, it was not
possible to make strong conclusions about whether child welfare involvement itself
impacts the way caregivers perceive decision-making regarding accessing mental health
care before and during RTS placement. Themes did emerge, however, related to the way
caregivers viewed their relationship to the child welfare system. There were differences
in how these perceptions impacted caregivers’ experiences of the mental health service
system.
Caregivers perceived the child welfare system as a source of knowledge, a
coercive force, or a legal partner. Some caregivers fell into more than one category.
These themes were consistent with those found in a recent meta synthesis of the
qualitative literature on family perceptions of the child welfare system by Bekaert et al.
(2021). An interesting distinction emerged in Bekaert et al.’s (2021) study, in that while
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there was a theme of families perceiving individual child welfare workers as a source of
practical resources, themes related to how families viewed the overall child welfare
system were more negative. Families tended to view the overall child welfare system as a
paternalistic force that exerted legal control over caregivers through threats of removing
children from the home, as in the current study (Bekaert et al., 2021). The findings from
the current study were also consistent with findings from Merkel-Holguin et al. (2014)
that caregivers respond to child welfare system contact with three primary emotions:
positive affect, worry, and anger.
In the current study, caregivers who gained familiarity with the child welfare
system through some form of partnership or professional role were those who viewed the
system as either a helpful source of information or a neutral partner in their care for a
child’s needs. In contrast, caregivers who viewed the child welfare system as coercive
tended to have either no existing relationship (i.e., parents who adopted through private
agencies) or had been investigated for allegations of maltreatment. These findings stem
from a small sample of caregivers and therefore should be interpreted with caution. They
do, however, suggest that when caregivers do not experience the child welfare system
outside of its role in investigation, they may be more likely to view this system as
intimidating. This interpretation may be supported by findings from Merkel-Holguin et
al. (2014) that caregivers who are referred for assessment, as opposed to investigation,
were more likely to respond with a positive affect. When caregivers have opportunities to
experience the child welfare system as a means of getting their needs met, they have a
less negative emotional response to system involvement.
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Descriptive themes related to accessing mental health care services prior to RTS
placement support existing findings (Brown et al., 2018; DeBoer et al., 2007; LaBrenz et
al., 2020) that suggest all other service options are exhausted before RTS. These findings
suggest that current community and school mental health services may not be adequate to
address the needs of youth with certain behavioral health concerns. Descriptive themes
that it was often a service provider who first raised RTS as a potential option for a child
and that service providers were necessary for accessing RTS placement suggest that
service providers act as the gateway providers to RTS placement. Further, the role that
formal and informal supports played when navigating the RTS placement process was
reminiscent of themes identified by Schneiderman et al. (2012) in their study of foster
family’s attempts to access health care.
Findings that caregivers had a more active voice in decision-making as they
gained familiarity suggests that knowledge about the mental health service system
increases caregivers’ empowerment and efficacy in decision-making. One aspect of this
finding was that just as caregivers gained this confidence, their children would often enter
more intensive levels of care. Concurrent with their child’s entrance into these unfamiliar
settings was caregivers’ perception of a loss of decision-making power. This is an
interesting finding that portrays a cycle in which caregivers gain a sense of empowerment
and a voice in decision-making that is lost when services intensify. This theme was
concurrent with findings from a study by Miller et al. (2017) on the experiences of
caregivers of emerging adults with severe mental illness. The caregivers in Miller et al.’s
(2017) study also identified a sense of frustration, lack of options, and lack of support
when accessing acute crisis services. A more recent study on caregiver experiences of
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accessing mental health care for youth during the COVID-19 pandemic also found that
caregivers felt frustrated, isolated, and abandoned by the acute crisis service system
(Markoulakis et al., 2022).
The dynamic of caregivers gaining empowerment to have a voice in decisionmaking, only to lose it when youth enter more intensive settings may be related to a lack
of resources available at this treatment setting combined with the cost of this level of care
creating the need for greater gatekeeping. The lack of resources creates a stressed system
that is unable to communicate adequately with caregivers, and the cost results in the need
for stricter criteria to admit and keep youth in these settings. This interpretation is
supported by findings from Miller et al. (2017), who found that caregivers perceived that
the system was unresponsive and unsupportive until their child was exhibiting severe
emotional or behavioral distress. This lack of communication and access is occurring
parallel to increasing struggles and pressure to families as youth’s behaviors become
more concerning. This has the possibility to hinder the family’s ability to process and
interface with services, impacting their ability to build resilience.
Another noteworthy finding was the subtheme of caregivers trying to regain
power by refusing to pick their child up from an acute inpatient setting, even if this would
result in child welfare system involvement. This may indicate that, at some point,
caregivers’ need to keep their child safe supersedes concerns they may have about child
welfare system involvement. An alternative interpretation is that caregivers are not ready
for the child to return home because they do not feel prepared to address the child’s
behavior.
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That many caregivers found the journey to RTS care as challenging and impacting
the wellbeing of themselves and other family members suggests that caregivers of youth
with severe behavior and emotional concerns require more support. The presence of an
inflection point, or a single incident that resulted in the final decision to move forward
with a RTS placement is in line with findings from previous studies (Brown et al., 2018;
DeBoer et al., 2007; LaBrenz et al., 2020). This does suggest that RTS placements are
being reserved for children with the highest need and do provide safety for youth and
their families. Of concern, however, is that either youth, their families, or their
communities were placed at significant risk of serious harm before RTS could be
accessed. This, combined with the difficulty caregivers experienced trying to access acute
inpatient care, suggests that there are not adequate resources in communities and schools
to maintain safety. This may indicate a need for home, community, and school-based
services to find a balance between adequate assessment to ensure safety for youth and
their families and over-surveillance.
There are other interesting findings it is important to note. Of particular interest is
a case in which a caregiver was able to access a private RTS placement. Although unique
to this study, this finding suggests that caregivers with access to resources to pay for
private facilities may have easier access to RTS placement. As with public RTS facilities,
private for-profit RTS providers have come under increased scrutiny in recent years due
to allegations of abuse (Hilton, 2021), suggesting that although private facilities may
provide easier access to care this does not mean that care is beneficial to youth if there is
not proper oversight.
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This study approached the question of how caregivers perceive accessing mental
health care before and during placement in RTS through the theoretical lens of the
Gateway Provider Model. Themes from this study reflect findings by Schneiderman et al.
(2012) and Villagrana and Palinkas (2012) that caregiver type impacts their role as a
gateway provider. For example, foster parents reported that caseworkers took on the
gatekeeper role by identifying the need for and accessing services for youth, in contrast to
non-foster parents who sought services independently. The role of child welfare
caseworkers in accessing services for youth in foster care also reflected findings from
McLean et al. (2020) regarding the importance of formal service providers for foster
parents navigating the mental healthcare system. Finally, themes present in this study
suggest that both child welfare and mental health service providers serve as the primary
gateway providers to RTS placement.
Implications
Findings from this study have several implications for social work practice,
policy, and research. Regarding practice, it is important for service providers at all levels
of the mental health system be aware how challenging accessing RTS is and the impact
the process has on caregivers’ mental health. This includes an understanding of the
challenges present for caregivers before RTS is even accessed for youth. Providers who
work with youth should be prepared to support caregivers as they navigate this process,
including ensuring caregivers have access to their own services where necessary.
This study included two emergent themes related to power dynamics. These included the
perception of the child welfare system as a coercive force due to interactions with both
child welfare and mental health service providers, and the subtheme of caregivers
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attempting to regain power in decision-making by refusing to bring their child home from
acute inpatient care. The presence of these two themes has significant clinical
implications related to how service providers are engaging with caregivers when there are
disagreements about how to best meet children’s needs. The perception of coercion in the
therapeutic relationship is not unique to children’s services (Verbeke et al., 2019) or
mental health care (Odero et al., 2020). Clinicians who engage with families of youth
with complex behavioral health needs should attend to these potential power dynamics
and strive to create a relationship with caregivers that is built on partnership.
Odero et al. (2020) identified several core values for professionals to increase
partnership in their interactions with clients. These include acknowledging the value of
experiential knowledge, inclusion of clients in the therapeutic process, and shared social
capital through increased information sharing and exchange, improved communication,
and active collaboration. D’Arrigo-Patrick et al. (2017) also identified the importance of
valuing client experiential knowledge for mitigating power dynamics in the therapeutic
relationship. In addition to valuing client’s experiences as a source of clinical knowledge,
D'Arrigo-Patrick et al. (2017) identified therapeutic activism as an intentional process for
reducing clients’ sense of disempowerment within social systems. Therapeutic activism
includes countering prevailing beliefs and practices within the system (i.e., challenging
the belief caregivers who do not choose to pick up their child from inpatient care are
neglectful) and collaborating with clients (D’Arrigo-Patrick et al., 2017). These practices
of transparency and inclusion of clients in the treatment decision-making process are also
consistent with recommendations for trauma-informed mental health services (Isobel et
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al., 2021), and approach that might be particularly pertinent for families of youth
exhibiting extreme behaviors such as those described in this study.
Caregivers identified that they had a greater voice in decision-making when they
felt educated about their options. Further, caregivers who had existing knowledge or
connections were more able to navigate and access mental health services, including
RTS. These findings indicate that for caregivers trying to access mental health care,
knowledge is power. Programs should be developed where social workers in community,
home, and school mental health settings can provide education to caregivers on their
options and how to navigate mental health care systems so that they feel more
empowered and experience less stress. In addition, caregivers are experiencing significant
concerns for their children’s safety prior to RTS placement. That these concerns often
culminate in a serious incident involving the potential for significant injury to youth
suggests that some behaviors are not being adequately identified or addressed by home
and community mental health services. Therefore, mental health service providers in
homes, schools, and communities may benefit from more training in learning how to
identify early signs of potentially harmful behavior so that youth can be connected to
appropriate services earlier.
Findings related to the way caregivers perceived the role of the child welfare
system impacted their experiences of accessing mental health care for youth can inform
child welfare practice. First, all caregivers should have the opportunity to benefit from
the child welfare system as a knowledge resource. Current federal policy promotes
reunification as the primary goal for permanency (Department of Health and Human
Services, 2015). Therefore, child welfare workers should foster a relationship with
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caregivers where providers are viewed as allies and sources of knowledge for keeping
youth safe and cared for, not a coercive force. Child welfare agencies may need to
conduct assessments of practices to determine whether providers are engaging with
caregivers whose children have been removed due to maltreatment in ways that allow
these caregivers to feel supported, not alienated.
Further, training may be needed to improve mental health care service providers’
abilities to collaborate with caregivers when making treatment decisions, so they are not
using threats of the child welfare system to coerce compliance. A caregiver’s concern
about their ability to keep their child safe at home should not be equated to neglect. This
is particularly relevant in acute inpatient hospital settings. Finally, for some caregivers,
the child welfare system was a valuable source of knowledge. Implementing community
programming where caregivers can gain access to information about the mental health
and child welfare service system may allow opportunities for all caregivers to have this
relationship with the child welfare system.
These changes to social work practice should be supported by policy initiatives. A
clear finding from this study is the stressful and disempowering nature of our current
acute inpatient care system for youth. This may be due to a lack of resources available to
these settings. Policy that seeks to improve preventative care and reduce the need for
residential treatment should focus on providing more resources to acute inpatient
facilities for youth. This should include funding for mobile crisis response teams and
assessment centers, so that caregivers and youth experience less barriers when trying to
access acute inpatient care. Further, these findings suggest that allowing insurance and
managed care companies to dictate treatment decisions has a detrimental impact on the
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wellbeing of youth and families. Policy that targets increasing insurance coverage for
acute inpatient hospitalizations may help reduce the need for costly RTS placement.
Finally, this study lays the groundwork for future social work research into how to
improve access to mental health care for youth and their families. Future research should
target kinship caregivers, therapeutic foster parents, and more biological parents of youth
in out-of-home care to shed further light on their experiences. Studies that utilize a
broader sampling strategy that includes states from additional regions of the country may
improve the diversity of the sample and allow for more perspective on how caregivers
perceive decision-making when accessing mental health care before and during RTS
placement. Further, studies that recruit caregivers of youth in private facilities could build
on findings in this study that suggest private facilities allow caregivers easier access to
RTS placement. A study that explores how youth who have experienced RTS placement
perceive their access to mental health services before and during placement would
provide valuable insight into how we can improve care for this population.
In addition to these further studies on the journey to RTS, findings related to how
caregivers experience the child welfare system could be explored in future research. A
more expansive study that specifically examines how different kinds of caregivers view
the role of the child welfare system in accessing mental health care could provide further
evidence for the existence of the three themes found in this study. Further study into how
caregivers experience the child welfare system could also produce more detailed
understanding of what causes a caregiver to view the child welfare system as coercive,
rather than a source of support or knowledge. Such knowledge could be beneficial to
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those trying to improve existing child welfare practices and improve collaboration
between this system and caregivers.
Strengths & Limitations
This study had several strengths. The study offered a rich look at how caregivers
perceive their role in decision-making when accessing mental health care for youth,
including RTS placement. The use of IPA provided for a multi-layered analysis that
considered both descriptive and interpretive themes presented by the data. Further, there
were a diverse range of family structures represented in the study. Several steps were
taken to ensure methodological rigor and trustworthiness of the data analysis. I engaged
in active and ongoing reflection throughout the study process, including writing a
positionality statement and a research journal to identify potential sources of researcher
bias. I also engaged in peer debriefing to ensure other perspectives were included in the
analysis. Finally, I engaged participants in member checking to ensure that interpretive
themes were representative of the participants’ experiences.
There were several limitations present in this study. The first of these was a small
sample size. A larger sample may have allowed for a broader range of experiences, which
may have impacted the themes identified during analysis. Part of the limited sample size
includes a lack of representation of all caregiver types. None of the participants were
kinship or therapeutic foster parents. These caregivers may have different experiences of
the mental health service system that could result in different themes. The lack of
representation from kinship and therapeutic foster parents also limits the study’s ability to
conclusively inform the Gateway Provider Model. In addition to the lack of kinship and
therapeutic foster parents, there was only one biological parent whose child had been
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placed in out-of-home care in the study. Further, there were only two participants who
did not have any contact with the child welfare system at all during their child’s journey
to RTS placement. This meant that the data did not reach saturation regarding how child
welfare involvement impacts caregivers’ perspectives on decision-making when
accessing mental health care services and RTS placement. This could be attributed to the
use of convenience and snowball sampling through advocacy organizations resulting in
selection bias. It is possible that caregivers willing to participate in the study had stronger
feelings about the topic, which may have impacted how they perceived their role in
decision-making.
Conclusion
In conclusion, this study offered a glimpse of how caregivers of youth who are
placed in RTS view their role in decision-making before and during the RTS placement
process. Caregivers gain expertise over time or through independent research and feel as
though their decision-making power decreases as youth move into more intensive acute
inpatient settings. Further, caregivers experience the decision-making process for
admitting a youth to RTC as a challenging journey that requires formal and informal
support to navigate. The decision to access RTS placement is often made by a caregiver
or service providers following a single incident that involves a threat to safety. RTS
placement also often comes at a time when caregivers are emotionally drained after years
of navigating complex service systems. These findings have significant implications for
social work practice, policy, and research that aims to reduce the need for RTS by
improving the quality of other mental health services.
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Chapter 5: Summary
This three-paper dissertation aimed to understand pathways to RTS for youth. The
first two papers used child welfare administrative data to explore how child welfare
placement histories are associated with risk of RTS entry, including differences in risk
based on youth behavioral concerns and developmental period at first entry to care. The
first paper looked at both aggregate patterns in placement transitions, including
transitions into RTS, and individual predictors of RTS entry. The second paper identified
unobserved subgroups, or latent statuses, of child welfare placement histories and how
youth move through these statuses over the first three years of a single spell in care. The
third paper analyzed data from semi-structured interviews to understand how caregivers
of youth who entered RTS perceived their role in decision-making when accessing
mental health care services, including RTS, for the youth in their care.
The first paper identified that most transitions occur between similar placement
types (i.e., between two kinds of family placement settings), and that youth with
behavioral issues are more likely to transition into a non-therapeutic group care
placement than into RTS. The first paper further identified that developmental period at
first entry to care was associated with likelihood of experiencing any placement
transition, entry to RTS, and timing of first entry to RTS. Further, youth who first entered
out-of-home care during pre- and early adolescence had a greater risk of RTS entry
compared to youth who entered during late adolescence. The second paper built on these
findings by identifying two latent statuses of child welfare placement histories. The first
latent status was defined by high movement between group placement settings and the
other latent status was defined by placement stability in family placement settings. Youth
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in the high movement latent status were more likely to experience a placement in RTS
during their time in care. Youth with behavioral concerns when they entered care were
more likely to be in the high movement latent status and were more likely to remain in or
transition back into that status over the first three years of a single spell in care. Findings
from the second study related to developmental period were consistent with findings from
the first study. Youth developmental period at first entry to out-of-home care was
associated with latent status membership and transitions over time.
The third paper provided a more in-depth look at how youth enter RTS by
identifying themes in how caregivers described their perceptions of decision making
when accessing mental health care for youth who have entered RTS. The themes
identified in the third study indicated that gaining knowledge of mental health services
helped caregivers feel more empowered to have a voice in the decision-making process.
Additional themes identified in the third paper, however, indicated that as services
become more intensive (i.e., acute inpatient services), this sense of empowerment
decreased. Caregivers further identified that accessing RTS was a challenging journey
that impacted their wellbeing, and that both child welfare and mental health service
providers were critical for getting a RTS placement approved. Exceptions to this theme
were present for caregivers who had an existing relationship to a RTS provider.
Caregivers further identified that the decision to place their child in RTS often came
following an inflection point related to safety. Finally, the third paper identified three
distinct ways that caregivers viewed their relationship to the child welfare system.
Key Implications
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Findings from these three studies have key implications for social work practice
and policy. The primary of these findings is that the timing of entry to child welfare outof-home placement in a child’s development is related to their risk of RTS entry. More
specifically, pre-adolescence may be a particularly vulnerable time for youth, particularly
those with behavioral challenges. Youth in this study who entered care during pre- and
early adolescence were more likely to experience multiple placements prior to RTS entry.
These additional placement experiences may be opportunities to provide supportive
services, including trauma-informed therapy and positive youth development
programming, that could help stabilize youth and prevent RTS entry. Those invested in
reducing the use of RTS could focus efforts on services and programming that targets
youth in this developmental period. Existing literature has established the challenges
inherent to finding stable placement in family settings for older youth, particularly
adolescents (Simmel, 2012). Evidence does indicate that adolescents in out-of-home care
are able to form stable attachments to caregivers (Joseph et al., 2013), and that these
positive relationships are associated with lower rates of disruptive behavior (Cooley et
al., 2015; Joseph et al., 2013). Therefore, services such as family therapy that target
improving the quality of the caregiver-child relationship for youth in pre- and early
adolescence may be particularly effective at reducing the need for RTS.
In addition to the implications for youth services, this study had several
implications for supporting caregivers. Findings from the first and second paper suggest
that most youth in out-of-home care who enter family placement settings are likely to
remain in a family placement, even if they experience a placement change. Increasing
funding for training and increasing access to supportive services for foster and kinship
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caregivers, particularly those for youth with identified behavioral concerns, could be an
effective means of reducing RTS entry. This training should focus on understanding
youth behavior, ways to build strong relationships with youth, and how to access services
early before youth behavior and emotional needs become acute enough to place
themselves and their communities at risk of harm. Caregivers of child welfare involved
youth, particularly adolescents, should be able to easily access evidence-based care. This
can be accomplished by increasing funding for community mental health agencies that
serve this population so that they have the organizational capacity to effectively train and
retain staff in evidence-based practices. Further, child welfare case workers may benefit
from ongoing training on how to identifying potential behavioral issues and connect
families to services early. This training for child welfare case workers should be paired
with improving mental health service providers’ understanding of and ability to
collaborate with the child welfare system (Kerns et al., 2014).
Caregivers identified feeling more empowered to have a voice and make
decisions regarding their child’s care as they gained knowledge of the mental health
service system. This suggests that caregivers could benefit from having knowledge of
what to expect and how to navigate the mental health service system before they are
experiencing stress related to their child’s behavior. Community mental health providers
could offer informational sessions and materials to caregivers in central locations such as
pediatrician’s offices, schools, or libraries. Caregivers identified acute inpatient care
settings as particularly difficult to access and navigate. Therefore, informational sessions
about navigating mental health care services should include detailed information about
what to expect and how to communicate with providers in this setting.
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Each of the three papers included in this dissertation offer a distinct value add to
our knowledge of pathways to RTS for youth. Understanding the placement experiences
of youth who enter out-of-home care with behavioral concerns can help inform efforts to
target funding for improved mental health care services where it is most needed. Further,
understanding the experiences of caregivers of youth who have entered RTS, including
their perceptions of decision-making, when navigating the mental health care system can
help inform efforts to increase access to these services. Finally, this knowledge can help
prepare RTS providers to meet the needs of youth who enter these settings and their
families. This knowledge is of particular use given the rise in mental and behavioral
health concerns for youth during the COVID-19 pandemic (Golberstein et al., 2020;
Loades et al., 2020; Nearchou et al., 2020; Singh et al., 2020). Further, school closures
and other important public health measures have made the already challenging process of
accessing mental health care for youth even more difficult (Golberstein et al., 2020).
Therefore, understanding the unique challenges facing caregivers of youth with
significant emotional and behavioral health concerns will be incredibly valuable as the
long-term impact of the pandemic on youth mental health unfolds.
Future Research Directions
The findings from each of these studies offer several potential directions for
further research. Primary among these directions is additional studies with different
sampling parameters that target youth who have experienced RTS entry. A lack of youth
who first entered out-of-home care during certain developmental periods (i.e., preKindergarten) with certain placement experiences (i.e., entry to RTS) in the sample was a
major limitation of all three studies. A larger sample with more youth from all
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developmental periods and placement experiences would allow for the use of multi-state
competing risks modeling, providing more detailed information about the placement
pathways that increase risk of RTS entry. Further, a targeted sample may allow for
sufficient statistical power to estimate a latent transition model with more than two latent
statuses of placement histories. Estimating a model with more than two latent statuses
would add additional nuance to our understanding of youth placement histories
associated with entry to RTS, allowing for better targeting of resources to youth and
families who need it most.
A more diverse, larger sample would benefit further qualitative study as well.
Future studies on the experiences of caregivers when accessing mental health care for
youth should include targeted sampling of caregivers underrepresented in the current
studies. These caregiver types include formal and informal kinship care givers,
therapeutic foster parents, and biological parents whose children have been removed from
the home. An additional area for future qualitative study is understanding the experiences
and perceptions of service providers. A study including service providers could use a
mixed methods approach to pair analysis of placement histories with qualitative data
gathered from child welfare and mental health service providers related to their
perceptions of decision-making related to RTS placement. Finally, a critical area for
study is understanding the experiences of youth who have entered RTS. Youth with and
without child welfare involvement who have entered RTS can offer valuable insight into
whether and how the mental health service system did not meet their needs, and how to
improve community and home-based services so that RTS entry is not needed.
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Further, this study was observational, and could not establish a causal relationship
between youth development, placement experiences, and RTS entry. Future studies
should be designed to allow for making such causal inferences, now that the relationship
between developmental period, placement experiences, and RTS entry have been further
established. Such studies could also include an examination of a causal relationship
between the timing of placement experiences during development and mental health
needs associated with entry to RTS.
In closing, this dissertation provided some insight into the child welfare and
mental health service system pathways associated with entry to RTS. Despite the value of
these findings, further research is needed to fully understand when and how our current
systems are failing to meet the needs of youth and their families. Youth are among the
most vulnerable members of our society and deserve to access to quality mental health
treatment in their homes and communities. Furthering our understanding of how child
welfare and mental health service system experiences impact the risk of RTS entry can
help inform efforts to improve equitable access to the best treatment for all youth.
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Appendix
Semi-Structured Interview Guide
Demographic Questions:
What is your relationship to the child who has experienced RTS placement?
How old was your child when they entered RTS, and how old are they now?
What gender does your child identify as?
What gender do you identify as?
What is your race?
What is your child’s race?
What is your ethnicity?
What is your child’s ethnicity?
Semi-Structured Interview Questions:
- Warm up question: Tell me about your child. What is one of your favorite things
to do with your child? What is one of your favorite things about your child?
- Have you always been the primary caretaker for your child?
o If applicable: When did you become the primary caretaker for your child?
How/why did you make this decision? Can you tell me about the first few
weeks of caring for your child?
- Who else has been involved in the care of your child before their placement in
RTS?
o Are there any other important individuals in your child’s life that I should
know about?
- Prior to your experiences with this child, had you ever sought services with any
other children?
o Follow ups: Had you or any of your family members received services
when you were young?
- Can you tell me about when you first become concerned about your child’s
behavior?
o Follow ups: How old was your child? Was there a behavior you found
particularly concerning? How did you try to address this behavior at first?
Was there another adult in the child’s life who expressed concern about
your child’s behavior? Who was this person? How did they approach you?
o If applicable: How long had you been the primary caretaker for your
child?
- Can you tell me about when you first decided to seek mental health care services
for your child’s behavior?
o Follow ups: What made you decide to seek services? Was there a specific
behavior or incident that prompted you to seek services? How many years
after you first became concerned did you decide to seek treatment? Was
there another adult in the child’s life who suggested services? Who was
this person? How did they approach you? How old was your child?
- Can you tell me about your first experience of mental health care services?
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-

-

-

-

-

o Follow-up: What was that service? Why was that the service you sought,
or thought would be helpful? How did you find provider? How did you
feel about the intake process? What questions did you have? Do you feel
like you were heard by the first provider you met with?
Can you tell me about the other mental health care services you tried before RTS?
o Follow up: Are there services or service providers that stand out to you as
being particularly helpful? Are there services or service providers that
stand out to you as being less helpful? What were your experiences of
these services? What was your perception of your role in accessing and
engaging in these mental health care services? What was your perception
of how decisions were made about the services your child received?
Was medication discussed as an option for treating your child’s behavior?
o Follow up (if applicable): Who first brought up medication as an option?
How did you feel when medication was first raised as an option? Did these
feelings change? Why? Did you feel like you were given enough
information about the medication suggested, and did you feel empowered
to turn down medication? Why or why not?
In the time leading up to your child’s entrance to RTS, did you have any
involvement with the child welfare system in relation to this child?
o If applicable: What was your first interaction or point of contact with the
child welfare system? How old was your child at that time? How did you
feel about this first interaction? What was your experience of the child
welfare service providers you interacted with? Did they provide you with
recommendations to address your child’s behavior?
Can you tell me more about your experiences of service providers during the time
leading up to your child’s admission to RTS?
o Follow ups: What were experiences that made you feel competent in
caring for your child’s needs? Were there experiences that made you feel
less competent? Do you feel service providers met your child’s needs?
Met your needs? Met the needs of other family members? Did whether or
not you shared a racial identity with your service provider impact your
experience?
What was missing from your service experience?
o Follow ups: Is there a service experience you think would have changed
the outcome of your child’s journey?
Can you tell me about how the decision to admit your child to RTS was made?
o Follow up: How old was your child when you made this decision? Was
there a moment during your child’s journey where you felt RTS was the
only option to address your child’s behavior? Was there a time when a
service provider expressed that RTS may be the only option? Who was
involved in this decision? What is your perception of your role in making
this decision? Did you feel heard by service providers during this process?
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