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Céline A. Favre, Dilan Aksoy, Clarissa Janousch and Ariana Garrote
Peer Status as a Potential Risk or Protective Factor: A Latent Profile Analysis on Peer Status and
Its Association with Internalizing Symptoms in Adolescents with and without Parental Physical
Abuse Experience
Reprinted from: Children 2022, 9, 599, doi:10.3390/children9050599 . . . . . . . . . . . . . . . . . 25
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Understanding the Mechanisms through Which Family Risk Affects Adolescent Mental Health:
A Model of Multisystemic Resilience in Context
Reprinted from: Children 2022, 9, 546, doi:10.3390/children9040546 . . . . . . . . . . . . . . . . . 75

Rhiannon Evans, Colleen C. Katz, Anthony Fulginiti and Heather Taussig
Sources and Types of Social Supports and Their Association with Mental Health Symptoms and
Life Satisfaction among Young Adults with a History of Out-of-Home Care
Reprinted from: Children 2022, 9, 520, doi:10.3390/children9040520 . . . . . . . . . . . . . . . . . 99

Camille R. Quinn, Erinn B. Duprey, Donte T. Boyd, Raven Lynch, Micah Mitchell and
Andrew Ross et al.
Individual and Contextual Risk and Protective Factors for Suicidal Thoughts and Behaviors
among Black Adolescents with Arrest Histories
Reprinted from: Children 2022, 9, 522, doi:10.3390/children9040522 . . . . . . . . . . . . . . . . . 111

Sheila Barnhart, Molly Bode, Michael C. Gearhart and Kathryn Maguire-Jack
Supportive Neighborhoods, Family Resilience and Flourishing in Childhood and Adolescence
Reprinted from: Children 2022, 9, 495, doi:10.3390/children9040495 . . . . . . . . . . . . . . . . . 127

Robyn A. Husa, Jared W. Parrish and Heidi S. Johnson
Pre-Birth Household Challenges Predict Future Child’s School Readiness and Academic
Achievement
Reprinted from: Children 2022, 9, 414, doi:10.3390/children9030414 . . . . . . . . . . . . . . . . . 141

Julia M. Kobulsky, Dalhee Yoon, Miguel T. Villodas, Brittany R. Schuler, Rachel Wildfeuer
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Editorial

Understanding Family Risk and Protective Factors That Shape
Child Development
Susan Yoon

College of Social Work, The Ohio State University, Columbus, OH 43064, USA; yoon.538@osu.edu

Understanding the various family characteristics and contextual factors that shape
children’s health and developmental outcomes is important for promoting optimal child
development. Research has suggested that family can have a salient influence on child
development across social, emotional, physical, and cognitive domains. Despite a large
body of existing studies on family environment and child development, much remains to
be learned. Prior research has faced multiple conceptual and methodological challenges,
including a reliance on mother-reported data (versus fathers) when examining parenting
or other parent-related constructs. A lack of rigorous longitudinal data and conceptual
complexity, such as changes in family structure over time, also adds to challenges. Further-
more, it remains unclear how risk and protective factors within families may contribute
to child development among different subgroups of children and families across cultures.
The articles presented in this Special Issue aim to overcome some of these limitations and
advance the field’s understanding of the complex roles played by family risk and protective
factors in explaining diverse developmental outcomes among children and youths.

This Special Issue features 18 articles that examine family risk and resilience among
children and adolescents across developmental stages, ranging from early childhood to late
adolescence/young adulthood. A wide range of child outcomes are examined in these stud-
ies, including children’s use of electronic devices [1,2], maltreatment experiences [3], mental
health [4–7], school readiness and academic functioning [8], suicidal thoughts and behaviors [9],
socioemotional development [10–13], and resilient/adaptive functioning [14–16].

Several salient family risk factors are identified and discussed in these studies. In
Husa et al.’s study, pre-birth household challenges (e.g., homelessness, incarceration,
substance use, intimate partner violence) were associated with lower reading proficiency
and greater chronic absenteeism; these findings demonstrate the long-term negative effects
of family risks on later child outcomes [8]. Similarly, Maguire-Jack et al. found that
economic hardship, maternal substance use, intimate partner violence (IPV), and exposure
to community violence were related to increased child abuse risk across three stages of child
development: early childhood (age 3 years), young school age (age 5 years), and middle
childhood (age 9 years) [3]. Furthermore, Showalter et al.’s qualitative study suggested that
maternal IPV and IPV-related workplace disruptions threaten the safety and well-being of
children [17].

Focusing on child physical abuse as a risk factor, Favre et al. identified distinct profiles
of peer status among adolescents with and without physical abuse experiences. They
found that higher levels of dissociation predicted membership in the rejected–unpopular
group for adolescents with physical abuse experiences [13]. Interestingly, many unique
family risk factors were found in studies that focused on problematic electronic use by
children. Examining mobile device use among young children in Malaysia, Abdullah
et al. found that when parents gave mobile devices to their children to make them sit still,
children were more likely to become problematic users [2]. In Lee et al.’s study, the parent’s
positive attitude toward media use and material rewards predicted the child’s daytime and
nighttime media use, respectively, among children between 4 and 6 years of age [1].
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Looking beyond risk factors, several papers focused on family strengths and protective
factors related to childhood resilience. For example, Kassis et al. examined hedonic and
eudaimonic well-being among adolescents with physical abuse experiences and identified
distinct violence-resilient patterns and trajectories [14]. Not surprisingly, many studies
found parenting or other parent-related constructs (e.g., parental relationships, parental
support) to be key family protective factors in relation to positive child outcomes. In
Quinn et al.’s study, positive parenting, operationalized as parents’ supportive verbal
behaviors, was identified as a promotive factor for suicidal thoughts and behaviors in a
national sample of justice-involved Black youth aged 12–17 [9]. Zhan et al. examined asso-
ciations among emotion regulation, parental relationships, and psychotic-like experiences
among adolescents (mean age 17.9 years) and found that positive parental relationships
buffered the adverse effects of maladaptive emotional regulation patterns on distress from
psychotic-like experiences [7]. Focusing on Black youth affected by community violence,
Donte et al. found that positive parent relationships and parent bonding predicted re-
silience to adverse community experiences [4]. Barnhart et al. found that family resilience
(e.g., staying hopeful, drawing on strengths, working together when facing a problem) was
positively associated with higher levels of child and adolescent flourishing [15].

Compared with the many papers that have examined psychological and relational
strengths as family protective factors, fewer studies have considered material resources,
such as food, housing, and financial security, as potential protective factors. Kobulsky et al.
found that food security and housing stability buffered the negative effects of abuse and
neglect on adolescent adaptive functioning [16]. In line with Kobulsky et al.’s study—but
focusing on low-income Hispanic families and their young children during the COVID-19
pandemic—Cabrera et al. found that positivity (e.g., staying optimistic about the future)
and economic support (e.g., WIC/SNAP) buffered the adverse effects of economic risk and
helped parents to manage their parenting stress and stay engaged with their children [11].
Notably, Evans et al. found that having family support and material support predicted
greater life satisfaction among youths with a history of out-of-home care; highlighting
the importance of both relational and material resources as important family protective
factors [5].

It is important to highlight the papers in this Special Issue that focused on fathers as a
source of protection and resilience. Yoon et al. examined the role of father involvement
in the development of social, behavioral, and cognitive functioning among low-income
children (age 5 years and under). Cognitive stimulation by fathers was found to be an im-
portant promotive factor for positive child socioemotional and cognitive development [10].
In Donte et al.’s study, father bonding was associated with a reduction in pre-exposure
prophylaxis (PrEP) stigma among young Black and Latino men (aged 16–24 years) [18].
Olofson and Schoppe-Sullivan used a newly developed coding system for measuring
parenting behaviors and reported that fathers’ and mothers’ behaviors were differently
associated with children’s social–emotional development. Fathers’ allowance of greater
autonomy and lower overprotection predicted lower levels of internalizing symptoms;
at the same time, when mothers challenged children’s regulatory competence, lower lev-
els of externalizing symptoms and higher levels of competence were predicted among
toddlers [12].

Notably, this Special Issue includes studies that represent diverse regions, cultures,
and contexts. The international studies featured in this Special Issue involve study par-
ticipants from South Africa and Canada [6], China [7], Switzerland [13,14], Malaysia [2],
and South Korea [1]. Findings from these studies offer valuable insights that enrich our
understanding of cultural differences and nuances related to the influence of family risk and
protective factors on child development. Cameranesi et al. drew from the multisystemic
resilience framework to examine positive adaptation following exposure to family adversity
using two different samples: Canadian adolescents and South African adolescents. They
found different results between the two samples, with peer support serving as a protec-
tive factor against family adversity for Canadian adolescents but not for South African
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adolescents. Interestingly, a strong appreciation for community traditions was positively
and significantly associated with conduct difficulties for South African adolescents. See
Cameranesi et al. [6] for further discussion of these novel findings.

Together, the collection of articles featured in this Special Issue validate the important
role of family in determining child outcomes; further contributing to our understanding
of the various ways in which family risk and protective factors may promote or inhibit
positive child development. All the works included in the Special Issue provide invaluable
contributions to the field of family science and child development. The included works also
add support to the need for continued investigation and rigorous research to disentangle
complex relations among family risk and resilience factors and child outcomes.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Conflicts of Interest: The author declares no conflict of interest.

References
1. Lee, H.E.; Kim, J.Y.; Kim, C. The Influence of Parent Media Use, Parent Attitude on Media, and Parenting Style on Children’s

Media Use. Children 2022, 9, 37. [CrossRef]
2. Abdullah, N.N.; Mohamed, S.; Abu Bakar, K.; Satari, N. The Influence of Sociodemographic Factors on Mobile Device Use among

Young Children in Putrajaya, Malaysia. Children 2022, 9, 228. [CrossRef] [PubMed]
3. Maguire-Jack, K.; Yoon, S.; Chang, Y.; Hong, S. The Relative Influence of Family and Neighborhood Factors on Child Maltreatment

at Critical Stages of Child Development. Children 2022, 9, 163. [CrossRef] [PubMed]
4. Boyd, D.T.; Jones, K.V.; Quinn, C.R.; Gale, A.; Williams, E.-D.G.; Lateef, H. The Mental Health of Black Youth Affected by

Community Violence: Family and School Context as Pathways to Resilience. Children 2022, 9, 259. [CrossRef]
5. Evans, R.; Katz, C.C.; Fulginiti, A.; Taussig, H. Sources and Types of Social Supports and Their Association with Mental Health

Symptoms and Life Satisfaction among Young Adults with a History of Out-of-Home Care. Children 2022, 9, 520. [CrossRef]
[PubMed]

6. Cameranesi, M.; Theron, L.; Höltge, J.; Jefferies, P.; Ungar, M. Understanding the Mechanisms through Which Family Risk Affects
Adolescent Mental Health: A Model of Multisystemic Resilience in Context. Children 2022, 9, 546. [CrossRef] [PubMed]

7. Zhan, C.; Mao, Z.; Zhao, X.; Shi, J. Association between Parents’ Relationship, Emotion-Regulation Strategies, and Psychotic-like
Experiences in Adolescents. Children 2022, 9, 815. [CrossRef] [PubMed]

8. Husa, R.A.; Parrish, J.W.; Johnson, H.S. Pre-Birth Household Challenges Predict Future Child’s School Readiness and Academic
Achievement. Children 2022, 9, 414. [CrossRef] [PubMed]

9. Quinn, C.R.; Duprey, E.B.; Boyd, D.T.; Lynch, R.; Mitchell, M.; Ross, A.; Handley, E.D.; Cerulli, C. Individual and Contextual Risk
and Protective Factors for Suicidal Thoughts and Behaviors among Black Adolescents with Arrest Histories. Children 2022, 9, 522.
[CrossRef] [PubMed]

10. Yoon, S.; Kim, M.; Yang, J.; Lee, J.Y.; Latelle, A.; Wang, J.; Zhang, Y.; Schoppe-Sullivan, S. Patterns of Father Involvement and
Child Development among Families with Low Income. Children 2021, 8, 1164. [CrossRef] [PubMed]

11. Cabrera, N.; He, M.; Chen, Y.; Reich, S.M. Risks and Protective Factors of Hispanic Families and Their Young Children during the
COVID-19 Pandemic. Children 2022, 9, 792. [CrossRef] [PubMed]

12. Olofson, E.L.; Schoppe-Sullivan, S.J. Same Behaviors, Different Outcomes: Mothers’ and Fathers’ Observed Challenging Behaviors
Measured Using a New Coding System Relate Differentially to Children’s Social-Emotional Development. Children 2022, 9, 675.
[CrossRef] [PubMed]

13. Favre, C.A.; Aksoy, D.; Janousch, C.; Garrote, A. Peer Status as a Potential Risk or Protective Factor: A Latent Profile Analysis
on Peer Status and Its Association with Internalizing Symptoms in Adolescents with and without Parental Physical Abuse
Experience. Children 2022, 9, 599. [CrossRef] [PubMed]

14. Kassis, W.; Aksoy, D.; Favre, C.A.; Janousch, C.; Artz, S.T.-G. Thriving despite Parental Physical Abuse in Adolescence: A
Two-Wave Latent Transition Analysis on Hedonic and Eudaimonic Violence-Resilience Outcome Indicators. Children 2022, 9, 553.
[CrossRef] [PubMed]

15. Barnhart, S.; Bode, M.; Gearhart, M.C.; Maguire-Jack, K. Supportive Neighborhoods, Family Resilience and Flourishing in
Childhood and Adolescence. Children 2022, 9, 495. [CrossRef] [PubMed]

16. Kobulsky, J.M.; Yoon, D.; Villodas, M.T.; Schuler, B.R.; Wildfeuer, R.; Reyes, J.N., III. Neglect, Abuse, and Adaptive Functioning:
Food Security and Housing Stability as Protective Factors for Adolescents. Children 2022, 9, 390. [CrossRef] [PubMed]

3



Children 2022, 9, 1344

17. Showalter, K.; Maguire-Jack, K.; McCloskey, R. Mothers’ Resilience: Experiences of Intimate Partner Violence Survivors at Work.
Children 2022, 9, 373. [CrossRef]

18. Boyd, D.T.; Abubakari, G.M.; Turner, D.; Ramos, S.R.; Hill, M.J.; Nelson, L.E. The Influence of Family Bonding, Support,
Engagement in Healthcare, on PrEP Stigma among Young Black and Latino Men Who Have Sex with Men: A Path Analysis.
Children 2022, 9, 330. [CrossRef]

4



Citation: Eric L. Olofson and Sarah J.

Schoppe-Sullivan Same Behaviors,

Different Outcomes: Mothers’ and

Fathers’ Observed Challenging

Behaviors Measured Using a New

Coding System Relate Differentially

to Children’s Social-Emotional

Development. Children 2022, 9, 675.

https://

doi.org/10.3390/children9050675

Academic Editor: Manuela Verissimo

Received: 12 March 2022

Accepted: 24 April 2022

Published: 6 May 2022

Publisher’s Note: MDPI stays neutral

with regard to jurisdictional claims in

published maps and institutional affil-

iations.

Copyright: © 2022 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

children

Article

Same Behaviors, Different Outcomes: Mothers’ and Fathers’
Observed Challenging Behaviors Measured Using a New
Coding System Relate Differentially to Children’s
Social-Emotional Development
Eric L. Olofson and Sarah J. Schoppe-Sullivan

1 Psychology Department, Wabash College, Crawfordsville, IN 47933, USA
2 Department of Psychology, The Ohio State University, Columbus, OH 43210, USA
* Correspondence: olofsone@wabash.edu (E.L.O.); schoppe-sullivan.1@osu.edu (S.J.S.-S.)

Abstract: This study used a newly developed coding system for measuring the quality of parenting
behavior to examine associations with children’s social-emotional development. The Risky Interaction
Support and Challenge Scale (RISCS) measures the extent to which parents engage in behaviors that
present physical and regulatory challenges to children, as well as parents’ tendency to allow children
to pursue action goals autonomously. These behaviors were observed while parents (n = 57 fathers;
n = 55 mothers; n = 50 pairs) interacted with their 1-year-olds who played on a structure that included
a slide, a small climbing wall, and a tunnel. Trained raters reliably used the RISCS to measure
several dimensions of parent behaviors related to children’s exploration, and all but one of the
dimensions captured adequate variability in parent behavior. Although mothers and fathers did
not differ in any of the dimensions, the associations between parent behavior and children’s social-
emotional development did not overlap. Fathers who engaged in greater autonomy allowance and
lower overprotection had toddlers with lower levels of internalizing behavior, whereas mothers who
challenged children’s regulatory competence had toddlers with lower levels of externalizing behavior
and greater competence. We discuss the implications of the findings for the literature on attachment
theory and father-child relationships.

Keywords: exploration; attachment; activation; socioemotional development; internalizing problems;
externalizing problems; fathers

1. Introduction

From the beginning of Bowlby’s writings [1] on the nature and function of the at-
tachment relationship, he emphasized the formative role of quality caregiving behavior in
constructing secure attachments. His insights, tested and refined by Ainsworth and col-
leagues [2,3], elucidated how a caregiver’s sensitive response to a child’s distress provides
that child with useful information about whom they can trust in times of stress. Research
in this tradition has resulted in a rich and nuanced understanding of how this dynamic,
reciprocal relationship forms [4], and the long-term outcomes associated with the quality
of children’s trust in their caregiver as a secure base in times of stress [5].

However, as developmental researchers began to learn that the existing literature—
built primarily on research about infants and their primary caregiver mothers [6]—did
not explain father-child attachment relationships as well as mother-child attachment rela-
tionships [7], they began to call for a “wider view of attachment” [8] to better explain the
form and function of father-child attachment relationships. These calls were motivated
by theoretical [9,10] and empirical [11] work suggesting that fathers may play a more
important role in children’s ability to take risks and explore, than they do in children’s
desire to seek safe refuge in times of stress. In recent years, researchers have begun to
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retrace Ainsworth’s steps in identifying tasks that can elicit parent behaviors that promote
children’s exploration. In this paper we introduce the Risky Interaction Support and Chal-
lenge Scale (RISCS) which measures parent behaviors that promote children’s desire and
attempts to push the limits of their competence in risky exploration.

1.1. Traditional Research in Attachment Theory

Although Bowlby [1] and Ainsworth [12] emphasized the complementary functions
of proximity-seeking and exploration, operationalizations of attachment-relevant parent
behaviors have emphasized parent behaviors that build trust in the parent as a safe haven.
Both the Strange Situation Procedure (SSP) and coding systems for the quality of attachment-
related parent behaviors were tailored to measure the safe haven function of attachment
relationships over the exploration function [8]. The most commonly used measurement
system to assess the quality of parent behaviors [13,14] assesses parents’ skill in reading
children’s behavioral and emotional cues, responding appropriately, avoiding adding
to children’s distress by being intrusive, and setting a positive emotional tone. These
behaviors signal to their children that they can be trusted in times of distress [15]. However,
aside from one scale regarding the parent’s stimulation of the child’s development, these
same behaviors are not as clearly important for children’s ability to confidently explore their
surroundings and take the kinds of behavioral and intellectual risks that support cognitive
and emotional development. Updated theories and operationalizations are needed to
capture this aspect of parent-child relationships.

1.2. A Wider View of Attachment: Theory and Operationalizations

Calls to widen the view of attachment theory have emphasized the need to better mea-
sure quality support for children’s exploration behaviors. Given fathers’ greater tendency
to engage in rough-and-tumble play with their children [16,17], one intriguing possibility
is that fathers are more likely to focus their efforts on promoting exploration when the
attachment system is not activated, than on providing a safe haven when it is. Therefore, the
benefits of the wider view of attachment are twofold. First, research on the quality of parent
support when children pursue challenging activities, engage in vigorous play, and take
risks, may reveal unique developmentally beneficial effects on children. Second, by attend-
ing equally to parent behavior when children are distressed and seeking comfort and parent
behavior when children are comfortable and ready to explore, developmental researchers
can better understand the roles of mothers and fathers in fostering beneficial outcomes.

Two types of operationalizations of parent support for exploration have emerged.
Groundbreaking research on the differential importance of SSP-measured attachment and
support for exploration demonstrated the importance of assessing parenting behaviors
that effectively support children’s secure exploration [11]. Grossmann and colleagues
had mothers and fathers interact with their children in a cooperative, goal-directed play
task and measured parent support for exploration using the Sensitive and Challenging
Interactive Play (SCIP) Scale. The SCIP Scale was used to assign parents a single, global
score that reflected their ability to present children with ability-appropriate challenges and
support children’s attempts at autonomous solutions. Fathers’—but not mothers’—SCIP
scores were unique and reliable predictors of later attachment security, providing initial
evidence that support for exploration is an important part of attachment and, perhaps, a
more valid assessment of father-child attachment than the SSP.

The validity of parental support for exploration is supported by findings that the qual-
ity of fathers’ support for exploration and risk-taking is predictive of children’s willingness
to take age-appropriate risks [18]. More recent work by Majdandžić and colleagues [19]
expanded coding of exploration support by introducing separate scales for parental over-
protection, warmth, and challenging parenting behavior. This coding system assesses
parental behaviors that support their children’s attempts at mastery, as well as parental
behaviors that inhibit those attempts.
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A second type of operationalization measured parent engagement in and support
for play, an interaction context that is particularly important for father-child
relationships [9,17,20,21]. Play—and especially rough-and-tumble play common among
fathers in Western cultures [22]—introduces self-regulatory challenges for young children.
Rough-and-tumble play arouses powerful emotions. In addition to intense pleasure, physi-
cal play can also elicit anger or sadness in a child if the play partner is too rough as well as
frustration if the play partner tries to set limits on the child’s behavior. In these situations,
children must learn to regulate their behavior and emotions in order to continue the largely
pleasurable activity.

By measuring parent behaviors during play contexts, these operationalizations rec-
ognize that promoting secure exploration may play an important role in helping children
develop mature self-regulatory strategies [8,9]. Fletcher, StGeorge, and Freeman [23] had
father-child dyads play physical games while coders assigned fathers a global score on the
Rough-and-Tumble Play Quality (RTP-Q) scale, which reflects a parent’s warmth, control
during play, sensitivity, ability to balance winning and losing, and playfulness. Bureau and
colleagues [24] used a relatively unstructured task—the Laughing Task, in which parents
simply tried to make their children laugh—to elicit several behaviors related to the wider
view of attachment: physical proximity, appropriate parental effort, following the child’s
rhythm (the opposite of intrusiveness), and focus on the dyadic interaction.

The key advancement of both types of operationalizations of parental support for
exploration is that they posit a role for parents during exploration. In contrast to Bowlby’s
approach that saw children using the parent as a secure base for exploration, current
approaches emphasize the parent’s ability to encourage children to push their behavioral
and regulatory competencies further than children could do on their own.

1.3. Exploration Support and Child Outcomes

A burgeoning literature demonstrates that parental support for exploration can predict
positive child outcomes [25]. Fathers’ scores on both the SCIP scale and the Laughing Task
have been associated with children’s attachment representations, a set of findings consistent
with the theoretical argument that exploration support is more central to father-child
attachment than sensitive responsiveness to distress.

Beyond the relationship with attachment, the wider view of attachment has received
additional support from findings of associations between fathers’ exploration support and
children’s emotional development. Children who are supported in exploration learn to
trust in their ability to overcome challenges rather than respond to roadblocks by becoming
anxious [26]. Parental—especially paternal—challenging behavior predicts low levels of
child anxiety [27–29]. The converse may also be true; parents who are overprotective have
more anxious children than parents who are low in overprotective behavior [30].

This association between parental challenge and children’s internalizing problems
also holds when researchers have examined children’s willingness to take developmentally
appropriate risks. Children who are “activated” [9] to take physical risks in their father’s
presence have fewer internalizing problems than children who are either risk-averse or
reckless [31,32]. The view that fathers’ rough-and-tumble play is a rich context for acti-
vating children’s desire to take physical risks is supported by the increasing number of
studies finding that fathers’ rough-and-tumble play is associated with positive outcomes in
children [33]. High quality parental engagement in rough-and-tumble play predicts fewer
behavioral [23] and emotional [34] problems.

1.4. Limitations of Existing Coding Systems

Despite the growth in systems for coding parent support for exploration, two limita-
tions in the existing literature motivated the current study. First, existing coding systems
generally reserve high scores for behaviors that are sensitive (but see [19] for an exception).
However, it is still an open question whether parent behaviors central to the secure base
function of attachment relationships are also central to the exploration support function.
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For example, challenging children to push beyond their current abilities to acquire more
advanced skills may necessarily be intrusive, a behavior that is incompatible with sensitive
caregiving in traditional coding systems [14]. Similarly, when children are making progress
toward a challenging goal on their own, it may be beneficial for parents to avoid interact-
ing with their children so that they can diagnose and solve problems on their own and
practice regulating any frustration that arises during this process. This potentially posi-
tive parental behavior would be coded as detachment—and thus a lack of sensitivity—in
traditional coding systems. In some systems for measuring exploration support, parents’
active support for children’s autonomy is coded [19,35] but none include unique codes
for parents’ willingness to adopt a stance of nonintervention. For example, Majdandžić
and colleagues [19,35] coding system includes a scale that separates behavior that either
actively encourages autonomy or takes it away through intrusive behavior. In their coding
system, simply adopting a stance of watchful nonintervention is considered a mild form of
challenging parenting behavior.

The second limitation in the current literature is that in existing systems for mea-
suring parent support for exploration, either parents’ attempts to challenge children’s
behavioral skill or to activate their regulatory systems through play are coded. No existing
coding systems have separate scales to measure parents’ ability to challenge their children’s
behavioral competence and their regulatory competence. For example, the challenging
parenting behavior scale in Majdandžić and colleagues’ [19] system captures both rough-
and-tumble-play and encouragement to perform more difficult tasks. These two different
types of behavior are both challenging but are conceptually distinct. Rough-and-tumble
play destabilizes children, thus challenging their ability to maintain emotional and be-
havioral self-regulation [9]. In contrast, challenging children to perform difficult tasks
stimulates their cognitive development and scaffolds their behavioral competence. In light
of the lack of a coding scheme that distinguishes these types of challenges, it is not clear
whether these conceptually distinct types of parental challenge are differentially associated
with child outcomes.

1.5. The Current Study

The purpose of the current study was to test the reliability and validity of the newly-
developed Risky Interaction Support and Challenge Scale (RISCS) [36]. The RISCS was
influenced by the system developed by Majdandžić and colleagues [19]. We incorporated
the Overprotection scale from their system and used their Challenging Parenting Behavior
scale as the basis for the Challenging Behavioral Competence scale in the RISCS, including
the definition of those constructs (see Appendix A). Due to the emerging findings that
fathers’ exploration support may impart developmental benefits to children, the RISCS
separated parents’ ability to challenge children’s regulatory competence, out of Challenging
Parenting Behavior into a new scale called Challenging Regulatory Competence. We also
introduced a second scale called Autonomy Allowance for coding parents’ adoption of a
stance of nonintervention to allow the child to act autonomously.

In contrast to traditional parent coding systems [13,14] and certain exploration support
scales [11], the RISCS does not reserve high scores for behaviors that are clearly sensitive.
Behavior that may lead to high intrusiveness and low sensitivity scores in traditional
systems, but which successfully challenges the child’s behavioral or regulatory competence,
may earn high scores for those dimensions in the RISCS. Likewise, behavior that may lead
to high detachment and low sensitivity scores in traditional systems, may earn high scores
for that dimension in the RISCS if it allows the child to act autonomously.

We tested the RISCS on parent interactions with their one-year-old children while
those children were playing on a toy that invites mild physical risks. Mothers and fathers
were observed playing with their children in a room containing a climber toy. The climber
toy presented mild physical risks to children as they climbed steps on one side and used a
slide on the other end. This is a popular toy and thus presents an ecologically valid context
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in which to observe parent-child interactions that involve more physical risk than is typical
in studies that investigate sensitive parent behavior.

The current study was motivated by five research questions: (1) Will coders achieve
adequate interrater reliability using the RISCS when coding both fathers and mothers?
(2) Does the RISCS appear to capture variability in behaviors engaged in by fathers and
mothers during the climber task? (3) What similarities and differences exist between
mothers and fathers in behaviors coded by the RISCS? (4) Are children’s characteristics
(i.e., gender and temperament) associated with fathers’ and mothers’ behaviors coded
using the RISCS? (5) Are RISCS scores of mothers and fathers related to children’s social-
emotional development, and do these associations differ for mothers and fathers?

2. Materials and Methods
2.1. Participants and Procedure

Data were drawn from a longitudinal study of child and family development in
dual-earner families in a large city and surrounding area in the Midwestern United States.
Different-sex couples expecting their first biological child were recruited during the third
trimester of pregnancy from childbirth education classes and via advertisements in doctors’
offices and newspapers, and through snowball sampling and word-of-mouth. To be eligible
for participation, expectant parents had to be at least 18 years old, married or cohabiting,
working full time and planning to return to work postpartum, and able to read and speak
English. As compensation for participating at each wave of the study, participants received
small incentives in the form of cash, gift cards, and infant books or toys.

The original sample consisted of 182 couples. The data used in this report come from
a longitudinal follow-up that focused on a subsample of toddlers (n = 62) and their parents
(n = 112 parents; 57 fathers; 55 mothers; 50 matched mother-father pairs) who participated
in two laboratory assessments spaced one month apart when the child was approximately
12–18 months old. Which parent visited the lab first with their toddler was counterbalanced.
As part of these laboratory assessments, each parent and child participated in a 5-min video
recorded episode in which the parent and child were introduced to a play structure that
included a slide, small climbing wall, and a tunnel. The parent was asked to encourage
their child to try the different things they were able to do on the play structure. At the
mother-child assessment, mothers also completed the ITSEA [37], a survey measure of
toddler social-emotional development, described below.

The n = 62 participating toddlers were age 16.37 months on average (SD = 1.39),
comprising 40 boys and 22 girls. At recruitment, children’s mothers were 27.90 years old
on average (SD = 4.11), and 89% identified as White, 5% as Black or African American, 3%
as mixed race, and <2% each identified as Asian or another race. Less than 2% of mothers
identified as Hispanic. At recruitment, children’s fathers were 29.40 years old on average
(SD = 3.94), and 87% identified as White, 5% as Black or African American, 3% as Asian,
and <2% each identified as Pacific Islander, mixed race, or another race. Three percent of
fathers identified as Hispanic. Overall, 81% of mothers and 73% of fathers had a bachelor’s
degree or higher-level education. Median annual family income at recruitment was $79,500
and 87% of couples were married. Demographic characteristics of the parents and children
who participated in the toddlerhood follow-up were similar to those in the larger sample.
There were no significant differences between parents who participated and those who did
not in terms of marital status, family income, race/ethnicity, age, or education. The only
significant difference was for child gender (chi-square = 7.34, df = 1, p = 0.007), such that
participating children in the toddler follow-up were more likely to be boys compared with
children who did not participate in the toddler follow-up. The larger number of boys than
girls at the toddler follow-up was not explained by other demographic variables. However,
comparisons between families of boys and girls in the original sample on involvement in
childcare from 3 to 9 months postpartum found that fathers of boys were more involved
in caring for their infants than fathers of girls (further details available from the authors
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upon request). It is thus possible that fathers of boys were more motivated to continue
participating in the study.

2.2. Measures
2.2.1. Risky Interaction Support and Challenge Scale (RISCS) Coding

The RISCS uses a series of 5-point ratings to capture aspects of parent behavior relevant
to supporting children’s developmentally appropriate increasing desire for independent
exploration and achievement. The 5 min observed climber task episodes with mothers and
fathers were coded for the quality of parents’ parenting behaviors by trained raters. The
complete RISCS is provided in Appendix A [36]. In brief, the parenting behaviors coded
include challenging behavioral competence (physical, expressive), which reflects the extent
to which the parent encourages the child to go outside their comfort zone to expand their
skills and achieve their goals; challenging regulatory competence, which captures parents’
efforts to challenge children’s ongoing self-regulation or encourage the child’s regulatory
efforts; overprotection (expressive, physical), which reflects the extent to which the parent
conveys exaggerated worry or concern for the child’s wellbeing and safety in the absence of
legitimate risk; and autonomy allowance, or parent behavior that permits children to pursue
activities that are outside of their comfort zone, beyond their current abilities, or contravene
typical expectations of behavior, by simply attending to the child’s activities while adopting
a stance of non-intervention.

The authors, the developers of the RISCS, trained three coders to rate each parent-
toddler interaction according to each of these parent behaviors. Coders were unaware
of the hypotheses concerning associations with child characteristics. They first practiced
identifying codable behaviors on videotaped parent-child interactions from a different
study. Next, coders established reliability using the RISCS on a set of six videos of parent-
child interactions (three with mothers, three with fathers) from the current study that
had already been coded by the authors with perfect agreement. After an initial round of
coding, the first author and the coders discussed which behaviors were seen as codable
in the current study but did not discuss scores. Coders then re-coded the six pilot videos
and repeated the process until all scores were within one point of the authors’ scores and
intraclass correlation coefficients were above 0.80. After achieving this level of reliability,
the rest of the videos were double-coded. When scores differed by one point, the average
rating was used. When scores differed by more than one point, discrepancies were resolved
in discussion with one of the authors. Interrater reliabilities across the entire sample are
reported in the Results section.

2.2.2. Infant-Toddler Social-Emotional Assessment

Mothers completed the Infant-Toddler Social-Emotional Assessment (ITSEA) [37,38],
a reliable and valid assessment tool appropriate for children aged 12–48 months and
designed to identify competencies and areas of concern in toddlers’ social–emotional
development across four broad domains: Competence, Internalizing, Externalizing, and
Dysregulation. All items were rated on a scale of 0 to 2, where 0 = Not true/rarely,
1 = Somewhat true/sometimes, and 2 = Very true/often. Competence (37 items; α = 0.85)
includes aspects such as compliance, attention regulation, imitation and pretend play
skills, mastery motivation, empathy, emotional awareness, and prosocial peer behaviors.
Internalizing (32 items, α = 0.73) reflects depression, social withdrawal, anxiety, separation
distress, and extreme inhibition/shyness, whereas Externalizing (24 items, α = 0.79) reflects
high activity, impulsivity, aggression, and defiance. Dysregulation (34 items, α = 0.81)
captures problems in sleeping and eating, problems regulating negative emotional states
with respect to reactivity and regulation, and unusual sensory sensitivities.
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2.2.3. Infant Temperament

At 3-months postpartum, mothers reported on children’s surgency (13 items; α = 0.83),
negative affect (12 items; α = 0.77), and effortful control (12 items; α = 0.65) via the Revised
Infant Behavior Questionnaire–Very Short Form [39]. Each of the 37 items required mothers
to rate on a scale of 1 to 7 the extent to which children exhibited a particular behavior,
where 1 meant that the parent never observed their infant exhibiting the behavior and
7 meant the behavior was very frequently observed. Mothers could also select “NA” if
they had not observed their infant in the situation described during the last week. Item
responses were averaged to create scores for each dimension of temperament.

3. Results
3.1. Analysis Plan

First, coders’ reliability in applying the RISCS scales to the observed father- and
mother-toddler interactions was assessed using percent agreement within one point and
intraclass correlations. Second, means, standard deviations, and ranges of the RISCS scales
were inspected to describe the distributions of parents’ behaviors in this sample. Third,
correlations, paired-samples t-tests, and chi-square tests were used to assess similarities
and differences in father and mother behaviors captured by the RISCS. Fourth, associations
of children’s characteristics (temperament and gender) with mothers’ and fathers’ RISCS
scores were computed. Finally, correlations between fathers’ and mothers’ RISCS scores
were calculated to examine relations between parents’ behaviors and children’s social-
emotional adjustment, Fisher’s r-to-z tests were used to compare corresponding correlations
for fathers and mothers, and these correlations were recomputed controlling for mothers’
reports of infant temperament at 3 months postpartum.

3.2. Reliability and Distribution of RISCS Scores

Interrater reliability is reported in Table 1. Percent agreement within one scale point
ranged from 81–100% and was similar for fathers’ and mothers’ behaviors. With the excep-
tion of the expressive overprotection scale, coders achieved strong intraclass correlations,
ranging from 0.791 to 0.900, which was similar in strength for fathers and mothers. More-
over, the descriptive RISCS statistics (except expressive overprotection) reflected the fact
that these scales appeared to capture adequate variability in parent behavior. Reliability
was low for expressive overprotection because of its restricted range; moderate to high
levels of this behavior were observed for neither fathers nor mothers.

Table 1. Interrater reliability for RISCS, descriptive statistics, and mother–father comparisons.

Percent
Agreement

within 1 Point

Intraclass
Correlation
Coefficients

Means (SD) 2 Ranges Paired
t-Value p-Value

RISCS
Subscale Fathers Mothers Fathers Mothers Fathers Mothers Fathers Mothers

PCBC 1 87.8 95.2 0.791 0.876 1.94 (0.93) 1.98 (0.84) 1.00–4.00 1.00–4.00 −0.60 0.550

CRC 95.1 95.2 0.857 0.900 2.18 (1.33) 1.80 (0.93) 1.00–5.00 1.00–4.50 1.65 0.104

PO 90.2 95.2 0.796 0.873 1.54 (0.91) 1.77 (1.05) 1.00–5.00 1.00–5.00 −1.23 0.222

EO 100 97.6 0.500 N/A 1.12 (0.26) 1.11 (0.23) 1.00–2.50 1.00–2.00 −0.70 0.489

AA 82.9 81.0 0.852 0.845 3.29 (1.12) 3.16 (1.15) 1.00–5.00 1.00–5.00 0.82 0.415

1 PCBC = Physical Challenging Behavioral Competence; CRC = Challenging Regulatory Competence; PO = Physi-
cal Overprotection; EO = Expressive Overprotection; AA = Autonomy Allowance. 2 N = 57 for fathers and N = 55
for mothers. N = 50 and df = 49 for paired comparisons.
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3.3. Similarities and Differences between Fathers and Mothers

Correlations between corresponding RISCS scores for fathers and mothers (Table 2)
revealed one significant association: fathers’ scores on autonomy allowance were positively
associated with mothers’ scores on autonomy allowance, r = 0.378, p < 0.01. The other corre-
sponding correlations ranged from −0.095 to 0.174 and did not reach statistical significance.
Notably, for both fathers and mothers, higher scores on overprotection were related to lower
scores on autonomy allowance, and higher scores on challenging behavioral competence
were also related to lower scores on autonomy allowance.

Table 2. Intercorrelations among RISCS scores.

RISCS 1 2 3 4 5 6 7 8

Fathers

1. PCBC 1 –

2. CRC 0.05 –

3. OP −0.04 −0.22 –

4. AA −0.26 * 0.18 −0.59 *** –

Mothers

5. PCBC 0.06 −0.16 0.24 −0.10 –

6. CRC 0.03 0.17 0.04 −0.01 0.09 –

7. OP 0.25 −0.28 * 0.12 −0.31 * 0.11 −0.27 * –

8. AA −0.31 * 0.29 * −0.24 0.38 ** −0.31 * 0.06 −0.70 *** –
1 PCBC = Physical Challenging Behavioral Competence; CRC = Challenging Regulatory Competence; OP = Over-
protection (physical and expressive combined); AA = Autonomy Allowance. * p < 0.05. ** p < 0.01. *** p < 0.001.
Ns range from 50 to 57. Expressive and Physical Overprotection scores were combined due to low variability in
Expressive Overprotection.

Paired t-test analysis revealed no statistically significant differences in the mean values
for fathers’ and mothers’ RISCS behaviors (Table 1). However, follow-up analysis further
considered the distributions of RISCS scores for fathers and mothers (with the exception of
expressive overprotection, which had inadequate variability), and used chi-square tests to
examine whether very high scores were more characteristic of one parent or the other. On
each of the other four scales (challenging behavioral competence, challenging regulatory
competence, physical overprotection, and autonomy allowance), fathers and mothers were
divided into groups on the basis of whether they received high scores (4 s or 5 s) or lower
scores. Of the four scales examined, there was a significant difference in the distribution of
fathers’ and mothers’ scores on challenging regulatory competence, χ2(1) = 3.99, p = 0.046.
Fathers were more likely to receive high scores on challenging regulatory competence
(n = 10 of 57) than were mothers (n = 3 of 55).

3.4. Children’s Characteristics and RISCS Scores

Prior to examining relations between children’s characteristics and RISCS scores, the
physical and expressive overprotection scales were summed (separately for fathers and
mothers) in order to provide an overall score for overprotection with adequate variability.
Independent sample t-tests considered whether fathers’ and mothers’ RISCS scores differed
for boys versus girls. No statistically significant differences were observed, with p-values
ranging from 0.167 to 0.970. Correlations of fathers’ and mothers’ perceptions of infant tem-
perament at 3 months postpartum (i.e., surgency, negative affect, and effortful control) with
fathers’ and mothers’ RISCS behaviors also revealed no statistically significant associations.
For fathers and mothers, these correlations ranged in absolute value from 0.01 to 0.19.
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3.5. Relations between RISCS Scores and Toddlers’ Social-Emotional Adjustment

Correlations between fathers’ and mothers’ RISCS scores and toddlers’ social-emotional
adjustment are shown in Table 3. Fathers who engaged in greater autonomy allowance had
toddlers with lower levels of internalizing behavior, r = −0.28, p < 0.05. In contrast, fathers
who showed higher combined physical and expressive overprotection had toddlers with
higher levels of internalizing behavior, r = 0.34, p < 0.01. When mothers were observed to
challenge children’s regulatory competence more strongly, their toddlers demonstrated
lower levels of externalizing behavior, r = −0.32, p < 0.05, and greater competence, r = 0.29,
p < 0.05.

Table 3. Correlations between RISCS scores and toddler social-emotional development.

ITSEA Domains

RISCS Subscale Externalizing Dysregulation Internalizing Competence

Fathers

PCBC 1 −0.04 −0.03 0.10 0.06

CRC −0.18 −0.10 −0.07 −0.16

OP 0.01 0.12 0.34 ** 0.01

AA 0.00 −0.13 −0.28 * −0.12

Mothers

PCBC −0.02 −0.07 0.23 0.12

CRC −0.32 * 0.00 0.14 0.29 *

OP −0.03 −0.02 0.05 0.02

AA 0.13 0.03 −0.15 −0.21
1 PCBC = Physical Challenging Behavioral Competence; CRC = Challenging Regulatory Competence; OP = Over-
protection (physical and expressive combined); AA = Autonomy Allowance. * p < 0.05. ** p < 0.01. Ns range
from 55 to 57. Expressive and Physical Overprotection scores were combined due to low variability in Expressive
Overprotection.

For the n = 50 subsample of families in which we had parent behavior data from
matched pairs of mothers and fathers and ITSEA data on toddlers, we were able to further
follow up and test whether the strength of the pairs of associations were significantly differ-
ent using Fisher’s r-to-z test for comparison of correlations from dependent samples. The
associations of challenging regulatory competence with children’s competence were signifi-
cantly different for mothers (r = 0.30) and fathers (r = −0.14), z = 2.42, p = 0.008; however, the
associations for challenging regulatory competence and children’s externalizing were not
(rm = −0.31, rf = −0.17, z = −0.78, p = 0.216). The associations of autonomy allowance and
children’s internalizing were not significantly different for fathers (r = −0.30) and mothers
(r = −0.17), z = −0.84, p = 0.201, but the associations of overprotection with children’s
internalizing were significantly different for fathers (r = 0.39) and mothers (r = 0.08), z = 1.68,
p = 0.047.

Finally, in light of anticipated and significant associations between mothers’ per-
ceptions of infant temperament at 3 months and toddlers’ social-emotional adjustment
(Table 4), we re-ran the correlations between parents’ RISCS scores and toddlers’ ITSEA
scores controlling for mothers’ reports of children’s surgency, negative affect, and effortful
control at 3 months postpartum. These partial correlations revealed that three of the four
significant associations between parents’ RISCS scores and toddlers’ social-emotional ad-
justment retained their statistical significance even when controlling for mothers’ reports
of infant temperament. The exception was the correlation between mothers’ challenging
regulatory competence and toddlers’ externalizing behavior, which dropped below p < 0.05
when controlling for mothers’ reports of infant temperament, pr = −0.27, p = 0.064.
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Table 4. Descriptive Statistics and Intercorrelations of Infant Temperament and ITSEA scores.

1 2 3 4 5 6 7 Means (SD)

Infant Temperament

1. Surgency – 3.81 (0.85)

2. Negative Affect 0.07 – 3.42 (0.86)

3. Effortful Control 0.38 ** −0.17 – 5.44 (0.54)

ITSEA Scores

4. Externalizing 0.14 0.31 * −0.09 – 0.48 (0.23)

5. Dysregulation 0.00 0.41 *** −0.05 0.45 *** – 0.38 (0.20)

6. Internalizing 0.11 0.18 −0.24 0.07 0.25 * – 0.52 (0.16)

7. Competence 0.22 −0.27 * 0.32 * −0.09 −0.09 −0.04 – 1.31 (0.23)
Note: * p < 0.05. ** p < 0.01. *** p < 0.001. N = 62.

4. Discussion

The current study investigated the reliability and validity of a newly developed coding
system for measuring parents’ support for exploration with their young children. We found
that coders could rate reliably the behaviors captured in the RISCS, including autonomy
allowance, which focuses on the parent’s lack of interference in the child’s activities. In ad-
dition, we found that fathers’ and mothers’ scores on the RISCS were largely similar. We
also found that parents’ RISCS scores were associated with children’s social and emotional
development. Consistent with our predictions and with previous research e.g., [29], fathers’
lower levels of overprotection and higher levels of autonomy allowance were associated
with lower levels of internalizing problems in children. Finally, we found unexpected
associations between higher levels of maternal challenging regulatory competence and
lower externalizing problems and higher competence in toddlers. Taken together, these
patterns suggest that the RISCS captures exploration-relevant parenting behaviors that are
similar between parents but have different associations with child outcomes.

These data contribute to the burgeoning scholarship on parental support for chil-
dren’s exploration and on father-child relationship quality. One important theoretical
advance lies in the differential conception of what it means when parents refrain from
involving themselves in children’s ongoing activities. Coding scales of parent behavior
from the attachment tradition treat such instances as evidence of parental detachment,
or being “emotionally uninvolved or disengaged and unaware of the child’s needs for
appropriate interaction” [14]. Detachment in the context of the safe-haven function of
attachment is associated with poorer child outcomes [40], but the current findings suggest
that allowing autonomy by “attending to the child’s activities while adopting a stance
of non-intervention” may be an important protective factor for children by supporting
healthy risk-taking in the context of the exploration function of attachment. Similarly, the
positive relation between paternal overprotection and children’s internalizing problems is
consistent with other studies [41] and with the view that overprotection is a risk factor in
children’s development. When it comes to children’s autonomous exploration activities, it
may be best for fathers to err on the side of non-intervention.

The current study is broadly consistent with the empirical literature in finding that
when fathers demonstrate high-quality parenting behaviors, their children are less likely to
have internalizing problems. Low paternal overprotection and high autonomy allowance
were associated with fewer internalizing problems in children. This pattern fits with
empirically-based models of the etiology of anxiety that emphasize the father’s role in
opening children to the world and promoting their independence [42]. Notably, no other
variables in the current study explained a significant amount of variance in internalizing
problems, although interpretations regarding the uniqueness of fathers’ roles must be
tentative because differences in statistical significance do not entail differences in relations
between constructs [43].
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Although the findings regarding fathers’ behavior and children’s internalizing prob-
lems are broadly consistent with the empirical literature, there was one clear difference.
Other studies have found that fathers’ challenging parenting behavior is associated with
fewer anxiety symptoms in their children [28,44], a finding that did not emerge in the
current study. One plausible explanation lies in the different operationalizations of chil-
dren’s behavior problems. Previous studies investigating challenging parenting behavior
have focused on child anxiety, whereas the current study used a scale for internalizing
problems that included depression, extreme shyness, and social withdrawal. A second
plausible explanation for the differences lies in the age at which internalizing problems
were measured. Children in the current study were tested between 12-and 18-months,
whereas previous studies have focused on children’s anxiety later in later preschool years.
Not only might mothers of toddlers have struggled to report anxiety symptoms as distinct
from other related behaviors, but also theoretical models of the relation between fathers’
parenting and child anxiety emphasize the importance of those effects as children mature
and gain independence [8,9,42]. It is possible that anxiety-specific effects do not emerge
until the later preschool years.

The lack of association between paternal scores on challenging regulatory competence
(CRC) and child outcomes was surprising, because the RISCS places physical play within
the CRC subscale. Empirical [23,28,31,33] and theoretical [8,9,42] studies have found that
quality rough-and-tumble play between fathers and children is associated with positive
outcomes in children. There are several possible explanations for why these relations did
not emerge in the current study. First, it is possible that that paternal CRC at 16 months
does not serve the exploration function of attachment, and that these relations emerge
later in the child’s life. Second, the perceptual salience of the climber toy in the room may
have dictated the nature of the play and made it difficult for fathers to engage in more
open-ended physical play. Third, it is possible that parental encouragement of children’s
own regulatory efforts, which comprises part of the CRC subscale, is not related to paternal
activation of risk-taking or rough-and-tumble play. This may have resulted in some fathers
who do not typically engage in physical play with children scoring highly on CRC.

Comparisons between mothers’ and fathers’ results are noteworthy for several reasons.
Mothers and fathers scored similarly on each of the RISCS subscales, a finding that is
consistent with other comparisons between mothers’ and fathers’ exploration-relevant
behaviors with first-born children [24,29]. However, none of the significant correlations
between RISCS subscales and child outcomes overlapped between mothers and fathers,
raising the possibility that the same parenting behaviors in mothers and fathers may have
different behavioral consequences for children. Although this explanation must be treated
with caution, as differences in significance do not entail significant differences, Fisher’s
r-to-z tests found that two of these pairs of correlations differed significantly between
parents. First, fathers’ overprotection, but not mothers’, was associated with children’s
internalizing problems. This pattern would make sense if fathers in the current study
were more likely than mothers to encourage their children’s risk-taking and exploration;
overprotection in that role is likely to be more detrimental to children than overprotection
by the parent serving as the child’s safe haven in times of distress [9,31].

The other significant difference in RISCS-to-outcomes correlations was that mothers’
CRC, but not fathers’, was associated with greater competence in children. This finding
was unexpected and is more difficult to explain using the existing literature on father-child
interaction. One possibility is that high and low scores on CRC reflect different kinds of
behaviors. Lower-to-moderate levels of CRC may reflect variability in parental engagement
and stimulation of development. If this is true, then the relation between mothers’ CRC
and children’s competence may have been driven by variability in maternal engagement.
As nearly all of the mothers scored within this lower range of CRC, there was a sufficient
sample size to uncover relations with child competence. In contrast, perhaps only higher
scores reflect behaviors that are sufficiently challenging to children’s regulatory systems.
Consistent with theories positing that fathers often fill this role [9], post-hoc analyses
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confirmed that fathers were significantly more likely than mothers to score highly on CRC.
However, it is possible that not enough fathers scored in this range to test associations
with child outcomes. Therefore, it is possible that the intensity of challenges changes their
developmental significance, with gentle challenges relating to sensitive engagement within
the safe-haven context of attachment, and more intense regulatory challenges relating to
exploration and risk-taking.

The current study had several limitations. The demographics of the study sample
limit the generalizability of the findings. Families in the current study were all heterosexual
parents raising their first child in a dual-earner, cohabiting household. Preliminary research
with homosexual fathers suggests that in those households, like those led by heterosexual
parents, primary caregivers act as safe havens and secondary caregivers act to support
exploration [45]. These data suggest that the patterns in the current study may apply to
primary and secondary caregiving gay male fathers, but this is speculative. Regarding
the child’s status as first-born, it is possible that parents’ exploration-supportive behavior
may be different with later-born children [29]. The limited range of socioeconomic status
and ethnicity limit the study’s generalizability to lower-income and BIPOC samples. For
example, fathers with more education spend more time interacting with children [46],
which may have contributed to the lack of parent-gender differences in RISCS scores.
However, the limited research on parental support for exploration using samples from
a broad range of socioeconomic status makes it difficult to hypothesize precisely what
patterns might be expected [25]. It is also possible that the overrepresentation of boys in
the sample meant we had especially involved fathers participating, which could further
limit the generalizability of the findings. The sample size was modest, which limited the
feasibility of factor analytic and other multivariate analyses. Despite that limitation, given
the inclusion of much-needed observational data on fathers’ behavior [6], and the need for
development and validation of additional measures of parental support for exploration, the
findings are noteworthy. It is important to state that the current study relied on uncorrected
zero-order correlations to answer the research questions. This decision was made because
the purpose of the current study was not to test theories, but rather to introduce a novel tool
for researchers and to limit Type II errors when suggesting avenues for additional research.
Therefore, there is a risk that some of the findings reflect Type I errors. Finally, child
outcomes were measured concurrently with parent behavior, so no firm claims regarding
the direction of relations can be made, although controlling for infant temperament does
strengthen the claim that parent behavior in support of exploration contributes to children’s
social-emotional development.

Findings from the current study suggest several directions for future research. Given
the theoretical importance of exploration support in the preschool years and beyond, future
studies using the RISCS should examine behavior in older children engaging in riskier
activities. This would give overprotective more opportunities for parents to display those
behaviors, and opportunity to investigate their relations with child outcomes. Including
older children would also help address the appropriate way to assess overprotection. In the
current study and in other studies using observational measures of overprotection e.g., [19],
expressive and physical overprotection were combined. Future research should investigate
whether the method of measuring overprotection is theoretically meaningful or if it is
simply a byproduct of other factors such as context and child age. It is also important
to recruit a more diverse sample. The sample used in the current study was originally
recruited specifically to investigate the transition to parenthood in dual-earner couples, so
future studies investigating parental support for risk-taking specifically should take care
to broaden the demographic characteristics of the sample. Although coders in the current
study achieved strong reliability when coding videotaped parent behavior with toddlers,
it is unclear whether the RISCS could be used reliably to code more intense expressive
overprotection, live behavior, or parent behavior during interactions with older children.
Longitudinal studies and studies with larger sample sizes will help assess the direction
of relations between parent behavior and child outcomes, and will enable more robust
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model-testing approaches. Factor analyses will be especially important to address whether
challenging children’s behavioral and regulatory competencies should be considered as
one or two constructs.

5. Conclusions

The current study adds to the literature on parental support for children’s exploration-
relevant behaviors and the associations between those behaviors and child outcomes.
The RISCS appears to be a reliable and valid measure of parenting behavior for fathers
and mothers. The study contributes to research in this tradition in three distinct ways.
First, the findings suggest that in the context of children’s exploration, simply attending to
children’s ongoing activity while taking a stance of non-intervention may support children’s
development. Second, the findings extend the literature on the connection between paternal
exploration support and children’s internalizing problems, by including toddlers in the
study results. Third, the findings provide a nuanced picture of similarities and differences
between mothers and fathers, and thus challenge the idea that mothers’ and fathers’ roles
are necessarily linked with gender.
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Appendix A

The Risky Interaction Support and Challenge Scale:
The Risky Interaction Support and Challenge Scale (RISCS) is designed to allow

coding of parent behavior during periods in which children are engaged in tasks that
involve physical risk and/or behavioral challenge. The four scales capture aspects of parent
behavior relevant to supporting children’s increasing desire for independent exploration
and achievement.

These scales are meant to accompany the Qualitative Ratings of Parent-Child Interac-
tion (colloquially “NICHD Scales”) developed by the NICHD [13] and most recently by
Cox and Mills-Koonce [14], although the RISCS may be used independently. The rating
procedures are similar to those used in the NICHD Scales. After coders are familiar with the
breadth of behaviors in a given task, they should (1) watch a tape once while taking minimal
notes; (2) watch the tape a second time while taking careful longhand notes that identify
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codable behaviors, the time stamp at which the behaviors occurred, and the intensity of
each behavior; (3) assign an initial score for each dimension; (4) watch the tape a third time
to consider the initial scores; (5) assign a final score for each dimension; and (6) watch the
tape a fourth time to consider the scores. Note that for both the challenging competence and
overprotection scales, only observed behaviors are coded and assigned scores are based
solely on the frequency of displayed behaviors; the absence of a behavior is not considered.
The absence of intervention is, however, coded in the autonomy allowance scale.

Identifying codable behaviors follows a two-step process. Coders should first deter-
mine if the behavior fits the description in the scale introduction. If a behavior is determined
to fit the characteristics in the scale introduction, then the coder determines the intensity of
the behavior.

The score assigned for each scale is determined by the frequency and intensity of
coded behaviors. Codes for all four scales are as follows:

1. The relevant behavior is not at all characteristic of the interaction. Generally, the
parent either does not show any clear instances of the behavior or shows infrequent
and low-intensity behavior.

2. The interaction is characterized by low-intensity behavior. Generally, the parent
shows frequent low-intensity behavior. Some moderate-intensity behavior may be
present, but rare.

3. Moderate-intensity behavior is somewhat characteristic of the interaction. Generally,
the parent shows infrequent moderately-intense—but no highly-intense—behavior.

4. Moderate-intensity behavior is clearly characteristic of the interaction. Generally, the
parent shows frequent moderately-intense behavior. Some high-intensity behavior
may be present, but rare.

5. The parent shows strong behavior. The parent shows some highly-intense instances
of behavior in the context of an interaction characterized by consistent moderate
behavior.

A non-zero value must be given for the two scales that code parent challenging
behavior. However, both overprotection and autonomy allowance code parents’ responses
to children’s behavior and thus coders may assign a zero (“not applicable”) if children
never engage in any eliciting behavior.

Note: This coding system is heavily influenced by Mirjana Majdandžić’s “Coding
Protocol of Parenting Behavior in Parents of Toddlers” [35] described by Majdandžić
et al. [29]. Construct definitions for Challenging Parenting Behavior and Overprotection are
taken from her coding system, as are the differentiation between physical and expressive
challenging parenting behavior and overprotection.

Challenging Behavioral Competence:
“The challenging behavioral competence (CBC) construct reflects the extent to which

the parent encourages the child to go outside of their comfort zone” [35] (p. 10) and push
the limits of their behavioral competence, including by taking risks. Behavioral competence
refers to the ability to achieve action goals without assistance, and may be challenged when
parents encourage children to add new behaviors to their repertoire or to pursue action
goals through more mature means. Codable behaviors encourage children (a) to engage in
behaviors beyond their current ability and/or (b) to develop cognitive abilities that directly
support behavioral competence relative to ongoing tasks. Parents could challenge their
children through either physical interaction (e.g., physical support during climbing) or
expressions (e.g., verbal encouragement or teaching children novel solutions to problems).
Both quantity and intensity of challenging behavior are considered.

CBCs that are poorly-attuned to their child’s abilities and potential and are unwelcome
to the child should not be coded in this scale. Examples of poorly attuned behaviors include
those that occur while the child is clearly dysregulated or which lead to dysregulation (but
not necessarily lower-level frustration), those that encourage clearly dangerous behavior,
or those that are clearly beyond the child’s developmental level. However, the presence
of distress does not mean the CBC is inappropriate. Effective challenging behavior causes
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the child to go outside their comfort zone and into the zone of proximal development; this
should be expected to cause some distress (but not dysregulation). Additionally, behavior
that may appear intrusive to the coder may not be experienced by the child as such.
For example, a child who is calmly acting toward an easy goal may welcome a parent’s
prodding to attempt a more ambitious goal. Therefore, coders should use a lax criterion
when deciding whether a behavior is challenging, and disregard only behaviors that are
clearly poorly-attuned to the child’s current actions or beyond the child’s zone of proximal
development. Because this scale is meant to complement the NICHD scales—which
differentiate intrusive and sensitive behaviors—the coder should not reserve high scores
on this scale for sensitive challenging parenting behavior. Additionally, purely supportive
comments about behavior that don’t encourage persistence toward goals (e.g., “good job!”)
do not qualify as CBC.

Provide separate numerical scores for physical and expressive challenging behavior.
Physical CBC includes behaviors that involve physical contact or object-mediated physical
play (e.g., tug-of-war) and that encourage children to attempt more challenging tasks than
they are currently attempting. Coders should use contextual information to help determine
if behaviors are intended to support the development of children’s competence or are
driven by the parent’s agenda. For example, a parent who relocates a child to another
area may be alerting the child to a new activity; in this context, the physical interaction is
intended to present the child with a new challenge. However, a parent who relocates a
child away from a potentially risky area to a safer area may be either protecting the child (in
a situation with legitimate risk) or being overprotective (in a situation without legitimate
risk); in this context, the behavior is not challenging.

Expressive CBC includes verbal or nonverbal expressions that encourage the child to
do what they find difficult and to think in more mature ways. Coders should use contextual
information to help determine if behaviors are intended to support the development of
children’s competence. For example, a parent who explains a problem at a level clearly too
advanced for their child may be attempting to impress an audience rather than challenging
their child.

Coding:
Intensity is determined by the level of challenge, parent affect, the degree of unpre-

dictability, the duration of activity, and the amount of physical force used. The guides below
are not comprehensive. Coders should use their knowledge of typical parent behavior and
use their judgment to determine intensity.

Physical CBC:

• Low intensity CBCs use physical means to provide mild challenges to children’s
behavioral competence. Examples include gently and physically supporting children’s
attempts toward easy ongoing action goals (e.g., holding the hand of a child who is
climbing an easy incline, gently manipulating the child’s body in a task requiring
physical coordination) or behaviors where the physical interaction is not clearly or
effectively supporting the more challenging goal (e.g., moving the child’s hand but
not explaining the goal of the intervention).

• Moderate intensity CBCs use physical means that clearly challenge children’s demon-
strated behavioral competence but not their potential behavioral competence. Examples
include physically supporting children to engage in an action more difficult than
the ongoing action, but which the child is comfortable attempting (e.g., physically
encouraging the child to climb an object they would not have climbed at that moment,
manipulating the child’s body in a way that they would not have attempted naturally)
or attempting to challenge the child’s potential competence but doing so ineffectively
(e.g., moving the child’s hand but ineffectively explaining the goal of the intervention).

• High intensity CBCs effectively use physical means to challenge children to reach their
behavioral potential. Examples include effective physical encouragement to children
to accomplish a feat that they are clearly apprehensive to attempt or struggling to
accomplish (e.g., succeeding at supporting a child who climbs an object despite some
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difficulty or resistance—but not dysregulation—on the part of the child). Coders may
also consider moving moderate intensity behaviors to intense behaviors if they occur
unpredictably (e.g., when the child is attending elsewhere or early in the interaction
when the child may not be familiar with the space).

Expressive CBC:

• Low intensity CBCs use expressive means to provide mild challenges to children’s
behavioral competence. Examples include verbally encouraging the child to persist
toward an easy ongoing action goal, suggesting a more challenging task but not
encouraging further efforts, encouraging children to use objects in novel ways, and
using an animated facial expression or gesture to motivate the child to persist on an
easy task when parental motivation seems to be required. Behaviors that may appear
to be moderate intensity but which are clearly ineffective should be coded as low
intensity.

• Moderate intensity CBCs use expressive means that clearly challenge children’s demon-
strated behavioral competence but not their potential behavioral competence. Examples
include successfully using verbal or gestural means to encourage children to engage
in an action or goal more difficult than the ongoing action but which is within the
child’s demonstrated abilities, asking challenging questions in the service of fostering
behavioral competence, teaching the child a behavioral strategy within the child’s
abilities, or attempting to challenge the child’s potential competence but doing so
ineffectively (e.g., encouraging the child to reach their behavioral potential but the
child disregards the comment).

• High intensity CBCs effectively use expressive means to challenge children to reach
their behavioral potential. Examples include expressions that effectively push children
to reach ambitious goals, scaffolding that results in creative problem-solving and/or
the use of objects or activities in more sophisticated and complex ways, comments
presented in an emotionally-charged tone of voice that successfully encourage the
child to reach their behavioral potential, commands or forceful prodding of the child
to switch tasks, teaching the child a challenging concept (i.e., the parent must persist
in teaching the new concept for an extended time).

Challenging Regulatory Competence:
The challenging regulatory competence (CRC) construct reflects the extent to which

the parent either creates a challenge to the child’s ongoing self-regulation or encourages
the child’s regulatory efforts. Codable behaviors are those that (a) destabilize the child
by creating an emotional reaction; (b) interrupt the child during an ongoing task creat-
ing an attention-regulation challenge (if the child is required to return to the task) or
emotion-regulation challenge (if the child frustrated by an inability to return to the task);
or (c) support or encourage the child’s regulatory efforts. High scores on this scale sug-
gest that parent behaviors support children’s ability to regulate intense emotions or solve
challenging regulatory problems. Both quantity and intensity of challenging behavior are
considered.

As with challenging behavioral competence, CRCs that are poorly attuned to their
child’s abilities and potential and are unwelcome to the child should not be coded in
this scale. Examples of poorly attuned behaviors include those that occur while the child
is clearly dysregulated or which lead to dysregulation (but not necessarily lower-level
frustration), those that encourage clearly dangerous behavior, or those that are clearly
beyond the child’s developmental level. Therefore, coders should use a lax criterion
when deciding whether a behavior is challenging, and disregard only behaviors that are
clearly poorly attuned to the child’s current actions or beyond the child’s zone of proximal
development.

Coding:
Intensity is determined by the level of challenge, parent affect, the degree of unpre-

dictability, the duration of activity, and the amount of physical force used. The guides below
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are not comprehensive. Coders should use their knowledge of typical parent behavior and
use their judgment to determine intensity.

Low intensity CRCs are those that provide mild challenges to children’s regulatory
competence or encourage children to regulate mild distress. Examples include gentle
physical games (light tickling), gently eliciting new emotions through verbal or gestural
means (e.g., saying “boo” in a relatively calm tone of voice), encouraging children to manage
mild distress, or ineffective support for children’s attempts to manage moderate distress.

Moderate intensity CRCs are those that clearly challenge children’s regulatory compe-
tence, introduce some risk where mild distress may be justified, or encourage children to
regulate obvious distress. Examples include brief physical games that require the child to
use some amount of force (e.g., tug-of-war, chasing) or feel momentary distress (e.g., gentle
tossing in the air), longer bouts of gentle physical play, more intense attempts at destabi-
lization that either do not elicit a strong reaction or do not interrupt intense focus, gentle
teasing (e.g., playfully saying “can you really do that?” while the child is engaged in a
mild struggle), effective support for children’s attempts to manage moderate distress, or
ineffective support for children’s attempts to manage extreme distress.

High intensity CRCs are those that push children to the limit of their regulatory
competence or are effective in encouraging children to regulate intense emotions. Examples
include extended physical games that involve the use of force and a change in the child’s
emotional state (e.g., tickling that leads to intense laughter, chasing that involves running,
wrestling), destabilization that interrupts a child who is engrossed in a task and/or results
in a strong reaction but not dysregulation, teasing the child in ways that more forcefully
challenge the child’s competencies (e.g., saying “no way, you can’t climb all the way up
there” or “I don’t think you can solve such a difficult puzzle all by yourself” where the
intent is clearly to spur the child to reach a more advanced goal, but not belittle the child).

Overprotection:
“Overprotection reflects the extent to which the parent conveys exaggerated worry

or concern for the child’s wellbeing and safety. During coding, attention is paid to how
carefully the parent handles the child and to what extent the parent shows behavior aimed
at protecting the child” [35] (p. 12). Note that behavior that is protective of children’s
safety during times of legitimate potential for harm is not considered overprotective. Both
quantity and intensity of overprotection are considered.

Coding:
Provide separate numerical scores for physical and expressive overprotection.
Examples of behaviors that indicate physical overprotection are those that use physical

force to restrict child movement. Low, moderate, and intense ratings are given based on the
level of protection inherent in the parent behavior, the degree of legitimate risk, duration of
activity, parent affect, and child affect.

• Low intensity examples include briefly restraining the child when the risk of danger
is small, redirecting movement away from perceived danger despite small degree of
risk (and with no resistance from the child), or maintaining constant close physical
proximity to the child and willingness to intervene during periods of no risk of danger.

• Moderate intensity examples include restraining the child despite no clear sign of risk,
restraint or redirection from low-risk situations which results in some child resistance,
or hovering over the child in a pose that suggests readiness to intervene during periods
of minimal risk to the child.

• High intensity examples include firmly holding the child while they attempt to pull
free and attempt an activity with no clear sign of risk, and picking up the child in
order to either redirect movement or remove them from the situation.

Examples of behaviors that indicate expressive overprotection are those that use ver-
bal or facial expressions to restrict child movement.

• Low intensity examples include calm expressions of concern (e.g., reminders to be
cautious, “hold on,” mild facial expressions of apprehension), or warnings against
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proceeding with an activity (e.g., “I don’t think you should do that”), or disapproving
facial expressions when children are engaging in a task) when the risk of danger
is small.

• Moderate intensity examples include expressions of concern or warnings against
proceeding with an activity, either when those activities show no clear sign of risk or
when those expressions are given with a worried tone of voice.

• High intensity examples include: expressions (e.g., gasping, very fearful expressions,
“watch out!”) with emotional displays that signal a risk of impending danger that
substantially exaggerates the degree of risk, explicit prohibitions (“stop!”) against
proceeding with a safe activity, or explicit statements (“that’s scary,” “that makes me
nervous”) about the parent’s concern for the child’s safety in safe activities.

Note: When assigning an overprotection score, parents whose children never attempt
risky activities (for reasons of their own choosing, not because of parental overprotection)
can be given a zero.

Autonomy Allowance:
Autonomy allowance describes behavior that allows children to autonomously pursue

activities that are outside of their comfort zone, beyond their current abilities, or contravene
typical expectations of behavior, by simply attending to the child’s activities while adopting
a stance of non-intervention. Parents who allow children to work autonomously due to
being detached and unaware of the child’s activities are not considered to be demonstrating
autonomy allowance; there must be evidence that parents are visually or aurally attending
to the child’s activities to determine that non-intervention is the result of a parent decision
to allow autonomy. Autonomy allowance also occurs when parents allow children to
act in unconventional—but not inappropriate—ways without correcting the behavior.
Intervention refers to parent behaviors that insert their own agency into the process of task
completion (i.e., the parent completes steps that the child is capable of completing or gives
instructions that the child would know).

Low, moderate, and intense ratings are given based on the degree of the child’s strug-
gle to make progress, the parent’s intervention latency, the extent to which the behavior
contravenes typical expectations that parents have of children’s behavior, and the type
of intervention. At low levels, the parent initially does not intervene, but may intervene
quickly after the child does not make progress. At high levels, the parent maintains atten-
tive non-interference for extended periods despite the child’s continued lack of progress,
signs of struggle, or signs of distress. The coder should take intervention latency into
account; parents who attend to the child’s struggle for a considerable amount of time
before reaffirming the child’s skill may still get scores reflecting high levels of autonomy
allowance.

Coding:

• Low intensity examples include situations in which the parent allows the child to
work on easy tasks without intervention only until the child shows signs of struggle,
after which intervention is swift; any situation in which parents engage in unneces-
sary physical intervention after allowing independent work (i.e., a lengthy period of
autonomy allowance ended by unnecessary physical intervention cannot receive an
intensity rating above low); or maintaining proximity to the child during low-risk
activities but not indicating a desire to intervene.

• Moderate intensity examples include situations in which the parent allows the child to
work on easy tasks with no intervention for long periods of time and/or waits briefly
before intervening when the child shows signs of struggling on a task; refraining from
unnecessary physical intervention—but still offering verbal interventions—during
challenging behavioral tasks; comments about the child’s lack of need for parent
assistance during tasks within the child’s demonstrated competence, allowing the
child to disregard parent suggestions or directives, or maintaining close proximity—
but not hovering in manner suggesting a desire to intervene—during physically
challenging tasks.
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• High intensity examples include situations in which the parent allows the child to
work on challenging tasks with no intervention or minimal intervention for long
periods of time; waiting until signs of significant distress (but not dysregulation)
before even verbal intervention; comments about the child’s lack of need for parent
assistance on tasks that challenge the child’s potential competence, or keeping physical
distance even during significant physical challenge. These parents are content to let
their child encounter any struggle autonomously as long as the parent believes that
goal-completion is within the child’s ability.

Notes: (1) parents who intervene when children show signs of dysregulation should
not be penalized on their score; (2) when assigning an autonomy allowance score, parents
whose children never attempt activities outside of their comfort zone or beyond their
current abilities can be given a zero.

References
1. Bowlby, J. Attachment and Loss: Vol. 1. Attachment; The Hogarth Press and the Institute of Psycho-Analysis: London, UK, 1969.
2. Ainsworth, M.D.S.; Blehar, M.C.; Waters, E.; Wall, S. Patterns of Attachment: A Psychological Study of the Strange Situation; Lawrence

Erlbaum: Oxford, UK, 1978; p. xviii 391. ISBN 978-0-470-26534-5.
3. Bell, S.M.; Ainsworth, M.D.S. Infant Crying and Maternal Responsiveness. Child Dev. 1972, 43, 1171. [CrossRef] [PubMed]
4. Belsky, J.; Fearon, R.M.P. Precursors of Attachment Security. In Handbook of Attachment: Theory, Research, and Clinical Applications,

2nd ed.; The Guilford Press: New York, NY, USA, 2008; pp. 295–316. ISBN 978-1-59385-874-2.
5. Groh, A.M.; Fearon, R.M.P.; IJzendoorn, M.H.; Bakermans-Kranenburg, M.J.; Roisman, G.I. Attachment in the Early Life Course:

Meta-Analytic Evidence for Its Role in Socioemotional Development. Child Dev. Perspect. 2017, 11, 70–76. [CrossRef]
6. Cabrera, N.J.; Volling, B.L.; Barr, R. Fathers Are Parents, Too! Widening the Lens on Parenting for Children’s Development. Child

Dev. Perspect. 2018, 12, 152–157. [CrossRef]
7. Lucassen, N.; Tharner, A.; IJzendoorn, M.H.V.; Bakermans-Kranenburg, M.J.; Volling, B.L.; Verhulst, F.C.; Lambregtse-Van den

Berg, M.P.; Tiemeier, H. The Association between Paternal Sensitivity and Infant–Father Attachment Security: A Meta-Analysis of
Three Decades of Research. J. Fam. Psychol. 2011, 25, 986. [CrossRef] [PubMed]

8. Grossmann, K.; Grossmann, K.E.; Kindler, H.; Zimmermann, P. A Wider View of Attachment and Exploration: The Influence
of Mothers and Fathers on the Development of Psychological Security from Infancy to Young Adulthood. In Handbook of
Attachment: Theory, Research, and Clinical Applications; Shaver, J.C.P.R., Ed.; Guilford Press: New York, NY, USA, 2008; pp. 857–879.
ISBN 978-1-59385-874-2.

9. Paquette, D. Theorizing the Father-Child Relationship: Mechanisms and Developmental Outcomes. Hum. Dev. 2004, 47, 193–219.
[CrossRef]

10. Paquette, D.; Bolté, C.; Turcotte, G.; Dubeau, D.; Bouchard, C. A New Typology of Fathering: Defining and Associated Variables.
Infant Child Dev. 2000, 9, 213–230. [CrossRef]

11. Grossmann, K.; Grossmann, K.E.; Fremmer-Bombik, E.; Kindler, H.; Scheuerer-Englisch, H. The Uniqueness of the Child–Father
Attachment Relationship: Fathers’ Sensitive and Challenging Play as a Pivotal Variable in a 16-year Longitudinal Study. Soc. Dev.
2002, 11, 301–337. [CrossRef]

12. Ainsworth, M.D.S.; Bell, S.M. Attachment, Exploration, and Separation: Illustrated by the Behavior of One-Year-Olds in a Strange
Situation. Child Dev. 1970, 41, 49–67. [CrossRef]

13. Child Care and Mother-Child Interaction in the First 3 Years of Life. NICHD Early Child Care Research Network. Dev. Psychol.
1999, 35, 1399–1413.

14. Cox, M.J.; Mills-Koonce, W.R. Qualitative Ratings for Parent-Child Interaction at 24–48 Months of Age. Unpublished work. 2012.
15. de Wolff, M.S.; IJzendoorn, M.H. van Sensitivity and Attachment: A Meta-Analysis on Parental Antecedents of Infant Attachment.

Child Dev. 1997, 68, 571–591. [CrossRef]
16. Lindsey, E.W.; Mize, J.; Pettit, G.S. Mutuality in Parent-Child Play: Consequences for Children’s Peer Competence. J. Soc. Pers.

Relatsh. 1997, 14, 523–538. [CrossRef]
17. MacDonald, K.; Parke, R.D. Bridging the Gap: Parent-Child Play Interaction and Peer Interactive Competence. Child Dev. 1984,

55, 1265. [CrossRef] [PubMed]
18. Paquette, D.; Bigras, M. The Risky Situation: A Procedure for Assessing the Father–Child Activation Relationship. Early Child

Dev. Care 2010, 180, 33–50. [CrossRef]
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Abstract: Research has well established that parental physical abuse experiences can lead to dev-
astating consequences for adolescents, with peer relationships acting as both protective and risk
factors. With the person-centered latent profile analysis (LPA), we analyzed questionnaire data from a
cross-sectional study in 2020 composed of a sample of 1959 seventh-grade high school students from
Switzerland. This study investigated and compared peer-status profiles combining peer acceptance
and peer popularity for adolescents with and without parental physical abuse experiences. We
conducted a multinomial logistic regression analysis to investigate further depression, anxiety, and
dissociation as predictors of profile membership. With LPA, we identified three distinct profiles
for adolescents within the subgroup with experiences of parental physical abuse (n = 344), namely
liked, liked-popular, and rejected-unpopular. Within the subgroup of adolescents without parental
physical abuse experiences (n = 1565), LPA revealed four profiles, namely liked, liked-popular,
rejected-unpopular, and average. For adolescents with parental physical abuse experiences, higher
levels of dissociation significantly indicated they were more likely to belong to the rejected-unpopular
group than belong to the liked group. Anxious students without experiences of parental physical
abuse were more likely to belong to the rejected-unpopular and liked profiles than belong to the
liked-popular and average profiles. These findings clearly argue for a deeper understanding of the
role of parental physical abuse when analyzing the relationship between dissociation and anxiety and
peer status. Operationalizing peer status with the four individual dimensions of likeability, rejection,
popularity, and unpopularity was valuable in that the role of peer rejection with respect to different
internalizing symptoms became apparent.

Keywords: peer status; parental physical abuse; internalizing symptoms; peer acceptance; peer
rejection; popularity; latent profile analysis

1. Introduction

Research has shown that parental abuse is a common burden for youth [1,2]. In
Switzerland, approximately 19% of youth are exposed to parental physical abuse [3],
in the European Union around 20–25% [2–4] and 18% of American youth experience
parental physical abuse at least once in their lifetime [5]. Parental abuse, also called child
maltreatment, can take on different forms, including parental physical abuse being and
inflicting nonaccidental bodily injury. In meta-analyses, Evans et al. [6], Kitzmann et al. [7],
and Lindert et al. [8] show significant evidence that exposure to parental abuse leads to
a range of negative psychosocial outcomes in adolescence, in particular an increase in
internalizing symptoms, such as depression [9–11], anxiety [12,13], and dissociation [14,15].

How adolescents respond to such adverse abuse experiences can be understood in
multisystemic terms [16]. That is, whether a person embedded in interdependent systems
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has the capacity to adapt successfully to adversity and therefore shows resilience [17].
Resilience in the context of abuse concerns individuals who, despite histories of abuse
and thus increased risk for developing internalizing and externalizing symptoms, do not
exhibit negative developmental trajectories [18]. In the context of adolescents’ experiences
of abuse and resilience, peers play an important role. Peer acceptance acts as a key protec-
tive factor that can prevent psychopathological symptoms [15,19,20]. However, the peer
group can also increase the risk of rejection due to dysregulated behaviors of adolescents
with and without parental physical abuse experiences as another risk factor in the social
environment [21]. Peer rejection, as a dimension of peer acceptance, increases the attri-
bution of hostile intentions for others’ behavior, decreases the development of competent
solutions to interpersonal situations [22], and it can be an additional risk factor for healthy
development. In this context, peer acceptance importantly indicates resilient adaptation to
adversity [23,24].

With the frequency and intensity of peer relationships increasing as children enter
adolescence [25], peer relationships begin to play a crucial role in cognitive and emotional
development [26,27]. Studies examining the relationship between parental abuse and peer
status primarily show that abuse leads to higher levels of peer rejection [28–30] and lower
levels of peer acceptance [31–34]. This can be inferred from the fact that abuse influences
how someone behaves in the peer group. Bolger and Patterson [23] found a causal link
between abuse, dysregulated behavior toward others, and resulting peer rejection at an
early school age that persists into early adolescence.

Most research focuses on studies of externalizing behaviors in relation to peer status,
and only a few studies address internalizing symptoms related to peer status [35].

A basic approach to identifying and studying the resources and protective factors
associated with resilience is a person-centered analysis. Studies have compared groups of
people who meet certain criteria for risk and positive adjustment with other groups who
either have the same risk but are poorly adjusted or have the same positive outcomes but
are at lower risk [17].

The present study, with its large sample of participants, combines both approaches by
using a person-centered latent profile analysis (LPA) to examine how a group of adolescents
with parental physical abuse experiences and their peer status are associated. We aim to
discover whether patterns regarding peer status can be identified in adolescents with
and without abuse experiences; that is, whether they can be assigned to homogeneous
peer-status profiles. Another goal is to examine internalizing symptomatology, such as
depression, anxiety, and dissociation, in the adolescents with and without physical abuse
experiences and examine whether these symptoms relate to the peer status patterns that
have been identified. A downward spiral can occur in the reciprocal relationship among
adolescent behavior, internalizing symptoms, and peer rejection [36]. Furthermore, the
same procedure in both adolescent groups enables a comparison between the profiles
with and without abuse experiences. Moreover, most studies addressing peer status use
the approach of classifying adolescents into status groups with cut-off values or combine
various dimensions, such as combining likeability and rejection to peer preference. The
present study does not use cut-off values or combinations of the four dimensions of
likeability, rejection, popularity, and unpopularity. This is because subtle nuances could
be lost in combining indicators; in particular, peer rejection seems to be an important
indicator and should stand alone. As a first step, following van den Berg, Burk, and
Cillessen [37], this study uses a person-centered approach to understand peer-status profiles
in their complexity using four dimensions with and without parental physical abuse
experiences. As a second step, this paper investigates whether internalizing symptoms
relates to membership in the respective peer-status profiles that LPA can identify.

1.1. Peer Acceptance and Popularity as Two Distinct Aspects of Youths’ Peer Status

Peer status reflects each individual’s social position within their social group and
is a multidimensional construct [38]. As Mayeux et al. [39] pointed out, popularity was
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originally described as the peer group generally accepting an individual and was asso-
ciated with positive attributes attached to status (e.g., with prosocial behavior and low
levels of aggression). Coie et al. [40] were the first to present five sociometric status cat-
egories for adolescents that sociometric methods assessed: popular, average, rejected,
neglected, and controversial. In the late 1990s, Parkhurst and Hopmeyer [41], as well as La
Fontana and Cillessen [42], distinguished between sociometric popularity—most liked by
peers—describing “popular” through Coie et al.’s [40] five sociometric status categories
and reputation-based popularity. Sociometric popularity referred to positive attributes and
nonaggressive behavior, while reputation-based popularity linked to both positive and neg-
ative attributes. Since then, research has started to focus on two forms of higher status: peer
acceptance based on likeability and rejection and reputation-based popularity [39], which
henceforth will be called popularity. Although related, popularity and peer acceptance are
two unique and distinct peer status dimensions [39,43,44]. Popularity reflects visibility and
being an influential peer group member [43,45], while acceptance refers to peers liking an
individual more than disliking them [40]. The operationalization of these two status forms
is applied differently in peer relationship research, and thus it leads to varying results. To
measure peer acceptance, Cillessen and Marks [46] suggested including explicitly both
likeability and rejection as two separate indicators of peer acceptance. Marks et al.’s [47]
recent findings on popularity similarly showed popularity has in fact two dimensions and
should be measured separately through popularity and unpopularity. To capture these
four constructs, so-called computer-based unlimited peer nominations have proven to be
best for large samples [46]. Based on Coie et al. [40], who found that likeability and peer
rejection are not opposite ends of the same continuum, and to follow Marks et al.’s [47]
recommendations for likeability and rejection, we conclude it is methodologically useful
for our research questions to measure separately the four sociometric dimensions.

1.2. Person-Centered Approach in Peer-Status Research

Most peer-status studies use the Coie, Dodge, and Coppotelli [40] (CDC) approach
to create status categories, which is based on computed subjective cut-off values [48].
Although increasingly used in peer-relationship research, person-centered approaches,
such as LPA, are still understudied in peer-status research. However, a few studies have
used them to construct peer status [44]. For example, Hubbard et al. [49] showed in
their study that although there was a group of rejected children with the CDC approach
as well as with an LPA, these groups differed regarding rejection from each other, and
considerably more children were in the rejected category according to CDC than in the
rejected LPA group. Van den Berg et al. [44] highlighted in their meta-analysis that the
distinction between popular and likeable groups of high-status adolescents in the early
years of secondary school was only found in studies using person-centered approaches,
whereas in other analytical approaches, this distinction was only found with increasing
age. This shows that person-centered approaches are useful in finding specific groups of
youth who would otherwise not be found.

1.3. Influence of Parental Physical Abuse on Adolescents’ Peer Status in the Context of Resilience

Children exposed to parental abuse have problems developing healthy peer rela-
tionships, leading to low popularity and peer group rejection [35,50]. In 2020, as one of
the few researchers who adapted a mixture model for peer status, Yoon examined peer
dynamics and peer popularity using a latent class analysis to explore whether the profiles
of peer relationships differed based on type of abuse. Her results showed that adolescents
who experienced parental physical abused were more likely to be ignored by their peers,
compared to other types of parental abuse, whereas popularity did not clearly discern the
differences between the latent classes in her study. Furthermore, Wang [34] showed that
harsh parenting (including physical abuse) negatively related to peer acceptance.

As research has shown, parental abuse in childhood and adolescence increases the risk
of externalizing (e.g., peer aggression) and internalizing (e.g., depression) behaviors. Peer
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status, in turn, further influences psychopathological outcomes because peer acceptance
can act as a protective factor, and peer rejection may serve as a risk factor for healthy
development [51]. In addition, studies have shown that peer rejection–as a fairly stable
process–reduces peer trust in girls and perceived peer support in boys [52].

In a study with young children, Anthonysamy and Zimmer-Gembeck [53] found
that children with a history of abuse (physical abuse included) were significantly rejected
more compared to their non-abused classmates, and their teacher described them as more
physically/verbally aggressive, more withdrawn, and less prosocial than their non-abused
peers. The study showed that maltreated children’s behavior mediated the association
between maltreatment and peer status. This indicated that maltreated children showed
more negative and less positive behaviors toward their peers, leading to more rejection and
less likeability nominations.

Individuals who develop adaptively despite challenging or threatening circumstances
are said to be on a resilient pathway [54]. Acceptance from peers is an important develop-
mental task for adolescents and an indicator of healthy development [24]. Peer acceptance
not only affects self-esteem [55] but also protects it from the negative effects of limited
closeness to parents, suggesting that peer acceptance can be a particularly valuable source
of self-esteem when closeness to parents is low [56]. Another putative indicator of adaptive
development is popularity, which has been associated with low risk for psychological
maladaptive development and high social competence. However, recent studies have
shown that positive behaviors did not solely describe popularity, but popularity was also
positively associated with aggressive and disruptive behavior and negatively associated
with prosocial and academic behavior. On the other hand, acceptance is positively associ-
ated with prosocial and academic behavior and not significantly associated with aggressive
or disruptive behavior [57].

1.4. Relationships between Internalizing Symptoms and Peer Status

Coyne [58] developed the interactional model based on interpersonal theory, one of
the most influential models focusing on peers’ interpersonal responses to internalizing
symptoms. He assumed that interpersonal behavior of people with internalizing symptoms
produces rejection from others. Only a few studies thus far have highlighted the link
between internalizing symptoms and peer status. For example, Hubers et al. [59] demon-
strated a significant association among popularity, acceptance, and internalizing symptoms
in older adolescents. In their review, Prinstein et al. [35] highlighted a reciprocal association
between negative social experiences within the peer group and internalizing symptoms.
However, Mori [60] showed that the path from peer relationship problems to dissociation
had a smaller effect size compared to the path from dissociation to peer relationship prob-
lems. Thus, there is an indication that internalizing symptomatology may well affect peer
relationships. The following sections highlight the established links between peer status
and internalizing symptoms, such as depression, anxiety, and dissociation.

1.4.1. Depression and Peer Status

Few studies in the literature have explored the predictive effect of depression on
peer status. In a video-based study, Peterson et al. [61] generated evidence that peer
rejection occurred in reaction to depressive symptoms in children grades 3 to 6. Peers rated
depressed children as less likeable than nondepressed children. Kennedy et al. [62] found
evidence indicating that depression was associated with decreases in peer status, as they
reported lower peer acceptance levels for depressed primary school-aged children. In a
recent study, Malamut et al. [63] examined the association between depressive symptoms
and subsequent negative peer experiences (unpopularity and rejection) among adolescents
in a gang context. Peer rejection did not predict depression, but depressive symptoms
significantly predicted boys’ unpopularity but not that of girls. Thus, it appears that on
the one hand, depression can lead to interpersonal problems, such as peer rejection, but
also that interpersonal problems often result in depression. This finding was not only
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evident but core in Platt et al.’s [64] study, which identified peer rejection as a particularly
important source of stress. They demonstrated that existing studies showed a bidirectional
relationship between peer rejection and depressive symptoms that could influence the
development and maintenance of depression.

1.4.2. Anxiety and Peer Status

Many studies have demonstrated that adolescents who suffered from abuse were at
higher risk of exhibiting anxiety symptoms [65–67]. As a further indicator of internalizing
symptoms, high levels of anxiety in adolescence have also been linked to poor peer status,
such as high levels of peer rejection [68]. Among anxiety disorders, social anxiety is the
most common form of internalizing symptoms in adolescence [69,70]. Therefore, it is not
surprising that the interaction between anxiety symptoms and avoidance of close peer
relationships likely plays a role in aggravating anxiety and difficulties in peer status [71].
For example, Inderbitzen et al. [72] examined whether adolescents with social anxiety were
liked or rejected. The results showed that rejected adolescents displayed increased social
anxiety compared to those who were rated as liked, average, or controversial. These results
are also consistent with findings from de Lijster’s [73] systematic review, which indicated
that higher levels of social anxiety led to less peer acceptance. Further, De Matos et al.’s [74]
study of adolescents found that adolescents who had symptoms of both depression and
anxiety showed a lower peer status.

However, some studies report different results. For example, Baartmans et al. [75]
showed that children with higher social anxiety perceived that their classmates liked them
less, but that their peers were less likely to reject them than children with lower levels of
social anxiety.

1.4.3. Dissociation and Peer Status

Dissociation is the absence of the integration of thoughts, feelings, and experiences
into the stream of consciousness [76]. In extreme situations, such as during physical abuse
experiences, dissociation becomes a survival tool to navigate overwhelming feelings [77].
Farina and Liotti [78] reported that early trauma contributes to the development of dissoci-
ation, which in turn can lead to psychopathological vulnerability. In particular, parental
physical abuse proved to significantly predict the development of dissociation at the clinical
level [18]. In adolescence, dissociation can be associated with emotive–relational and behav-
ioral difficulties, such as peer relationship problems [60,79]. Victimized youths more likely
have difficulty forming positive and stable relationships with peers. This can be attributed
in part to trauma-related problems that may affect the child’s ability to engage successfully
in age-appropriate tasks or activities, and trance-like states may be noticeable to other peers
and may be judged as strange or uncooperative [80]. In a recent study, Mori [60] found
evidence that dissociation predicted peer relationship problems. Thus, dissociation in
adolescence likely increases the vulnerability to relationship difficulties. Peer rejection has
been linked to dissociative symptoms in children after adverse experiences [81]. However,
it is still mostly unknown whether dissociation is related to peer status.

1.5. Sociodemographic Variables and Peer Status

In their meta-analysis, van den Berg, Lansu, and Cillessen [44] showed that the associ-
ation between peer acceptance and popularity only differed among older adolescents. The
correlation was weaker for girls than it was for boys. This may be related to the fact that
popular girls tend to be less liked because they incur more costs of likeability for popular
status than boys do despite the same behavior. It was assumed that older adolescents al-
ready developed an awareness of gender norms for niceness (female norm) and dominance
(male norm). Increased awareness of these norms related to how adolescents evaluated
their female peers in central positions, and they saw influential and popular females as less
likeable than males in the same positions. This indicates that likeability and popularity are
different constructs because adolescents who are well liked may not necessarily also be
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popular, influential, and powerful [41,42]. In relation to the experience of abuse, studies
show that gender in early adolescence does not seem to play a role in the relationship
between peer acceptance and popularity [23] or peer acceptance and abuse [82].

Furthermore, research findings show mixed results for the influence of migration
background and socioeconomic status on peer status. Alivernini et al. [83] demonstrated
that peers accepted youths with immigrant backgrounds and low socioeconomic status
less. On the other hand, Kovacev and Shute [84] identified that adolescents with a migra-
tion background received high peer acceptance values, especially if they had a positive
attitude toward heritage and host cultures. Regarding popularity, Stevens et al.’s [85] study
showed that youth with migration backgrounds were more popular compared to their
native classmates.

Regarding socioeconomic status, a positive relationship was found to peer status.
Bukowski et al. [86] found in their review that all peer-assessed characteristics (e.g., peer
acceptance and popularity) were more pronounced among upper-middle-class youth
compared to lower-middle-class youth.

1.6. Current Study

Looking at the research to date, we identified important aspects concerning the re-
lationship between parental physical abuse of youth and peer status that have thus far
been neglected and were incorporated in the underlying study. The present study con-
ceptualized peer status as profiles based on acceptance and popularity measures, which
builds on Coie et al.’s [40] original concept. Following van den Berg and colleagues [37], a
person-centered approach was used to understand peer-status profiles in their complexity
using likeability and rejection (dimensions of peer acceptance) and popularity as well
as unpopularity as separate indicators. Peer rejection alone, and as an indicator of peer
acceptance, plays an important role in adolescents’ healthy development. Therefore, it
is important to consider the individual dimensions (likeability, rejection, popularity, and
unpopularity) of peer status without cut-off values to determine, from the perspective of
resilience theory, which adolescents who have experienced abuse are on a resilient pathway
regarding peer relationships and benefit from positive peer status, and which become more
vulnerable because of peer relationships.

Studies show a strong link between parental abuse and internalizing
symptoms [18,87,88] as well as an association between internalizing symptoms and poor
peer status [35]. This indicates that parental abuse relates to dysregulated behavior in the
peer context and therefore relates to position in the peer group. Still, only few studies
have examined peer status in conjunction with parental physical abuse and internalizing
symptoms, e.g., [87,89]. Internalizing symptoms are mostly considered as outcomes of poor
peer relationships, although there is a strong association of youth with abuse experiences
and higher internalizations, e.g., [90]. Therefore, internalizations should not be consid-
ered solely as an outcome but also as a predictor. Following the interpersonal theories of
internalizing symptoms as a reciprocal association between negative social experiences
within the peer group and internalizing psychopathology, e.g., [35], various internalizing
symptoms were treated as predictors of peer status profile membership.

Thus, to compare adolescents with parental physical abuse experience and adolescents
without physical abuse experience in order to elicit peer-status profiles, we investigated
the following three exploratory research questions (RQs) and hypotheses (Hs):

Research Question 1 (RQ1). What peer-status profiles can be found for adolescents with
and without parental physical abuse experiences?

Hypothesis 1 (H1). Based on van den Berg et al.’s [37] findings, we hypothesized that at least
three profiles would be found: rejected-unpopular, liked-popular, and average.

Research Question 2 (RQ2). Are there differences in the underlying profiles of peer status
between adolescents with and without parental physical abuse experiences?
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Hypothesis 2 (H2). We expected differences between the profiles for the subgroups with and
without parental physical abuse experiences, based on the findings that a higher proportion of
adolescents who experience parental physical abuse are rejected and less often liked by their peers
compared to adolescents who do not experience parental physical abuse, e.g., [53,89].

Research Question 3 (RQ3). How do different forms of internalizing symptoms (i.e.,
depression, anxiety, and dissociation) predict the memberships of these underlying peer-
status profiles?

Hypothesis 3 (H3). According to several research findings, e.g., [60,73,91], we hypothesized that
different forms of internalizing symptoms (depression, anxiety, and dissociations) would predict
membership in adolescent peer-status profiles.

2. Materials and Methods
2.1. Sample

The data analyzed in this research derive from a cross-sectional sample of a broader
study on adolescents’ resilience from violence despite experiencing family violence. This
study was conducted in autumn 2020. The random sample consisted of 1974 seventh-grade
high school students (12–13 years old) from Switzerland, consisting of 1000 (51.2%) as-
signed females and 952 (48.8%) assigned males, who anonymously completed the online
questionnaire in their classroom. We obtained signed consent forms from the students
and their parents without an incentive. The ethics committee of the University of Zurich,
Switzerland, authorized this project. On the day of the study, the research team members
gave a brief oral introduction of the study to participating adolescents of the 140 participat-
ing classes, after which the participants completed the questionnaire in about 60 min. The
mean age of the total sample was M = 11.76 (SD = 0.65). Of the participating adolescents,
1029 (52.6%) were Swiss citizens and 945 (48%) had a migration background. The main
nationalities in Switzerland are 52.6% Swiss, 37.4% other European, and 10% other.

2.2. Measures
2.2.1. Grouping Variable

Parental physical abuse was assessed using five items from the Alabama Parenting
Questionnaire [92]. The two dimensions, physical aggression and corporal punishment,
were assessed, with a focus on severe parental physical abuse. A five-point Likert scale
ranging from 1 = never to 5 = always was used (Cronbach’s α = 0.83). The scale included
items such as, “My parents beat me so badly that I had to see a doctor or rush to the
hospital” and “My parents hit me with a belt, a stick, or a hard object when I did something
wrong.” For the LPA, the scores were dichotomized, 1 = never = 0 and >1 = yes-parental
physical abuse experience = 1.

2.2.2. Indicators

Peer status. Peer nomination method was used to assess peer status [45,46]. The
participants had a class list in front of them with the first names of their class’s participating
students and a number for each first name, which was randomly assigned to the students
in advance. In the online questionnaire, participants found only the numbers and clicked
on the numbers that corresponded to the desired classmates on their class list. The risk of
errors was reduced by simply clicking on numbers [93], and the effects of name order [46,94]
were reduced by randomizing the numbers for each nomination.

Following Coie et al. [40], who noted that likeability and peer rejection were not
opposite ends of the same continuum, and to follow Marks et al.’s [47] recommendations
for popularity and unpopularity, we measured the four dimensions separately. For this
purpose, the adolescents were asked to nominate anonymously those classmates whom
they “like the most” and those whom they “like the least” with the following instruc-
tion: “Click on the numbers assigned to your classmates on the class list. Do not click

31



Children 2022, 9, 599

on your own number.” For popularity and unpopularity, the adolescents were asked to
nominate the classmates on the list whom they thought were popular and unpopular on
separate items with the same instruction. The sum of the respective nominations that each
adolescent received from their peers was used to derive individual scores. The scores
were standardized within each class. Thus, prior to the LPA, no categorical classification
into commonly used status groups (e.g., social preference or social impact) was made, as
belonging to a category would preclude the formation of peer-status profiles.

2.2.3. Covariates

Depression and anxiety. Using 24 items from the Hopkins Symptom Checklist [95],
depression and anxiety were captured as symptoms (Cronbach’s α = 0.96). The items
were rated on a four-point Likert scale from 1 = not at all to 4 = extremely. Higher scores
indicated a higher severity of anxiety and depression symptoms. Due to the participants’
young age (12–13 years old), the item “loss of sexual interest or pleasure” was excluded
from the original scale version with 25 items. The mean score per student was calculated
for the LPA.

Dissociation. Dissociation was measured using a short scale from the existing Dissoci-
ation Tension Scale (DSS) acute [96], which is used to assess dissociative symptoms as a
disturbance or discontinuity of consciousness [97]. One item each on analgesia (changes
in sensory processes), somatoform (sensory and motor disturbances), depersonalization
(feelings of unreality in relation to self), and derealization (feelings of unreality in relation
to the environment) composed the DSS-acute. Participants rated on a four-point Likert
scale with items ranging from 1 = not at all to 4 = very strongly (Cronbach’s α = 0.85); items
included, “my body feels like it does not belong to me” or “people or things around me do
not seem real.” A mean score for each student was calculated for the LPA.

Assigned sex. Assigned sex was obtained from school class lists in which adolescents
were categorized as male = 0 or female = 1.

Socio-economic status. Information on the adolescents’ socioeconomic status proves to
be difficult because only a few adolescents have knowledge about their parents’ professions
or even the income. Therefore, Broer et al. [98] recommend several indicators in the form
of a composite score. Following Kassis et al. [11], the present study used adolescents’
sociocultural status as a composite score for students’ socioeconomic background with the
dimensions of education- and computer-related possessions, parents’ education level, and
number of books in the household (Cronbach’s α = 0.71). A total score was formed from
the three scales and divided into the expressions low = 1, medium = 2 and high = 3.

Migration background. The definition of people with a migration background depends
on the context and migration policy because different rights and obligations create different
contexts. In Switzerland, according to the Federal Statistical Office, the population with a
migration background includes: “all foreign nationals, naturalized Swiss citizens, except
for those born in Switzerland and whose parents were both born in Switzerland, as well
as Swiss citizens at birth whose parents were both born abroad” [99]. Therefore, we
conceptualized migration background as follow: If the adolescents or their parents did not
have Swiss nationality or if adolescents were not born in Switzerland, they had a migration
background (=1). If the above characteristics did not apply, they did not have a migration
background (=0).

2.3. Analysis Plan

To answer the first Research Question 1 (RQ1) and test Hypothesis 1 (H1), LPA was
used to identify unobserved heterogeneous profiles with four continuous indicators (like-
ability, rejection, popularity, and unpopularity) in two groups consisting of adolescents
with and without parental physical abuse experiences. t-tests were conducted in both
groups to analyze the differences among the four indicators. LPA identifies groups or
types of people who exhibit different profiles of personal and/or environmental charac-
teristics [100]. Compared to variable-centered analyses, LPA allows for a closer look at
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profiles and their predictors as well as a distinction between groups that are revealed [101].
Distinct from latent class analysis, LPA includes continuous indicators to identify different
groups in empirical data [102]. To determine the number of profiles, an iterative process
was chosen in which one to six profile solutions were tested to determine the optimal
number of profiles.

A series of LPAs were conducted for the two groups—abuse (experiences of parental
physical abuse) and no abuse (no experience of parental physical abuse) to assess the accu-
rate number of profiles for both groups. The appropriate model was chosen based on the
following criteria: Bayesian Information Criteria (BIC), Akaike Information Criteria (AIC),
the Sample-Adjusted BIC (SABIC), the Bootstrap Likelihood Ratio Test (BLRT), the (ad-
justed) Lo–Mendell–Rubin Test (LMR and aLMR) posterior classification probabilities, and
entropy value. The model better fits the smaller values of AIC, BIC, and SABIC [102,103].
Based on the power of the selection criteria and the different sample sizes for adolescents
with parental physical abuse experiences (n = 394) and youth without parental physical
abuse experiences (n = 1565), the focus was put on LMR, aLMR, and BIC [104], although all
selection criteria were considered. LMR, aLMR, BLRT, and BIC are considered stable criteria
for numbers of profiles regardless of sample size, whereas the entropy value and AIC do
not seem to be as reliable for decisions of profile numbers [104]. The LMR and BLRT tests’
significant p-values indicate that the fit of a model with k-classes improves significantly
compared to the previous model with k-1 classes [103]. Classification diagnostics further
support the class enumeration process, where the classification probabilities for the most
likely latent class membership represent the probability that an individual is part of a
specific latent class. Maysn [105] considers values greater than or equal to 0.70 as desirable.

All analyses were conducted in Mplus version 8.4 [106] with maximum likelihood
estimation and robust standard errors due to non-normal distributions. Missing data were
estimated using the Full Information Maximum Likelihood (FIML) method. Random starts
were increased to 1000 and final optimizations to 100 to avoid local solutions [101]. All
models were estimated using the default setting of Mplus and no cases were excluded due
to the exploratory character of the underlying research questions [100].

In a second step, to determine whether the LPA profiles and parameters (mean values
comparison) significantly differed from each other, a series of pairwise Wald tests were
conducted for the two groups (abused vs. non-abused adolescents).

To answer the second Research Question 2 (RQ 2) and test Hypothesis 2 (H2), we
tested measurement invariance (MI). The separate LPAs for the two groups were compared
to evaluate whether the latent profiles’ number and nature were the same across the two
groups. Non-invariance would mean that the profiles in the abuse and no abuse groups
were characterized unequally; therefore, not directly comparable and interpretable [107],
which results in further analysis that must be performed separately across groups [108].

To answer the third Research Question 3 (RQ3) and test Hypothesis 3 (H3), a three-step
approach for auxiliary variables with the Mplus R3STEP [109] auxiliary command was
conducted to predict the profile membership. We examined whether depression and anxiety
symptoms, dissociation, assigned sex, socioeconomic status, and migration background
were related to a higher probability of adolescents belonging to one specific profile rather
than another. This method was corrected for a classification error [109].

3. Results
3.1. Descriptive Statistics

T-tests were conducted (see Table 1) to analyze the four indicators’ differences in both
groups. We found a small significant effect only for the indicator of rejection; otherwise,
no effects on the measures were detected. Despite the homogeneous mean values in three
out of four indicators in both groups, we expected that the profiles of the person-centered
LPAs would differ in terms of indicators. The prevalence of physical abuse was 20.1%.
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Table 1. Descriptive statistics, sample mean levels (and standard deviations) of all observed variables
(abuse n = 394, no abuse n = 1565) and effect sizes (Hedges’ g).

Variable Mean (SD) t g
Abuse No Abuse

Likeability 1.43 (0.17) 1.44 (0.17) 0.971 -
Rejection 1.15 (0.15) 1.14 (0.14) −1.98 * 0.07

Popularity 1.14 (0.14) 1.13 (0.13) −1.30 -
Unpopularity 1.22 (0.15) 1.22 (0.14) −0.09 -

Depression 2.05 (0.64) 1.81 (0.63)
Anxiety 2.00 (0.78) 1.66 (0.65)

Dissociation 1.61 (0.73) 1.31 (0.54)
* p < 0.05.

3.2. Research Question 1: Latent Profiles of Peer Status

Before employing the LPA, bivariate correlations between the peer status variables
were checked (see Table 2). To examine the number of peer-status profiles and their
characterizations, the optimal number of profiles was selected to determine whether the
same number of profiles could be found in each group. We defined two separate LPA
models for this purpose. The model fit indices for each latent profile model were analyzed
separately for the groups abuse and no abuse (see Table 3).

Table 2. Bivariate correlations peer status, spearman.

Likeability Rejection Popularity Unpopularity

Likeability 1 −0.567 ** 0.212 ** −0.186 **
Rejection 1 0.028 0.278 **

Popularity 1 −0.194 **
Unpopularity 1

** p < 0.01.

Table 3. Model fit indices for latent profile analysis of adolescents with and without parental physical
abuse experience, 1–6 profiles.

Nr. of
Profiles AIC BIC ABIC Entropy LMR LR

Test
ALMR LR

Test
Smallest
Class % BLRT Classification

Probabilities

abuse

1 −1472.45 −1440.64 −1466.02
2 −1662.20 −1610.50 −1651.75 0.89 0.14 0.14 11% <0.001 0.99; 0.83
3 −1760.54 −1688.97 −1746.08 0.89 <0.01 <0.01 8% <0.001 0.98; 0.87; 0.81
4 −1825.98 −1734.52 −1807.50 0.80 0.17 0.17 4% <0.001 0.83; 0.91; 0.90; 0.91

5 −1870.55 −1759.21 −1848.06 0.84 0.17 0.17 3% <0.001 0.85; 0.84; 0.93; 0.86;
0.96

6 −1909.78 −1778.56 −1883.27 0.84 <0.05 <0.05 3% <0.001 0.88; 0.98; 0.89; 0.95;
0.88; 0.03

no abuse

1 −6561.20 −6518.35 −6543.76
2 −7395.26 −7325.64 −7366.93 0.89 <0.001 <0.001 14% <0.001 0.98; 0.87
3 −7815.38 −7718.98 −7776.16 0.89 0.01 0.01 8% <0.001 0.97; 0.87; 0.85
4 −8025.13 −7901.95 −7975.02 0.84 <0.05 <0.05 7% <0.001 0.95; 0.89; 0.79; 0.84

5 −8224.50 −8074.54 −8163.49 0.86 0.11 0.11 1% <0.001 0.94; 0.82; 0.91; 0.90;
0.83

6 −8334.10 −8157.36 −8262.20 0.86 0.32 0.32 1% <0.001 0.82; 0.94; 0.91; 0.94;
0.80; 0.78

AIC = Akaike information criterion; BIC = Bayesian information criterion; ABIC = sample-size adjusted BIC; LMR
LR = Vuong–Lo–Mendell–Rubin Likelihood Ratio Test; ALMR LR = Lo–Mendell–Rubin Adjusted LRT Test;
BLRT = bootstrap likelihood ratio test; CP = Classification Probabilities for the Most Likely Latent
Class Membership.

For the abuse group, the AIC, BIC, and SABIC values increased from the one-profile
solution to the six-profile solution, indicating the fit was reproduced better with each
subsequent profile model. The abuse group showed a significant LMR, aLMR, and BLTR
test from the two-profile solution to the three-profile solution, but not from the three-profile
solution to the four-profile solution. The entropy value decreased considerably from the
three-profile solution (0.89) to the four-profile solution (0.80), which supported the rejection
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of the four-profile solution. Furthermore, one class proportion in the four-profile solution
was only 4% (n = 15) and could therefore reduce the profile’s accuracy [100]. Classification
probabilities for the most likely latent class membership are satisfactory with values above
0.7. These considerations argued for a three-profile solution as the most parsimonious
solution for the abuse group. Figure 1 displays a plot with the three-profile model for the
subsample with parental physical abuse experiences.
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Figure 1. Three profile solution, abuse group.

The first profile in the three-profile solution shows a group of adolescents whose
peers liked them, but these adolescents otherwise received low scores. Therefore, this
proportionally biggest profile was named liked (n = 318, 80.7%). The second profile was
named liked-popular (n = 45, 11.4%) because it displayed a group of adolescents who were
liked in their class and their peers considered popular. The third profile, rejected-unpopular
(n = 31, 7.8%) comprises adolescents whose classmates rejected them and were nominated
as unpopular.

In the no abuse group, the p-value of LMR, aLMR, and BLTR tests showed that a four-
profile solution was more optimal compared to a five-profile solution LMR and aLMR no
longer provided a significant solution. The class proportion of 1% (n = 23) was not sufficient
in the five-profile solution and was therefore rejected. Here, values above 0.7 also proved
to be satisfactory for classification probabilities for the most likely latent class membership.
Based on these considerations, we decided that the four-profile solution indicated the best
fit and was the most parsimonious model for the no abuse sample (Table 2). Three profiles
were named the same in both samples because they had very similar characteristics in
relation to the indicators.

Figure 2 shows a plot with the four-profile model for the subsample without parental
physical abuse experiences.

The first profile was named liked (n = 1071, 68.4%), the second profile was termed
liked-popular (n = 108, 6.9%), and the third profile displayed rejected-unpopular adolescents
(n = 72, 4.6%) because the indicators showed similar levels of mean values as in the abuse
group. The fourth profile was named average (n = 314, 20%) because these adolescents had
average levels on the indicators liked, rejected, and unpopular and had similar levels on
the indicator popular as adolescents in the liked profile.

35



Children 2022, 9, 599

Children 2022, 9, 599 12 of 25 
 

 

 
Figure 1. Three profile solution, abuse group. 

The first profile in the three-profile solution shows a group of adolescents whose 
peers liked them, but these adolescents otherwise received low scores. Therefore, this pro-
portionally biggest profile was named liked (n = 318, 80.7%). The second profile was named 
liked-popular (n = 45, 11.4%) because it displayed a group of adolescents who were liked in 
their class and their peers considered popular. The third profile, rejected-unpopular (n = 31, 
7.8%) comprises adolescents whose classmates rejected them and were nominated as un-
popular. 

In the no abuse group, the p-value of LMR, aLMR, and BLTR tests showed that a four-
profile solution was more optimal compared to a five-profile solution LMR and aLMR no 
longer provided a significant solution. The class proportion of 1% (n = 23) was not suffi-
cient in the five-profile solution and was therefore rejected. Here, values above 0.7 also 
proved to be satisfactory for classification probabilities for the most likely latent class 
membership. Based on these considerations, we decided that the four-profile solution in-
dicated the best fit and was the most parsimonious model for the no abuse sample (Table 
2). Three profiles were named the same in both samples because they had very similar 
characteristics in relation to the indicators. 

Figure 2 shows a plot with the four-profile model for the subsample without parental 
physical abuse experiences. 

 
Figure 2. Four profile solution, no abuse group. 

1

1.1

1.2

1.3

1.4

1.5

1.6

liked rejected popular unpopular

liked liked-popular rejected-unpopular

1

1.1

1.2

1.3

1.4

1.5

1.6

liked rejected popular unpopular

liked rejected-unpopular average liked-popular
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3.3. Research Question 2: Comparison of LPA Profiles

To investigate the differences in the underlying profiles of peer status for adolescents
with and without parental physical abuse experiences, we considered measurement invari-
ance. In the current study, measurement invariance was not given and did not need to be
tested further because the number of profiles differed between the two groups (three-profile
solution for the abuse group and four-profile solution for the no abuse group). A lack of
measurement invariance means that the two groups must be considered independently,
and further analyses and interpretation must be performed separately [108].

To determine whether the profiles in the separate models generally differed from each
other, we conducted a Wald test. This revealed an overall significance of the abuse model
χ2 (8) = 267.14, p < 0.001 and the no abuse model χ2 (12) = 1315.33, p < 0.001. Thus, the
profiles in each model differed from each other. Table 4 presents all pairwise comparisons.

Table 4. Wald Test, means and standard errors of the profiles.

Variable Sample 1 Liked M (SE) 2 Liked-Popular
M (SE)

3 Rejected-
Unpopular M

(SE)
4 Average M (SE)

Likeability abuse 1.450 (0.013) 3 1.508 (0.029) 3 1.187 (0.040) 1,2 -
no abuse 1.491 (0.008) 2,3,4 1.569 (0.024) 1,3,4 1.188 (0.019) 1,2,4 1.306 (0.010) 1,2,3

Rejection abuse 1.119 (0.010) 3 1.156 (0.024) 3 1.445 (0.076) 1,2 -
no abuse 1.074 (0.004) 3 1.116 (0.022) 3,4 1.524 (0.022) 1,2,4 1.250 (0.016) 2,3

Popularity abuse 1.098 (0.008) 2 1.427 (0.040) 1,3 1.106 (0.023) 2 -
no abuse 1.100 (0.005) 2 1.449 (0.032) 1,3,4 1.125 (0.021) 2 1.097 (0.008) 2

Unpopularity abuse 1.206 (0.009) 3 1.162 (0.025) 3 1.443 (0.068) 1,2 -
no abuse 1.209 (0.004) 2,3,4 1.117 (0.011) 1,3,4 1.371 (0.030) 1,2,4 1.263 (0.011) 1,2,3

Abuse = parental physical abuse; no abuse = no parental physical abuse; 1,2,3,4 indicate significant Wald Test to the
respective profile.

3.3.1. Pairwise Comparison in the No Abuse Model

The mean values of the indicator likeability differed in all three status profiles. The
rejection indicator mean level in the no abuse model differed significantly between the
rejected-unpopular profile and the other three profiles. However, there was no significant
difference found in the rejection indicator mean level between the liked and the other two
profiles, while the mean levels differed between the liked-popular and the average profiles.

For the popularity indicator’s mean values, only the liked-popular profile differed
significantly from the other three profiles, while no difference was found in those other
three profiles. The results were entirely different for the unpopularity indicator’s mean
levels, which differed significantly between all four profiles.
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3.3.2. Pairwise Comparison in the Abuse Model

In the abuse model, the likeability mean levels of the profiles liked and liked-popular
differed from the mean values of the rejected-unpopular profile. However, the likeability
indicator’s mean level did not differ significantly between the two profiles liked and liked-
popular. The same picture emerged for the rejection indicator’s average values.

The popularity indicator’s mean levels differed significantly from the liked-popular
profile to the other profiles but not between the liked and rejected-unpopular profiles. There
was a significant difference between the unpopularity indicator’s mean levels between
the rejected-unpopular profile and the other two profiles but not between the liked and the
liked-popular profiles.

3.4. Research Question 3: Predictors of Latent Profile Membership

To investigate the extent to which different internalizing symptoms predicted peer-
status profiles, a multinomial logistic regression was performed using the automatic three-
step procedure of Mplus (R3STEP). This allowed including the predictors in both groups
separately (see Table 5). This also allowed assessing depression, anxiety, and dissociation as
internalizing symptoms as well as gender, socioeconomic status, and migration background
as sociodemographic covariates predicting latent profile membership.

Table 5. Multinomial logistic regression of socio-demographic covariates, depression, anxiety, and
dissociation to the identified latent profile membership: parameter estimates of both models.

Reference Class
Rejected-

Unpopular vs.
Liked

Rejected-
Unpopular vs.
Liked-Popular

Liked vs.
Liked-Popular

Average vs.
Liked

Average vs.
Liked-Popular

Average vs.
Rejected-

Unpopular

Predictor Estimate
(SE) OR Estimate

(SE) OR Estimate
(SE) OR Estimate

(SE) OR Estimate
(SE) OR Estimate

(SE) OR

abuse

Male 0.016
(0.633) 1.016 0.559

(0.778) 1.750 0.544
(0.494) 1.723 - - -

Migration
Background

1.160
(0.661) 3.189 2.214 *

(1.009) 9.152 1.054
(0.774) 2.870 - - -

High Socio-economic
Status

0.706 *
(0.334) 2.025 0.530

(0.486) 1.699 −0.176
(0.383) 0.839 - - -

Depression −0.781
(0.507) 0.458 −1.452

(0.824) 0.234 −0.670
(0.713) 0.512 - - -

Anxiety 1.807
(0.965) 1.807 2.181

(1.157) 8.853 0.373
(0.614) 1.453 - - -

Dissociation −1.002
* (0.448) 0.367 −0.928

(0.628) 0.396 0.075
(0.443) 1.078 - - -

no
abuse

Male −0.777
* (0.321) 0.460 0.225

(0.414) 1.252
1.001
***

(0.284)
2.722

−0.483
**

(0.187)
0.617 0.518

(0.313) 1.679 0.294
(0.366) 1.342

Migration
Background

−0.210
(0.284) 0.811 0.278

(0.371) 1.320 0.487
(0.266) 1.628 −0.133

(0.183) 0.876 0.355
(0.288) 1.426 0.077

(0.324) 1.080

High Socio-economic
Status

−0.216
(0.228) 0.805 −0.489

(0.293) 0.613 −0.272
(0.201) 0.762 −0.117

(0.135) 0.889 −0.390
(0.218) 0.677 0.099

(0.261) 1.104

Depression 0.080
(0.422) 1.084 −0.138

(0.572) 0.871 −0.218
(0.409) 0.804 −0.141

(0.238) 0.868 −0.359
(0.436) 0.698 −0.222

(0.479) 0.801

Anxiety −0.754
* (0.368) 0.470 −1.215

* (0.529) 0.297 −0.461
(0.411) 0.631

0.664
***

(0.245)
1.943 0.203

(0.439) 1.225
1.418
***

(0.428)
4.131

Dissociation 0.122
(0.364) 1.130 0.654

(0.495) 1.924 0.532
(0.360) 1.702 −0.206

(0.214) 0.814 0.326
(0.376) 1.385 −0.328

(0.412) 0.720

Estimate = β from R3STEP analysis; * p < 0.05; ** p < 0.01; *** p < 0.001.

3.4.1. Internalizing Symptoms Variables

In the abuse group, the chances decreased of adolescents being in the liked rather than
in the rejected-unpopular profile with increasing dissociation symptoms. With increasing
anxiety, the chances decreased of adolescents in the no abuse group being in the liked or
the liked-popular profile rather than being in the rejected-unpopular profile. In addition,
with increasing anxiety, the chances increased of adolescents being in the liked or rejected-
unpopular profile rather than the average profile. No significant differences were found in
the abuse group regarding depression and anxiety. In the no abuse group, no significant
differences were found for depression and dissociation.
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3.4.2. Sociodemographic Variables

In the abuse group, adolescents with higher socioeconomic status in comparison to
adolescents with lower socioeconomic status had a higher probability of being in the liked
profile than in the rejected-unpopular profile. Adolescents with a migration background in
comparison to native youth had a higher probability of being in the liked-popular profile
than the rejected-unpopular profile. No other significant comparisons were found in the
abuse group. In the no abuse group, females were more likely than males were to be in the
liked profile and average profile than in the rejected-unpopular profile. On the other hand,
compared to females, males were more likely to be in the liked-popular profile than in the
liked profile. In the no abuse group, no significant profile differences were found relating to
migration background and socioeconomic status.

4. Discussion

With about a 20% prevalence, the present study confirms the alarming international
finding that one in five adolescents in Switzerland experience parental physical abuse [3,5].
The present study aimed to find out whether distinct forms of peer status emerged in
adolescents with and without parental physical abuse experience. Using the resilience
framework as well as the interactional model, the following research questions were stated:
How many peer-status profiles can be found for adolescents with and without parental
physical abuse experiences, and how are they characterized? Are there differences in the
underlying profiles of peer status between adolescents with and without parental physical
abuse experiences? How do different forms of internalizing symptoms (depression, anxiety,
and dissociation) predict the memberships of these underlying peer-status profiles?

As a first result, two profiles were found for the two groups of adolescents (with and
without abuse experiences). The second hypothesis, which expected that the peer-status
profiles of adolescents with and without abuse experiences would differ, was confirmed.
Peers indeed perceived differently the four dimensions of perceived peer status.

In the group of adolescents with parental physical abuse experiences, we uncovered
three peer-status profiles: liked, liked-popular, and rejected-unpopular. Thus, there were
differences in peer-status profiles depending on physical abuse experiences. We uncovered
the additional profile average in the no abuse group. Van den Berg et al. [37] also found
four similar clusters for grade 8 youth, namely liked, popular, unpopular-disliked, and average.
Therefore, a very similar picture emerged in our analysis, except that we found a liked-
popular group instead of a popular group. For grade 7, van den Berg et al. [37] found three
clusters, namely popular-liked, unpopular-disliked, and average. A possible explanation for
the diverging results could be that the adolescents were still in grade 7, while the popular
group might appear in grade 8. Furthermore, it may also be because these adolescents had
just entered secondary school at the time of data collection and the peer group needs time
to form dynamics and establish peer status. Our first hypothesis, which expected at least
three profiles to be rejected-unpopular, liked-popular, and average, was thus confirmed only for
the group of adolescents without abuse experience. However, it was not confirmed for the
group of adolescents with abuse experiences because they did not display an average profile.

In particular, peer rejection played an important role for peer status and abuse ex-
periences, both by showing significant differences between the two abuse groups, as the
t-test indicated, and by accounting for the profiles that were found within the two groups.
Older studies have indicated that adolescents tend to be less simultaneously popular and
well liked, which an increased potential for aggression among popular adolescents has
explained [41,110]. This was confirmed in our study because for adolescents with and
without abuse experiences, popular and liked formed the smallest profile. However, in-
terestingly, this profile was larger among the adolescents with abuse experiences. Thus,
the question arises whether liked-popular adolescents with abuse experiences represent a
substantively different group than liked-popular adolescents without abuse experiences. For
future research, it would be interesting to explore how the profiles of the two groups differ
regarding content.
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With respect to adolescents’ parental physical abuse experiences, the rejected-unpopular
profile is particularly important to consider in future research in relation to peer victimiza-
tion and peer aggression because abused children appear to show increased aggression
toward peers [111]. From a psychological perspective and according to resilience theory,
peer rejection might be considered a risk factor for adolescents’ adaptive development [112].
Therefore, it can be assumed that the adolescents in the rejected-unpopular profiles did not
undergo resilient development regarding peer relationships. One possible explanation
could be, as Martin-Babarro et al. [113] hypothesized, that a lack of a supportive envi-
ronment in families experiencing abuse might compromise building resilience. To date,
research on peer relationships has focused on sociological and educational perspectives,
although a resilience theory perspective could potentially provide meaningful information
on protective factors for youth who struggle with peer rejection [114].

From a social learning perspective, peer rejection is an elicited environmental response
to the child’s behavior [115]. Based on this, it would be possible that youths in the abuse
group were more likely to be conspicuous via aggressive behavior, which increases the
chances of peer rejection [53]. The fact that youth who have experienced abuse are more
likely to experience peer rejection is reflected in the fact that the rejected-unpopular profile
was twice as large, relatively speaking, as the rejected-unpopular profile without abuse.
Based on our findings, peer status cannot be considered generally applicable within a
school class, but this status might depend on various factors. Therefore, in addition to
physical abuse experiences, it would be interesting to consider other risk and protective
factors for the construction of latent peer-status profiles.

However, our profiles differed from van den Berg et al.’s [37] profiles in that we did
not find an average profile in the abuse group, but instead identified a liked profile. The liked
profile contained the largest proportion (80.7%) of adolescents in the abuse group and con-
sisted of youths with above-average like levels from their peers, but very few nominations
for the other three indicators, and thus, were neither popular nor unpopular. Analogous to
van den Berg et al. [37], no status group was found that consisted of popular and rejected
adolescents. Older studies that had a significant relationship between popularity and
rejection found popular-rejected groups, e.g., [41]. One possible explanation could lie in the
current study’s and that of van den Berg et al.’s [37] person-centered approaches, which
seem to differentiate more than variable-centered methods do. Moreover, with increasingly
complex survey and evaluation procedures in the sociometric field, identified status groups
may change.

As a further finding, the present study derived unique associations between inter-
nalizing symptoms and peer status in adolescents with and without parental physical
abuse experiences. In the abuse group, dissociation as an internalizing symptom signif-
icantly increased the likelihood of belonging to the rejected-unpopular profile compared
to the popular profile. This confirms hypothesis 3 because we expected that the develop-
ment of dissociative problems would often be a consequence of abuse, especially after
physical abuse [18]. Abused children are also more likely to exhibit attention deficits
and insufficiencies in emotion regulation, which manifest in emotional lability, negativity,
and contextually inappropriate expressions of emotions, in turn leading to problems in
interpersonal relationships [111,116]. Rejection from peers can in turn lead to increased
dissociation because painful peer rejection, although not considered a major trauma, is
nonetheless associated with dissociation in children [81]. Therefore, it is not surprising
that adolescents with parental physical abuse experiences displaying dissociations are
more likely to experience peer rejection and to be seen as unpopular. Considering recent
research shows a link between high levels of dissociation and the frequency and severity of
self-harming behavior in adolescents [117], prevention policies should focus on youth in
the rejected-unpopular profile with higher levels of dissociation.

Unexpectedly, depressive symptoms did not predict profile membership in the abuse
group, although we expected depression to predict membership in the rejected-unpopular
profile [73]. An explanation might be that depression is not directly related to peer re-
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jection [118]. Another possible explanation could be that depression appears to be more
prevalent in other forms of exposure to abuse, such as emotional abuse, and thus could
show effects related to peer status group membership. For example, Humphreys et al. [119]
and Gardner et al. [66] found in their meta-analysis that there was a higher correlation
between depression and emotional abuse than there was with physical abuse.

In the no abuse group, anxiety as an internalizing symptom played a significant role
as a predictor for profile membership in comparison to depression or dissociation, which
did not predict profile membership. Adolescents who displayed higher anxiety levels were
more likely to be in the rejected-unpopular or liked group than in the other profiles. Although
the literature has associated peer preference with a lower risk of developing internalizing
behaviors [35], our person-centered analysis using the four status dimensions shows that
this is only partially confirmed. In our case, anxious adolescents without parental physical
abuse experiences were more likely to be in either the rejected-unpopular or the liked profiles.
This can possibly be explained by the fact that likeability and rejection are summed up
in the peer preference construct, which the loss of nuances of the individual dimensions
accompanies. Thus, the results might contribute to the assumption that peer acceptance in
particular should be operationalized with two separate dimensions.

On the one hand, this supports findings from previous studies that revealed that
rejected adolescents showed anxiety more often than liked, average, or controversial
adolescents [72]. On the other hand, adolescents with elevated anxiety levels were also
more likely to be in the liked profile, which is in line with the Baartmans et al.’s [75] findings.
In that study, anxious children experienced peer rejection less than did children with lower
social anxiety levels. Among adolescents who did not experience parental physical abuse,
increased anxiety levels were particularly associated with psychological control and harsh
parental control [120]. Future research should include information on parenting practices
and styles to determine what underlying mechanisms link increased anxiety levels and
peer status of adolescents who do and do not experience abuse. It seems like anxiety has
more of an effect on popularity than acceptance does, although more in-depth analysis on
this would be needed in the future to make accurate statements.

Regarding the sociodemographic predictors, consistent with previous studies, we
found no link between gender and peer status in early adolescence in the abuse group [23,82].
By contrast, in the group of adolescents who did not experience parental physical abuse, we
identified significant gender differences. Female gender was predictive for the membership
in the liked profile and average profile compared to the rejected-unpopular profile, whereas
male gender predicted membership in the liked-popular profile compared to the liked profile.
These results differ from van den Berg et al.’s [37] findings, which showed that male
participants were more likely and overrepresented in the rejected-unpopular group in grades
7 and 8. Our results argue for the “backlash effect” [121], which states that there exist higher
requirements for niceness that apply to women than to men. According to van den Berg
et al. [44], this could result in likeability and popularity correlating less strongly in girls
because of gender stereotypes. Gender norms for likeability (associated with niceness) and
popularity (associated with dominance and influence) may explain that male adolescents
in the present study showed higher odds of being in the liked-popular group, and female
adolescents had a higher chance of being in the liked or average group.

Further, adolescents with physical abuse experience and with a migration background
had a higher probability of being in the liked-popular profile than in the rejected-unpopular
profile. These results support Kovacev and Shute’s [84] and Stevens et al.’s [85] previous
findings, which showed that immigrant youth received high peer acceptance scores as well
as high popularity scores, especially if they had positive attitudes toward the heritage and
the host cultures. Moreover, similar to Bukowski et al. [86], high socioeconomic status
significantly predicted profile membership in the liked profile compared to the rejected-
unpopular profile. This finding is partly in line with Alivernini et al. [83], who found that
low socioeconomic status predicted lower peer acceptance scores. However, these results
must be interpreted with caution, considering that in the present study, socioeconomic
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status was operationalized as sociocultural capital without information about the parents’
income. Interestingly, migration background and socioeconomic status did not predict
profile membership in the no abuse group.

4.1. Limitations

The present study generated some important findings and had several important
strengths, such as a large sample including adolescents recruited from the general popula-
tion rather than just a clinical sample. Nevertheless, we need to address a few limitations.
First, cross-sectional data were used to examine the profiles presented here, and it was
not possible to assess the relative timing of maltreatment and the emergence of the in-
ternalizing symptoms. Therefore, to test the profiles’ stability as well as to draw causal
conclusions, longitudinal data with three waves are also needed to determine how in-
ternalizing symptoms actually associate with profile membership and how much of the
internalizing symptomatology causes profile membership. Second, abuse often co-occurs
with other adverse childhood experiences [122], such as other forms of parental abuse,
which were not systematically considered in the present study and whose effects we were
unable to separate from parental physical abuse. Therefore, the results need to be inter-
preted cautiously and cannot be generalized for different forms of parental abuse. Third,
compared to many studies, valid peer nominations have been used to obtain sociometric
data on peer acceptance and peer popularity [123,124]. This method has significant ad-
vantages over self-reports [125], but does not rule out the possibility that considering the
combination of sociometric data, self-reports, and teacher data could increase the reliability
of peer status and lead to more accurate peer-status profiles. Further, the terminology of
popularity is understood differently depending on the cultural contexts [46]. This must be
considered when interpreting the results regarding popularity. Fourth, this study’s sample
was based exclusively on data from Swiss adolescents. In Switzerland, after entering
secondary school, adolescents usually spend their school years in the same classes with the
same peer groups for at least 3 years. Thus, the peer group is not mixed with other school
classes or grades, which may provide only limited insight into the role of peer status in
other ethnic, cultural, and educational contexts. Finally, the dichotomization of physical
abuse as a grouping variable in the LPA did not fully do justice to the severity of the
physical abuse experience because no nuances within the abuse group could be considered.

4.2. Future Research Directions

Positive peer relationships are protective factors regarding parental physical abuse
experiences [126]. From the resilience framework perspective, the high percentage of future
resilience research should focus on the factors that promote peer acceptance and popularity
in classrooms. Peer acceptance and popularity in turn could be considered as protective fac-
tors for individuals’ self-concepts [127]. Because there is limited person-centered research
on these protective factors and peer popularity seems to have differing effects [57], this
topic should be expanded in future research. We recommend that researchers replicate our
findings in cross-cultural studies. In addition, to gain a more differentiated insight into
the youth groups in the peer-status profiles, it would be beneficial for future researchers
to closer examine the sociodemographic variables. As Kassis et al. [128] showed, an in-
tracategorical and intersectional approach to gender identity and sexual attraction offers
a picture that is much more differentiated of the psychological state of early adolescents
than the binary categorization of female and male is. Especially regarding likeability and
popularity, a more diverse picture would be interesting, as most research is based on a
binary distinction.

5. Conclusions

The present study provided valuable insights into the role of experienced parental
physical abuse on adolescents’ positions within the peer group membership. Peer status
should be involved in school and classroom interventions and should be considered as
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a protective and a risk factor in relation to experiences of parental abuse and violence
resilience. This could include trauma-informed training for teachers, because youths who
have experienced maltreatment are 2.7 times more likely to be diagnosed with a mental
illness compared to their non-abused peers [129]. The peer group and peer status, in
particular peer rejection, as part of the system in which adolescents are embedded can
play a crucial role for adolescents who bear such a burden of traumatic experience and
should be further considered in future resilience research. Dissociation as a severe trauma
response plays an important role in relation to the position within the peer group. Thus,
especially with regard to adolescents who experience physical abuse, a focus should be
placed on dissociative symptoms and not only on depression and anxiety as internalized
symptoms, which is mainly the case in research. Therefore, students with dissociative
symptoms and a low peer status should be closely monitored as an especially vulnerable
group of individuals.
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Abstract: Internationally, about 25% of all children experience physical abuse by their parents.
Despite the numerous odds against them, about 30% of adolescents who have experienced even
the most serious forms of physical abuse by their parents escape the vicious family violence cycle.
In this study, we analyzed longitudinally the data from a sample of N = 1767 seventh-grade high
school students in Switzerland on physical abuse by their parents. We did this by conducting an
online questionnaire twice within the school year. We found that in our sample, about 30% of the
participating adolescents’ parents had physically abused them. We considered violence resilience a
multi-systemic construct that included the absence of psychopathology on one hand and both forms
of well-being (psychological and subjective) on the other. Our latent construct included both feeling
good (hedonic indicators, such as high levels of self-esteem and low levels of depression/anxiety and
dissociation) and doing well (eudaimonic indicators, such as high levels of self-determination and self-
efficacy as well as low levels of aggression toward peers). By applying a person-oriented analytical
approach via latent transition analysis with a sub-sample of students who experienced physical abuse
(nw2 = 523), we identified and compared longitudinally four distinct violence-resilience patterns
and their respective trajectories. By applying to the field of resilience, one of the most compelling
insights of well-being research (Deci & Ryan, 2001), we identified violence resilience as a complex,
multidimensional latent construct that concerns hedonic and eudaimonic well-being and is not solely
based on terms of psychopathology.

Keywords: parental physical abuse; adolescents; violence resilience; hedonic factors; eudaimonic factors

1. Introduction

Research confirms that internationally about 25% of all children experience [1–4] severe
forms of physical abuse by their parents. These numbers seem especially high because
they involve significant physical abuse, such as kicks and massive blows, and not only the
very common but still very problematic slapping of children on the hand or leg [5]. Studies
report a prevalence of 19% in Switzerland [5], 20–25% in the European Union ([5–7]), and
28% in the USA [8]. Victimization surveys show that physical victimization of adolescents
by parents often goes unreported to the police and young people are less likely than adults
to report victimization to the police [9], suggesting that underreporting among young
people might be a major policy concern.

Thus far, as the meta-analysis of Stoltenborgh et al. [4] showed, there is no conclusive
evidence if the prevalence or incidence of parental abuse is the most appropriate indicator
for understanding the respective adolescents’ developmental processes and outcomes.
This insight holds for several parental abuse forms, including physical abuse [2–10] and
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sexual abuse [11,12]. Therefore, arguments exist for both incidence and prevalence. Even
if the discussion on the severity of parents’ physical abuse forms can be misleading [13],
what emerges as important is the difference between slapping on the hand [10] and more
force-related parental abuse forms such as kicks, punches, or even strangulations [14]. The
importance of including the prevalence of the more severe physical parental abuse forms
can be explained by the fact that the burden and the effects of even single episodes of
such forms of physical abuse substantially contribute to long-lasting effects on mental
health [1,2,4,10].

1.1. The Detrimental Effects of Physical Parental Abuse on Adolescents

Parental abuse, also known as child maltreatment, can manifest in many ways, with
parental physical abuse being one type that involves the infliction of non-accidental bodily
harm. Other types of child maltreatment exist, such as emotional abuse, neglect, and
sexual abuse [15]. The effects of the most severe forms of parents’ physical abuse on
adolescents’ development are widely described as harming their emotional, personal, and
social adjustment and growth, all of which is well documented [16–19], among which two
symptoms, one externalizing (interpersonal aggression toward peers) and one internalizing
(depression/anxiety), have been identified as the most central and indicative symptoms
in adolescents with experiences of parental physical abuse [1,8,16,20,21]. A growing body
of research supports the link between parental physical abuse and the co-occurrence of
depression, anxiety [22], and aggression in adolescence [23–26], and it shows that this
co-occurrence can be observed in childhood [25], adolescence, and young adulthood [23,27].
Corroborating data from a meta-analysis of 60 related studies published between 1990
and 2006 also indicate that mental health problems and behavioral problems, such as
externalization symptoms in adolescence, are associated with exposure to violence at
home [16].

1.2. Conceptualizing Violence-Resilience Outcomes of Adolescents with Experience of Parental
Physical Abuse

Conceptualizing and evaluating violence-resilience outcomes of adolescents with ex-
perience of physical family abuse is a complex endeavor. Bearing in mind that resilience is
a relational term and process within and between various systems, not necessarily of equal
weights, and that this process involves responsibilities that individuals and social/societal
systems share, a more integrative approach is needed. Masten’s [28] suggestion, which
we endorse, defines resilience as the ability of a dynamic system, not just of the individ-
ual, to adapt successfully to disturbances that jeopardize the system’s function, viability,
or development.

Interestingly, in recent years, scholars have widely applied the dual-factor model of
mental health to resilience research, which currently focuses specifically on factors contribut-
ing to resilience [29,30]. Prior to the dual-factor model [31,32], the conception of mental
health included only the absence of psychopathological factors. Nevertheless, from the
more recent perspective, psychopathology and subjective well-being are not solely opposite
poles of a continuum; rather, they need to be integrated into one common construct, the
dual-factor model. However, surprisingly, this has not been the case for violence-resilience
outcomes, specifically in identifying and defining violence resilience [33]. This gap in the
definition of violence resilience prevents the comparison of research findings across studies,
finding insights into the prevalence of violence resilience among maltreated children, and
informing prevention and intervention practices and policies to foster violence resilience.

Investigations of the adolescents’ class membership were often implemented in many
studies through the inclusion of gender, migration background, and socio-economic status
in the analyzed models as socio-demographic predictors. Given that previous findings [34]
have shown that being male, having a migration background [35,36], and having a lower
socio-economic status can act as risk factors for mental health, their predictive strength
for class membership should be identified. Thus far, only limited research exists on the

50



Children 2022, 9, 553

effects of socio-demographic predictors on physically abused adolescents [37]. Addition-
ally, the results on these predictors of adolescents’ resilience-outcome status have been
inconclusive [7,38].

Following these thoughts, we believe it is highly important for violence resilience
to be conceptualized as adolescent students feeling good (the hedonic dimension), doing
well, and functioning positively in the school context (the eudaimonic dimension). In this
respect, we go one step further than existing resilience research and understand positive
adaptation not only as high levels of subjective well-being, academic competence, or the
absence of psychopathology. Rather, we assume that violence resilience means both low
levels of psychopathology and higher levels of subjective (hedonic) but also psychological
(eudaimonic) well-being. At the same time, the person-centered analysis gives space to
adolescents who may not be on one side (non-resilient) or the other (resilient) but are
somewhere in between; this can be expressed by the dual-factor model. The aim of the
paper is therefore to apply the dual-factor model to violence resilience using latent transition
analysis, taking into account both hedonic and eudaimonic indicators and controlling for
sociodemographic variables.

In general, resilience is the outcome of achieving positive adjustment despite adver-
sity [39], but its presence requires setting clear and agreed upon criteria that describe
positive adjustment and outcomes in the face of a specific risk [40], in our case parental
physical abuse. Children of parental physical abuse are typically described as resilient, here
called violence resilient, and can be identified by specific resilience outcomes, although no
single agreed upon resilience definition exists [28]. Identifying violence-resilience outcomes
and recognizing adolescents’ resilience after they experience parental physical abuse is
a complex endeavor. Even though adolescents experiencing parental abuse commonly
show psychopathological symptoms, international research confirms that about one-third
of adolescents physically abused by parents do not show psychopathological symptoms,
such as depression and aggression toward peers [7,41].

Several studies have focused on the dual-factor model for identifying resilience pro-
cesses, but fewer have focused on resilience outcomes related to parents’ physical abuse
through applying person-centered approaches as latent class (LCA) or latent transition
analyses (LTA) for identifying groups based on similar response profiles [42–45]. The
most shared insights included that four classes/profiles on processes toward adolescents’
resilience on mental health could be identified [46,47]: a “flourishing” class with high levels
of protective factors and low symptoms, a “vulnerable” group with low protective factors
and a middle level of symptoms, a “troubled” group with low protective factors and a high
level of symptoms, and “symptomatic but content” group with middle levels of protective
factors and high levels of symptoms. In these studies, the “flourishing” and the “troubled”
adolescents were most likely to remain in their group while the “symptomatic but content”
and the ”vulnerable“ groups were the least stable classes [45–48].

In many cases, this valuable approach is called “symptomatology-resilience” because
it is mainly based on the presence or absence of specific symptoms [49–53]. Despite the
bulk of literature on adolescents’ positive development regardless of parental physical
abuse, a lively debate continues about defining and measuring violence resilience. Most
definitions are based on describing specific psychopathological symptoms rather than their
components for a positive life in adolescence, which makes it difficult to draw conclusions,
make comparisons, and create broad interventions. Researchers have typically conceptu-
alized resilience following maltreatment in one of three ways: (1) as a personality trait,
(2) as outcomes related to adaptive functioning, or (3) as socioecological resources [54].
Even though policymakers and/or academics commonly use the term “violence resilience”
in connection with adolescents who have experienced parental physical abuse, it is still in-
consistently defined. Additionally, because of the dynamic development children undergo
during adolescence and the particular changes in their violence-resilience status, resilience
sustainability over time is of the utmost importance.
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1.3. Applying Learnings from Well-Being Research to Identify Adolescents’ Violence-Resilience
Components: A New Model Combining Well-Being and Resilience Research

Identifying the internalizing and externalizing symptoms as resilience indicators
among adolescents who have experienced parental physical abuse is driven by the evidence-
based insight that these very symptoms hinder beneficial development [21,37] and, there-
fore, hinder the forming of a positive life. In their review of resilience after maltreatment,
Yule et al. [55], who conducted a meta-analysis of 118 studies on protective factors involving
101,592 participants, noted that in resilience research, positive adaptation is understood
as, among other things, the absence or low presence of psychopathology, the achievement
of competencies in important domains such as school, and high levels of subjective well-
being. In this study, we consider the insight that the absence of negative outcomes, such
as depression and aggression, at time 1 (t1) is not an adequate evidence of adolescents’
positive development despite having experienced parental physical abuse and that this
resilience state at t2 will be the same.

We see this assumption as a theoretical shortcoming that perpetuates an important
beta error, a false negative, and has us retain the null hypothesis when it is actually wrong.
Meaning, under these conditions, adolescents are identified incorrectly as violence resilient
even if they are not, and we submit that we cannot assume that just because adolescents
lack internalizing and externalizing symptoms at one point in time, they are doing well.
Therefore, we hypothesize that our beta error-based conclusions and falsely accepted
violence-resilience status led to misspecifications of the ongoing need for fostering processes
among these adolescents. While rightly criticizing an exclusively psychopathology-oriented
view on resilience, too often the mistake is made of underestimating that adolescents’
psychopathology in general [56] or for specific social groups [57] (including components of
optimal experience and functioning) is indeed a valid and needed point, but as stated here,
it is not the only element in identifying adolescent students’ violence-resilience outcomes.

To help apply a non-exclusively psychopathology-oriented approach, we adapt one
of the most compelling insights of well-being research [58,59] to the field of resilience and
identify violence resilience as a complex and multidimensional latent construct that includes
feeling good and doing well. Consequently, we suggest that adolescent students’ violence-
resilience indicators should refer to their present and future lives because these factors
relate to their emotional, social, and academic performance, and therefore, they entail more
than just general satisfaction with one’s life or positive performance in certain areas.

Interestingly, these two core dimensions of well-being (hedonic and eudaimonic) have
been operationalized in very different ways. In their review of the research on experienced
well-being, Martela and Sheldon [60] identified at least 63 eudaimonic constructs and
regarded the satisfaction of psychological needs as the common core connecting the hedonic
and eudaimonic dimensions. Therefore, we expect hedonic and eudaimonic aspects of
violence resilience will correlate as distinct aspects of resilience.

Deciding on resilience criteria can be very difficult because it can involve numerous
indicators. Following Luthar et al. [39], we argue that for adolescents to be resilient, they
must excel in multiple adjustment domains. Considering there is no such thing as general
resilience but only resilience related to a specific developmental burden [61], these specific
resilience-outcome indicators of optimal experience and functioning for adolescent students
who have experienced physical abuse by their parents must be explicitly geared to this
very specific developmental burden. Therefore, we have to seek domain-specific violence-
resilience indicators despite parental physical abuse among early adolescent students and
conceptualize the respective hedonic and eudaimonic aspects accordingly. Additionally,
as resilience is not only domain specific as related to the content (the particular burden),
resilience processes can only be addressed and fostered appropriately via topological
specificity. Because of this, we need to keep in mind that for a child and youth care worker
dealing with families, a eudaimonic aspect such as “functioning well” in a family is not
the same as it is for a school social worker who is aiming to support “functioning well” at
school even if the two fields (family and school) are related.
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Feeling good, meaning the presence of positive and the absence of negative affect, rep-
resents the hedonic aspects of violence resilience among adolescent students, emphasizes
the strive for positive experiences, and consists of cognitive and affective components, such
as higher levels of self-esteem [62] and lower levels of depression/anxiety [3] and dissocia-
tion [63]. The association between self-esteem and violence resilience in adolescence is well
documented and has been reported as an assessment of an individual’s global worthiness
and one of the most decisive determinants of violence resilience in adolescence [3]. High
school students with higher levels of self-esteem feel that school challenges threaten them
less [64] because they evaluate their own personality via salient attributes, thereby ensuring
a positive representation of themselves and asserting their global dignity. Therefore, self-
esteem works in adolescence both as an outcome and as a buffer throughout challenging
times [65], which is especially important for adolescents who have experienced parental
physical abuse. Adolescent students’ violence resilience is perceived as not only an experi-
ence of pleasant emotions at school but also the absence of or rather low levels of negative
affect. Here, “negative affect” refers to addressing negative emotions, such as sadness
and fear [66]. Abuse experiences jeopardize the optimal development of affect regulation
skills; therefore, it may become more challenging for troubled adolescents to regulate and
differentiate affective experiences [15]. Furthermore, parental physical abuse contributes
to the development of internalizing symptoms. A large body of research demonstrates
that youth with experiences of abuse show increased levels of internalizing symptoms,
such as high levels of depression [7,67–69], anxiety [70–72], and dissociation [63,73–75];
therefore, low levels of depression, anxiety, and dissociation are a central emotional hedonic
component of violence resilience.

However, adolescent students’ violence resilience goes beyond the experience of
positive and the absence of negative affect. It also involves a eudaimonic element, which
includes promoting positive social skills in early adolescence and positive functioning
in their school settings as central to environmental mastery [76]. This understanding of
resilience includes three dimensions: mastery at school, indicated by high self-efficacy;
fulfilling basic psychological needs; and lack of or low levels of aggression toward peers.

Mastery at school, the first eudaimonic dimension, focuses on perceived self-
efficacy [77,78] as a generalized concept of behavioral expectations and is based on being
able to handle the demands and challenges that students face in school settings. Andretta
and McKay [79] showed that self-efficacy was a key variable in well-being processes. Higher
levels of perceived self-efficacy are favorable for setting and achieving goals [47] and sup-
port both motivation and very concrete activities at school [80]. Consequently, students
with higher levels of self-efficacy tend not just to set higher goals but are also both more
efficient and more realistic in planning their actions at school. This is key for adolescents
who have experienced parental physical abuse because this kind of mastery helps them
regain control over their lives. Jerusalem and Schwarzer [81] referenced general perceived
self-efficacy as a core indicator of the ability to cope with life challenges in adolescence, and
by extension, with detrimental experiences of familial violence.

The second dimension, fulfilling basic psychological needs, includes positive relation-
ships with others, autonomy, and growth in academic competence as essential parts of
positive school performance [82]. Prominently, Deci and Ryan [83] identified autonomy,
experiences of competence, and social relatedness as basic psychological needs. The need
for competence focuses on reliable instrumentalities leading to specific outcomes, the need
for autonomy focuses on students’ aspirations to experience the self as the origin of their
actions at school, and the need for social relatedness encompasses the universal urge to
experience interrelatedness and feel securely connected at school. Fulfilling these basic
psychological needs is vital for adolescents who have experienced parental physical abuse
because of their very crucial need for effective functioning and psychological health [84].

The third eudaimonic dimension of violence resilience in the context of well-being is
low aggression toward peers. Children and adolescents who have experienced parental
violence consider aggression an appropriate response and more often make snap judgments
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about hostile intentions, and exhibit more aggressive responses compared to those who
have not had these experiences [85], which in turn may lead to a higher risk of peers
re-victimizing them [86]. Because peer aggression is a highly important consequence of ex-
periences with parental violence, low levels of peer aggression importantly indicate resilient
development from a violence-resilience perspective [1,8,16,20,21] because victimization
and aggression are both negatively associated with well-being [87].

1.4. Present Study: Violence-Resilience Stability and Change over Time

As noted above, resilience sustainability over time must be better understood and
considered regarding this phenomenon’s definitions, which makes establishing the stability
of violence-resilience pathways over time desirable [88]. The stability of violence-resilience
outcomes regarding hedonic and eudaimonic aspects is entirely unknown. We propose
that we need to ask what happens after the first “ordinary magic”, as Masten [40] describes
resilience, is detected at wave 1 among adolescent students with whom we have established
the two hedonic and eudaimonic aspects on various extents, and with that, examine how
resilience and the corresponding pathway look in wave 2 for adolescents with experiences
of parental physical abuse. We need to ask if wave 2 simply shows a continuation of
resilience patterns already experienced at wave 1, or if that depends on the different
patterns of hedonic and eudaimonic aspects.

The questions that we investigate here address that longitudinal studies on the path-
ways of resilient adolescents with experiences of parental physical abuse are internationally
rare [83,89–92].

Consequently, the development of violence resilience throughout adolescence remains
unclear. To address this issue, we examined longitudinally the combined contribution of eu-
daimonic and hedonic factors in predicting violence-resilience patterns in early adolescence
and identified their respective trajectories. Using latent class and latent transition analy-
sis [42,93] as well as person-oriented procedures, we expected to estimate and understand
adolescent students’ continuity of violence-resilience levels at two time points, specifically
whether the transition occurs developmentally forward (e.g., transition to higher resilience
levels) or backward (e.g., transition to lower resilience levels or remain at the same level).
This methodology allows grouping subjects into distinct classes based on the violence-
resilience indicators included in the analysis and then estimating the probability that a
particular subject (also a person-oriented method) is a member of that class.

Although identifying adolescent violence-resilience patterns at a given time is an
important first step, knowing whether, why, and how these patterns change longitudinally
over time is essential in designing possible school-specific prevention and intervention
programs. Therefore, understanding the interplay between the introduced hedonic and
eudaimonic indicators and the potential changes over time is necessary. Research suggests
that low socio-economic status, migration background, and female gender predict violence
resilience. Therefore, we assume these factors might influence the membership in different
groups that show each pattern of violence resilience and its stability and change after one
year at school.

Thus far, we have almost no knowledge convincingly showing how nonpathological
violence-resilience outcomes despite parental physical abuse in early adolescence will
develop over time and, in particular, on how these patterns change longitudinally over
time for different adolescent groups. Thus, we conducted this study to fill these gaps in
knowledge through discovering violence-resilience outcome patterns over time.

Because of the study’s exploratory character and because the introduced concep-
tualization of hedonic and eudaimonic indicators for identifying resilience outcomes of
adolescents whose parents physically abused them has not been applied thus far, we inves-
tigated four exploratory hypotheses. First, we predicted that the introduced three hedonic
and three eudaimonic indicators would allow identifying distinct resilience-outcome classes
of adolescents whose parents physically abused them. Based on previous findings, we
expected to find four resilience-outcome classes as the optimal number of groups for both
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time points. Second, following already existing research on mental health [68], we expected
to identify a resilient, a non-resilient, a vulnerable, and a symptomatic but content class.
Third, considering resilience is a state and not a trait, we expect fluctuations between the to-
be-identified resilience-outcome classes at different time points. We expect the resilient and
the non-resilient adolescents will most likely remain in their class, while the symptomatic
but content and the troubled will be the least stable classes [45,68]. Fourth, we expect
socio-demographic predictors, such as gender, migration background, and socio-economic
status, will influence the participating adolescents’ class membership in the model.

2. Materials and Methods
2.1. Study and Sample

The analyzed data come from a two-waves longitudinal sample (which two survey
waves within the next two years will follow) of a broader study on adolescents’ violence-
resilience pathways despite experiencing parental physical abuse, which was conducted in
the early autumn of 2020 (M_age_wave 1 = 11.76 (SD_age_wave 1 = 0.64)) and early summer
2021 (M_age_wave 1 = 12.28 (SD_age_wave 1 = 0.56)) with representative convenient samples.
Schools were contacted to recruit full classes of seventh-grade high school students from
German-speaking Switzerland. Consent forms were obtained from students and their
caregivers. No incentives were given. The research ethics committee at the University in
Zurich, Switzerland authorized the project. On the day of the study, the research team
members gave a short oral introduction about the online survey to the students who were
present in the participating 142 classes in 44 high schools and the students completed the
questionnaire in about 60 min. For the analysis stage, we drew “abuse” sub-samples of
both waves (wave 1 n = 560; wave 2 n = 523), consisting of adolescents who reported having
experienced parental physical abuse at least once in their lifetime.

We ran t-tests (see Table 1) to analyze for mean differences on socio-demographic
variables and the six applied measures between the two waves, including overall samples
for wave 1 (N = 1858) and wave 2 (N = 1764), and as for the specific sub-samples of
adolescents having experienced physical parental abuse, we used the sub-samples “abuse”,
(Wave 1_n = 560, Wave 2_n = 523). Referring first to the three introduced socio-demographic
variables, overall, we identified only small effects (all displayed Cohen’s d are far lower than
<0.5) between the overall samples and the respective “abuse” sub-samples for both waves.
Even when considering this, we detected significantly higher percentages of adolescents
with a migration background and a lower socio- economic level in the “abuse” sub-samples
compared to those in the overall samples for both waves.

When comparing the levels of the six indicators of the overall samples and the cor-
responding “abuse” sub-samples, we identified, for both waves, very similar outcomes.
Concerning the hedonic indicators, the overall samples for both waves displayed higher
self-esteem and lower levels of depression/anxiety and dissociation than in the respective
“abuse” sub-samples. The eudaimonic indicators reproduced a similar picture. There were
higher levels of self-efficacy and self-determination and lower levels of aggression toward
peers for both overall samples in comparison to the “abuse” sub-samples for both waves.

The attrition of the “abuse” sub-samples from wave 1 (n = 560) to wave 2 (n = 523) of
only 6.61% is very low. Between wave 1 and wave 2 participants, no significant differences
existed regarding the tested socio-demographic variables to (gender_t(560) = 0.904, p > 0.05;
migration background t(560) = −1.483, p > 0.05; socio-economic status t(560) = −0.859,
p > 0.05). Due to this, we consider the two samples comparable to the participating students.
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2.2. Measures
2.2.1. Prevalence of Parental Family Physical Abuse

The single-item indicator on the prevalence of parental physical abuse indicates that
adolescents reported having experienced parental physical abuse at least once in their
lifetime. Response categories for prevalence of parental physical abuse were dichotomized
as no (0) or yes (1).

2.2.2. The Six Latent Class/Latent Transition Indicators
The Three Hedonic Indicators

Self-esteem was assessed according to the Rosenberg Self-Esteem Scale [94] for assessing
an individual’s global worthiness evaluation. This tool is comprised of a five-item short
scale, with higher scores indicating higher self-esteem. The items were rated on a four-
point Likert scale ranging from 1 = “not at all” to 4 = “extremely” (Cα_wave 1 = 0.90;
Cα_wave 2 = 0.92). Respondents were asked to rate questions such as, “In total, I am
confident in myself.” For the LCA/LTA we performed a median split (MED_wave 1 = 3.00;
MED_wave 2 = 3.00) and dichotomized this as either (0) lower levels or (1) higher levels
of self-esteem.

Symptoms of anxiety and depression were assessed through 24 items that were part of
the Hopkins Symptom Checklist [95] (e.g., “I feel fear” and “Thoughts of ending my life”).
From the original 25-item scale version, one item (“Loss of sexual interest or pleasure”)
was not included because of the participants’ young age of approximately 12–14 years. The
items were rated on a four-point Likert scale ranging from 1 = “not at all” to 4 = “extremely,”
(Cα_wave 1 = 0.96; Cα_wave 2 = 0.96). For the LCA/LTA, we performed a median split
(MED_wave 1 = 1.62; MED_wave 2 = 1.65) and dichotomized this as either (0) lower levels
or (1) higher levels of symptoms of anxiety and depression.

Dissociation: The items for assessing dissociation as a disruption or discontinuity
of consciousness were measured on a four-item short scale (Dissociation Tension Scale
Acute) [96]. This scale consisted of one item each of depersonalization, somatoform,
derealization, and analgesia. Participants could rate these items on a four-point Likert scale
ranging from 1 = “not at all” to 4 = “very much” (Cα_wave 1 = 0.80; Cα_wave 2 = 0.85). For
the LCA/LTA, we performed a median split (MED_wave 1 = 1.00; MED_wave 2 = 1.00) and
dichotomized this as either (0) lower levels or (1) higher levels of symptoms of dissociation.

The Three Eudaimonic Indicators

Self-efficacy: The General Self-Efficacy Scale is a psychometric scale that Schwarzer
and Jerusalem [81] developed. It is designed to assess optimistic self-belief regarding coping
with various challenging demands in life (e.g., “I am confident that I could deal efficiently
with unexpected events”). The six-item short scale (Cα_wave 1 = 0.88; Cα_wave 2 = 0.90)
was measured on a four-point Likert scale (range: 1 = not true to 4 = completely true). For
the LCA/LTA, we performed a median split (MED_wave 1 = 2.83; MED_wave 2 = 2.83)
and dichotomized this as either (0) lower levels or (1) higher levels of self-efficacy.

Self-determination: Following Deci and Ryan’s [82] self-determination theory (SDT)
on basic human psychological needs, we measured the three subscales of autonomy, com-
petence, and relatedness on short scales with three items each (e.g., on the subscale au-
tonomy, “I was free to do things in my own way”). The nine-item scale (α_wave 1 = 0.87;
α_wave 2 = 0.90) was measured on a four-point Likert scale (range: 1 = not true at all to
4 = completely true). For the LCA/LTA, we performed a median split (MED_wave 1 = 3.00;
MED_wave 2 = 3.11), and dichotomized this as either (0) lower levels or (1) higher levels
of self-determination.

Aggression toward peers: To assess overt (e.g., threatening to hit classmates or phys-
ically hurt them in other ways) and covert aggression (e.g., spreading harmful rumors
about classmates) toward peers in the classroom as perpetrators, we applied the German
Self-Report Behaviour Aggression-Opposition Scale [97], which consists of nine items. We
measured it on a four-point Likert scale: 1 = “never happened,” 2 = “once or twice per
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month,” 3 = “once per week,” and 4 = “more than once per week” since the school year
started (α_wave 1 = 0.83; α_wave 2 = 0.84). For the LCA/LTA, we performed a median
split (MED_wave 1 = 1.2; MED_wave 2 = 1.44), and dichotomized this as either (0) lower
levels or (1) higher levels of aggression toward peers.

The Three Covariates

Gender: Students’ gender was assessed with three response options (0 = boys, 1 = girls,
and 3 = other). As only three students out of 1987 chose “other” we worked without these
three cases.

Socio-economic status (SES): Students’ SES was used as a proxy for students’ socioe-
conomic background and was merged as a mean score using four indicators (1 lowest to
3 highest SES, Cα = 0.71). Information on parental education was gathered from the two
questions: “What is the highest level of school education that your mother has completed?”
and “What is the highest level of school education that your father has completed?” (rang-
ing from 1 = Primary School/ Junior High School, 2 = Vocational Education/General High-school
Certificate to 3 = University Degree/Higher Education). Additionally, we incorporated the
information on the books the adolescents (ranging from 1 = 0–5 books, 2 = 6–30 books to
3 = 31 books on) and family (ranging from 1 = 0–10 books, 2 = 11–100 books to 3 = 101 books
on) owned.

Migration background (MB): Not having a migration background meant the student
was born in Switzerland and they possessed only the Swiss passport. Having a migration
background was operationalized such that one or more of the aforementioned conditions
did not apply (0 no MB, 1 with MB).

2.3. Analytic Strategy

This study’s aim was three-fold. Firstly, we tested the introduced violence-resilience
outcomes conceptualization through using both hedonic and eudaimonic aspects. Secondly,
we identified adolescent violence-resilience outcome patterns and knowing how these
patterns change over time as an essential step for designing prevention and intervention
programs. Thirdly, we tested if the new categorization applied via LCA/LTA reduced the
beta error of incorrectly identifying adolescents as violence resilient even if they are not.

To empirically classify the six introduced latent variables (three to hedonic and three to
eudaimonic domains) to violence-resilience subgroups based on observations that appeared
to be similarly related to hedonic and eudaimonic aspects, we applied LCA and LTA as
typological person-oriented approaches [42,93,98]. Unlike variable-centered analyses,
LCA/LTA allow for identifying specific persons’ latent profiles [48]. Both LCA and LTA
include categorical indicators to identify different groups in empirical data [93]. Through an
iterative process of choosing the optimal number of profiles between a one-profile solution
to six-profile solutions, we determined the optimal solution. We assigned the individuals
to the different patterns based on their posterior probabilities for class membership and
tested these through the classification stability of the respective violence-resilience patterns
of the specific individuals for wave 1 and wave 2.

Missing data were estimated using the full information maximum likelihood method.
LCA/LTA analyses were conducted with maximum likelihood estimation, and due to
non-normal distributions, with robust standard errors [99]. To avoid local solutions, we in-
creased for all LCAs and LTAs performed the random starts to 1000 and final optimizations
to 100 [48].

We conducted consecutive LCA/LTA series to identify the definite number of profiles.
We applied different criteria for the model selection. First, the entropy value indicated
the certainty in the estimatiFFon with values above 0.7 considered sufficient [100–103].
Second, for the information criteria, we used criterion such as the Akaike information
criterion (AIC), Bayesian (Schwarz) information criterion (BIC), and Sample-Adjusted
BIC (SABIC), with the smaller values fitting the model better [93,102]. For the LCA, we
additionally applied model fit criteria as the Vuong-Lo-Mendell-Rubin Likelihood Ration
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test (LMR-LRT), the Lo-Mendell-Rubin Adjusted Likelihood Ratio test (aLMR-LRT) [104],
and the Bootstrapped Likelihood Ratio test (BLRT) with significant p-values indicating
an improvement compared with the previous model with k-1 classes [102]. However, we
chose the final model for an LCA/LPA based on a mixture of statistical indicators, extant
theoretical considerations, and the rule of deference to more constrained and parsimonious
models [102].

Therefore, we conducted this study’s statistical analysis in four steps. First, wave 1 ver-
sus wave 2 survey differences in the six applied measures (self-esteem, depression/anxiety,
dissociation, self-efficacy, self-determination, and aggression toward peers) were examined
using paired samples t-tests. Second, we identified students’ resilience outcome classes
through computing separately for wave 1 and for wave 2 LCA using the six classification
variables. Additionally, we applied an invariance analysis across time to ensure the relia-
bility for the identified number of resilience outcomes (configural invariance) as well as
the same relevance of the resilience-outcome patterns (metric invariance) for both study
waves. Third, we ran LTA to indicate significant differences in the longitudinal classification
variables on the identified resilience-outcome patterns. Fourth, we included the covariates
gender, migration background, and socio-economic level to multinomial logistic regression
analyses to predict the identified latent status membership. For the t-tests, we used SPSS
(Version 24; IBM Corp., New York, USA, 2016), all other analyses conducted were assessed
using Mplus version 8.6 [105].

3. Results
3.1. Analytic Step One: Differences of All Measures between the Two Waves

We ran t-tests for paired samples (see Table 2) to analyze for mean differences be-
tween the two waves of the six applied measures for our sub-sample (wave 1_n = 560,
wave 2_n = 523). Overall, moderate effects for depression/anxiety, dissociation, and ag-
gression toward peers for all three measures were at significantly higher levels at wave 2,
but no effects on the other three measures were displayed.

Table 2. Paired t-tests, wave 1 (n = 523) and wave 2 (n = 560) sub-sample mean levels (and standard
deviations) of all six latent class/latent transition indicators.

Indicators Range Wave 1
M (SD)

Wave 2
M (SD) Cohen’s d

Self-Esteem 1–4 2.84 (0.80) 2.82 (0.80) -

Depression/Anxiety 1–4 1.96 (0.67) 2.11 (0.77) *** 0.234

Dissociation 1–4 1.53 (0.68) 1.63 (0.79) ** 0.145

Self-Efficacy 1–4 2.73 (0.67) 2.69 (0.71) -

Self-Determination 1–4 2.94 (0.64) 2.89 (0.69) -

Aggression Against Peers 1–4 1.49 (0.50) 1.62 (0.57) *** 0.197
** p < 0.01; *** p < 0.001 between wave 1 and wave 2.

3.2. Analytic Step Two: Identifying Resilience-Outcome Classes via LCA for Both Waves

For each of the two waves, we tested for resilience-outcome patterns via computing
two separate LCAs. We applied the introduced six classification variables, three on hedonic
and three on eudaimonic aspects, to determine via LCA the optimal number of classes
for each wave sharing the same pattern of resilience outcome for each detected class.
Based on their response similarity in the measured three hedonic and three eudaimonic
indicators for each wave (wave 1_n = 560; wave 1_n = 523) separately. LCAs for both waves
were conducted for a range of two to six latent classes to determine significantly differing
resilience-outcome classes for adolescents experiencing parental physical abuse.

When LCA was applied, for the non-nested models and choosing for the models’
selection goodness of fit, the sample-adjusted Bayesian information criterion (aBIC) with
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a lower value indicated a more appropriate fit, and entropy indicated the estimation’s
accuracy, with models having sufficient values above 0.7 [93,102]. The final LCA model
decision was based on a mixture of statistical indicators, theoretical considerations, and the
rule of deference to more parsimonious models [101,106].

Based on the three hedonic indicators (self-esteem, depression/anxiety, and dissoci-
ation) and three eudaimonic indicators (self-efficacy, self-determination, and aggression
toward peers) we applied a series of LCAs for both waves to group students into em-
pirically distinct resilience-outcome classes for adolescents having experienced parental
physical abuse. When parallel analyzing the data for both waves, the aBIC scores dropped
between the three and four class solutions for both waves and the still-significant tests
(VLMR, aLMR, and the bootstrap likelihood ratio test (BLRT) indicated an improvement,
supporting a four over three class solution. Between classes four and five, there was an
aBIC rise (wave 1_∆BIC = 12; wave 2_∆BIC = 12). For wave 1, the two performed tests
(VLMR, aLMR) indicated no improvement between the class four to class five solution,
only the BLRT test was significant. For wave 2, all three performed tests (VLMR, aLMR,
BLRT) indicated no improvement between the class four to class five solution. Therefore, a
four class solution was selected for both waves (see Figure 1).

1 
 

 
Figure 1. Item response probabilities and violence resilience-outcome patterns for both waves.

Regarding the distribution of all six indicators on the four identified classes for both
waves (see Figure 2), we identified vast similarities between the two waves. We de-
tected a class called “resilient” (wave 1 = 20.3%; wave 2 = 18.4%), a class called “trou-
bled” (wave 1 = 20.1%; wave 2 = 22.6%), a class called “vulnerable” (wave 1 = 18.2%;
wave 2 = 12.1%), and a class called “non-resilient” (wave 1 = 41.4%; wave 2 = 46.9%)
resilience-outcome classes for both waves. The indicators’ probabilities (see Figure 2) on
the respective levels were highly comparable on the three hedonic and three eudaimonic
indicators, supporting the chosen classes solution for both waves.
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Figure 2. Classes transition over time.

For both waves, we noticed the students’ immense resilience outcome differences
on hedonic and eudaimonic indicators when comparing the resilience classes (hedonic
indicators: high levels of self-esteem and low levels of depression/anxiety and dissociation;
and eudaimonic indicators: high levels of both, self-efficacy as for self-determination, and
low levels of aggression toward peers) to the non-resilience classes (hedonic indicators:
low levels of self-esteem and high levels of depression/anxiety and dissociation; and
eudaimonic indicators: low levels of both, self-efficacy as for self-determination, and high
levels of aggression toward peers).

In addition, for both waves, we detected a class called “vulnerable” (hedonic indicators:
middle levels of self-esteem and high levels of depression/anxiety and dissociation; and
higher levels of all three eudaimonic indicators: self-efficacy, self-determination, and
aggression toward peers). We called the fourth detected class for both waves “troubled”,
which had a very distinctive profile on the proliferation of the introduced hedonic indicators
(low levels of self-esteem, middle to low levels of depression/anxiety, and low levels
of dissociation) and eudaimonic indicators (low levels of both, self-efficacy as for self-
determination, and high levels of aggression toward peers). Quite deliberately, we do not
call this group “aggressive,” even though the students had higher levels of aggression
toward peers, because they also had very low levels of self-esteem (hedonic indicator) and
self-efficacy and self-determination (both eudaimonic indicators).

Based on the identified four resilience outcome patterns for both waves, we tested for
measurement invariance [64] across time in the number of resilience outcome patterns (con-
figural invariance) that could be analyzed for wave 1 and wave 2. We also tested whether
the loadings on the respective latent classes were invariant, thus ensuring that the factors’
structures, that is, the four patterns, were the same for both waves (metric invariance).
When testing for metric measurement invariance, we identified a nonsignificant chi-square
difference test (∆chi2 [24] = 35.71, p > 0.05.), thereby establishing the same relevance for the
four resilience outcome patterns for both waves. Ensuring metric invariance was the first
approach necessary to compare the four resilience outcome patterns over the school year.
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To summarize the invariance testing results, we found the same number of resilience
outcome patterns and hedonic and eudaimonic dimensions present for adolescents having
experienced parental physical abuse across both waves over a one-year period. In terms
of content, this indicates the four introduced and empirically analyzed violence-resilience
outcome patterns provided an empirically reliable measure on two waves longitudinally.

Having established this structure similarity for both waves, we could then approach
the third analysis step on testing stability and change among different patterns of well-being
via applying LTA.

3.3. Analytic Step Three: LTA to Indicate Significant Differences in the Longitudinal Classification
Variables on the Identified Resilience-Outcome Patterns

In step three, we ran an LTA to indicate significant differences in the longitudinal
classification variables on the identified patterns. LTA, the longitudinal extension of LCA, is
a statistical tool that fulfills the needs of modeling adolescents’ violence-resilience outcome
transitions over time [93,102]. After determining separately that the optimal number of
classes at each time point was four (see analysis step two), we performed an LTA to estimate
the probabilities of violence-resilience outcome pattern changes over time from one latent
class to another [93]. This process can estimate the continuity of resilience outcomes at
adjacent time points. At this statistical step, change is represented via the probability of
transitioning to a latent violence-resilience outcome status at wave 2, given latent status
membership at wave 1. In addition, it explores whether the same latent status can be
identified in both wave 1 and wave 2 [42,101].

We ran an LTA using the previously mentioned three hedonic and three eudaimonic
classification variables (for model fits see Table 4). The LTA was conducted for a range of
two to six latent classes to test if the conditional response probabilities had been constrained
to be time invariant.

The aBIC dropped between the three and four class solution (−∆55) and the corre-
sponding aBIC stability (−∆0) from the four to the five class solution indicated a four
class solution as the appropriate one. The detected samples for the respective solutions
(see Table 3) supported this with the five class and six class solutions having numerous
sub-samples with far too few (<n = 50) allocated students to the particular sub-samples.
Due to the sub-sample sizes and the rule of deference to more constrained models, a four
class solution was selected for the longitudinal analyzes via LTA.

Table 3. Latent transition analysis model fit statistics to select longitudinally the number of classes of
resilience at school.

Classes AIC (df) aBIC Entropy Samples

2 6645 (15) 6661 0.80 c1: 339/183; c2: 350/172

3 6500 (26) 6529 0.77 c1: 90/268/164; c2: 58/307/157

4 6432 (39) 6474 0.71 c1: 106/105/95/216;
c2: 96/118/63/245

5 6415 (54) 6474 0.78 c1: 93/223/43/69/94;
c2: 54/241/67/68/92

AIC = Akaike information criterion; aBIC = adjusted Bayesian information criterion.

Regarding the distribution of the four classes for both waves (see Table 5), we identified
only very low changes over time for the “resilient” class (of −1.9% from wave 1 to wave 2)
and the “vulnerable” class (of 2.5% from wave 1 to wave 2). We noticed moderate changes,
particularly a decrease in the “vulnerable” class of −6.1% from wave 1 to wave 2, and an
increase in the “non-resilient” class of 5.5% from wave 1 to wave 2.
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Table 5. Estimated longitudinal probabilities of the four resilience patterns by latent transition analysis.

Resilience Pattern Wave 1 Wave 2 ∆W2-W1

Resilient 20.3% 18.4% −1.9%

Troubled 20.1% 22.6% +2.5%

Vulnerable 18.2% 12.1% −6.1%

Non-Resilient 41.4% 46.9% +5.5%

Regarding comparing the classes’ stability over one school year, a multilayered picture
can be identified (see Figure 2). Concerning the stability over time, three (“resilient,”
“troubled,” and “non-resilient”) out of four classes showed a remarkable immobility of
higher than 80% of the students being reassigned to the same class. In contrast, only 56.8%
of the students being assigned at wave 1 to the “vulnerable” class were at the same class at
wave 2.

Interestingly, when looking closer at these changes over time from the “vulnerable” class,
only a negligible number (n = 2, as 2.1%) moved to the “resilient” class, 12.6% (n = 12) were
assigned to the “troubled” class, and almost every third student (n = 27, as 28.9%) transitioned
to the “non-resilient” class. In terms of “ordinary magic”, as Masten [40] described resilience,
regarding only an almost negligible proportion of the participating students, less than 2%
(n = 8), transitioned to the “resilient” class: 3.8% (n = 4) of the “troubled”, 2.1% (n = 2) of the
“vulnerable”, and just about 0.9% (n = 2) of the “non-resilient” adolescents.

3.4. Analytic Step Four: Covariates Gender, Migration Background, and Socio-Economic Level
Were Included to Multinomial Logistic Regression Analyses to Predict the Identified Latent
Status Membership

After identifying the classes for both waves, we applied a multinomial logistic regres-
sion. Our analysis included, for both waves, socio-demographical covariates that could
plausibly relate to resilience-outcome pattern variations despite experiencing parental
physical abuse (see Table 6). Gender, migration background, and SES were included as
socio-demographic predictors to the identified latent status membership.

The socio-demographic variables showed for both waves (see Table 6) a very low
prediction to the identified LCA patterns. Notably, only gender, but neither migration
background nor SES, showed any prediction to the identified resilience-outcome patterns.
For both waves, a highly significant number of females was assigned to the resilient group
compared to the non-resilient group. For wave 1, compared to the non-resilient group,
a highly significant number of females compared to males were in the vulnerable group.
Compared to the non-resilient group for both waves, significantly more females than males
were in the vulnerable group. Just for wave 2, compared to the resilient group, significantly
more males than females were assigned to the vulnerable group. Likewise, just for wave 2,
compared to the resilient group, significantly more males than females were assigned to
the vulnerable group.
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4. Discussion

Internationally, about 25% of the adolescents experience physical abuse by their par-
ents, who are their primary caregivers [4]. Exposure to physically abusive parents creates
conditions in which maladaptive development in adolescents is highly likely. However,
studies consistently report that, contrary to expectations, a proportion of these adoles-
cents are neither showing externalizing nor internalizing behaviors, suggesting that they
may be considered “resilient” according to the generally accepted definition. Increas-
ingly, researchers are questioning whether this symptom-focus is perhaps too general, and
we too questioned the negative symptoms-oriented understanding of violence-resilience
outcomes. Based on this, we asked the following question: How adaptive are youths
with experiences of violence when positive outcomes are considered alongside negative
outcomes? To answer this question, we drew on findings from well-being research and
used not only dimensions of subjective well-being but also psychological well-being as
indicators of violence resilience [59]. We identified violence-resilience as a complex and
multidimensional latent construct that encompasses feeling good and doing well: In doing
so, we used three hedonic and three eudaimonic indicators to identify distinct violence-
resilience outcome classes of youth whose parents physically abuse them. Considering that
general resilience does not exist, we had to understand first the domain-specific content
of violence-resilience. Following theoretical considerations, we introduced self-esteem,
depression/anxiety, and dissociation as three hedonic indicators for feeling good despite
having experienced parental physical abuse. Additionally, we applied the three eudai-
monic indicators self-efficacy, self-determination, and aggression toward peers for positive
functioning in adolescence and environmental mastery.

Following the study’s exploratory character and the introduced conceptualization of
hedonic and eudaimonic indicators for identifying distinct violence-resilience outcomes, we
applied a longitudinal analysis via LCAs/LTA. Additionally, considering resilience is not a
trait but a fluctuating state at different time points [107], we ran longitudinally analyses
for these resilience outcomes. To achieve this goal, we applied LTA as a person-centered
approach for identifying homogenous groups based on similar resilience-outcome response
patterns [93] despite parental physical abuse.

For both waves, we identified a prevalence of about 30% of the most severe forms of
parental physical abuse, showing a higher proliferation than the expected prevalence of
about 20–25% [3,5]. We assumed this to be the often-discussed COVID-19 effect with fami-
lies and their members being under higher individual, social, and financial strains [108–110].
The identified higher levels of depression/anxiety, dissociation, and peer aggression at
wave 2 support this conclusion.

Through applying a two-wave longitudinal design and analyzing the data of both
waves via LCAs, we detected distinct resilience-outcome patterns following the intro-
duced theoretical line of reasoning and similar studies on the dual-factor model of mental
health [111]. We did not only identify a resilient (high levels of feeling good and doing well)
and a non-resilient group (low levels of feeling good and doing well) as well as replicated
the results of mental health studies [46], but we also identified two very interesting, and
thus far, not discussed violence-resilience outcome groups.

First, a class we called “troubled” (see related results on mental health as introduced
by Xiong et al. [47]) was made up of adolescents with a very mixed profile on hedonic
(low self-esteem, middle to low depression/anxiety, and low dissociation levels) and
eudaimonic (low levels of self-efficacy and self-determination but high levels of aggression
toward peers) indicators. This group (about every fifth adolescent in our sample was being
physically abused), when viewed through the new introduced theoretical consideration,
is not only specifically aggressive but is also characterized by very low levels of the
hedonic indicators and the two additional eudaimonic indicators self-efficacy and self-
determination. These adolescents were “running” very scarce on any additional hedonic
and eudaimonic resources, and because of that, they also had very low probabilities on
changing to higher resilience-outcome levels. This assumption was empirically validated
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through this group’s high stability over time and additionally through the result that almost
every sixth adolescent of this group transitioned by wave 2 to the non-resilient group.

The second newly introduced group for violence-resilience outcomes is the group
we called “vulnerable,” replicating Kelly et al.’s [46] and Xiong et al.’s [47] studies, which
named this group symptomatic but content. The group is characterized by very heteroge-
neous profiles of both the hedonic (high levels of self-esteem, as with depression/anxiety
and dissociation) and the eudaimonic (high levels of self-efficacy, as with self-determination
and aggression toward peers) indicators. This group’s adolescents displayed a highly symp-
tomatic profile but initially, and at least just on the data surface, seemed content with this
situation. As Diamantopoulou et al. [112] was able to identify, an exaggerated self-esteem
can be related to aggressive behavior in adolescence. This phenomenon on the self-esteem
paradox has later been described as “defensive egotism” [113] and refers to a compensa-
tion model of aggression in adolescence being driven by a defensive personality. Thanks
to our two wave longitudinal design and the applied LTA, we identified this group’s
enormous instability (just about every second adolescent of this group did transition to
another class) toward a lower resilience-outcome level, indicating that a characterization as
“content” as Kelly et al. [46] and Xiong et al. [47] originally assigned despite the high levels
of depression/anxiety, dissociation, and aggression toward peers would be thoroughly
unfitting. We highlight the finding on this group, that from wave 1 to wave 2, about every
tenth student moved to the “troubled” group and more than every fourth moved to the
non-resilient group.

Referring to the stability of the state of the adolescents over time, through our analyses,
we confirmed the expected stability of the resilient (83%) and the non-resilient (90.7%)
adolescents, while the vulnerable and the troubled classes were the least stable [45,111].
Returning to the resilient group (high levels of feeling good and of doing well), we detected
a very high stability over time, indicating an anchored resilience state over the analyzed
school year. The highest stability of the identified resilience-outcome groups was detected
for the non-resilient adolescents with almost no adolescents moving to other resilience-
outcome classes, especially to the resilient group. The “ordinary magic of resilience,” as
Masten [40,114] describes it, did not seem to apply for them. Referring to violence-resilience
in adolescence when having experienced parental physical abuse, any notion of “ordinary
magic”-resilience does not seem to exist, thus it almost does not happen, and we suggest
that it must be implemented and fostered pointedly.

Connected to the focus on thriving not only surviving parental physical abuse, we
incorporated at least two main issues often detected in violence-resilience research. First,
the chosen person-centered methods are whole-person approaches and through including
further indicators, we supported the aim to understand the specific adolescents’ violence-
resilience outcomes latent reality behind the symptomatology that manifests on the surface.
Through undertaking this and incorporating a general sample, not a clinical sample, we
avoided stating “the kids are all right” because they are not experiencing higher levels of
internalizing or externalizing effects despite having experienced such massive physical
abuses by their primary caregivers (this could also be related to the actual world-political
situation when stating that the absence of war is not a sufficient indicator of freedom).
Secondly, we established this latent person-oriented approach of hedonic and eudaimonic
indicators on violence-resilience as a state not a trait and gained insights on adolescents’
fluctuating resilience thriving not only surviving parental physical abuse over time, which
is a desideratum [115].

Our results have shown conclusively and for two waves within a school year in early
adolescence that neither depression/anxiety, or as it has been mainly called “internalizing
symptoms,” nor aggression against peers as “externalizing symptoms” could be called
empirically sufficient or even content-wise adequate predictors for violence-resilience
despite parental physical abuse.

The new categorization that developed from well-being research provided us the
opportunity to identify the hedonic and the eudaimonic indicators. Along with the original
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indicator, the respective three indicators displayed an enormous variation. This can be
seen especially, but certainly not exclusively, in the composition of the “troubled” and
“vulnerable” groups, over the four identified resilience-outcome patterns.

Because previous findings have shown that gender, migration background, and SES
can act as risk factors, they might be highly influential on resilience-outcome classes [34].
For both waves, the socio-demographic variables showed a very low prediction of the
specific LCA class membership. Notably, only gender (and not migration-background nor
SES) showed any prediction of the identified resilience-outcome patterns. In particular
for both waves, significantly more females were assigned to the resilient group compared
to the non-resilient group. Additionally, and again for both waves, compared to the
non-resilient group, significantly more females than males were in the vulnerable group.
These results are only partly consistent with previous studies showing these covariates’
effects [116]. Other international studies identifying SES and familial wealth as not being
predictors of parental physical abuse [1,3,7] corroborate our results. We still have to take
into consideration that testing gender as binary, as we did, still results in an enormous
reduction of the existing gender variations and requires an intersectional approach [117].

It would be both difficult and dangerous to load the violence-resilience’s outcome
burden on the adolescents’ shoulders, even when applying a whole-person approach via
the chosen hedonic and eudaimonic indicators. We must acknowledge that the best way to
support adolescents’ lives in the first place is not to hurt them emotionally, physically, or
sexually. The proliferation of massive parental physical abuse tells a different story.

5. Limitations

Dichotomizing data for LCA/LTA always restricts findings. Through applying a
median split, participants are divided into two groups, and through that, the standard
deviation is reduced artificially [118,119], but a mandatory step to conduct LCAs and LTA
implemented. At the same time, in our study, by applying these person-centered methods
and developing profiles within individuals, we minimized classification dichotomies as
common when using variable-centered methods [120].

The results of the two-wave longitudinal analyses that we performed (gathering data
twice within the first high school year) will have to be verified by the following two data
waves (waves 3 and 4), each of which will be gathered at the end of grades 8 and 9.

The study focused on how resilience outcomes appeared, but we did not analyze
processual factors leading to the four identified resilience outcomes. Because of our data,
we only applied a two-waves longitudinal design, and from that, we could not analyze
these processes.

In our study, we worked with the physical abuse prevalence rate that the adolescents
reported. It is of course a limitation not having additional data from parents or social
services, but as Stoltenborgh et al. [4] showed, the prevalence rates from informant studies
were lower compared to self-report studies. Additionally, self-report studies of adolescents
are considered very accurate [1].

By focusing on parental physical abuse prevalence and not on experienced incidence,
we could not consider additional physical abuse characteristics as frequency and dura-
tion [13]. One of the most compelling methodological problems on this issue is that inci-
dence reports in early adolescence, even if they appear to be abuse reports that are more ac-
curate at first glance, have to be focused on very recent events. Following Stoltenborgh’s [4]
and Brown’s [109] insights, we assumed that the forms of parental physical abuse that
are more severe were of higher importance. For early adolescence, and when having at
least three wave longitudinal data on parental physical abuse, it would be desirable to
understand the specific contributions of prevalence and incidence data on a more nuanced
understanding of the long-lasting effects on adolescents’ development [1,4,109].

We dichotomized migration background by information on the countries of origin and
birth. Such a formal categorization, which is not a self-identification of the adolescents [121],
comes with a loss of information because migrants are very diverse in terms of their
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migration generation, legal migrant status depending on the very specific laws of the
country, and the status of their countries of origin being possibly connected to prejudices
and social strains [122].
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Abstract: There is substantial evidence that exposure to family adversity significantly and negatively
impacts positive adolescent development by placing adolescents at increased risk of experiencing
developmental difficulties, including conduct problems. Although the mechanisms responsible for
these effects are still largely unknown, a novel line of inquiry in the resilience field conceptualizes
positive adaptation, following exposure to atypical adversity, as resulting from complex interactions
of systems at multiple ecological levels. The purpose of the present analysis was to apply this
multisystemic resilience framework to the study of positive adaptation following exposure to family
adversity in a sample of Canadian adolescents (n = 230; mean age 16.16, SD = 1.38) and South African
adolescents (n = 421; mean age = 15.97, SD = 1.19) living in economically volatile communities
dependent on the oil and gas industry. Cross-sectional survey data were used to investigate the
mechanisms through which family adversity exercises its impact on adolescent conduct problems by
accounting for their caregiving, peer, and community resources. Results of two moderated mediation
analyses showed that family adversity impacts adolescent externalizing mental health negatively, via
disrupted caregiving, when other resources are also considered. For the Canadian adolescents, these
negative impacts were protectively moderated by peer support, but not moderated by appreciation
for community traditions. In contrast, peer support showed no significant protective effect for the
South African sample, while a strong appreciation for community traditions was positively and
significantly associated with conduct difficulties. Contextual dynamics (e.g., social unrest) provide a
plausible explanation for the discrepant results and bring attention to the importance of theorizing
resilience in context.

Keywords: conduct problems; externalizing mental health; family adversity; majority world;
minority world; moderated mediation; multisystemic resilience; youth

1. Introduction

Externalizing mental health difficulties affect 5–10% of the world’s adolescent pop-
ulation [1,2]. Conduct disorder, which is a commonly reported externalizing difficulty
(particularly among boys and younger adolescents) [3], is characterized by repeated vi-
olation of the basic rights of others (e.g., aggression to peers/animals) and/or major
age-appropriate societal norms or rules [4,5]. It is ubiquitously associated with adolescent
exposure to family adversity (i.e., one or more major stressful events within the immediate
family context) [6,7]. Often, conduct difficulties preface poor educational outcomes and
vulnerability to substance abuse, depression, and suicidality, as well as criminality and
incarceration [7–12]. Such consequences have a high personal and societal cost.

Still, not all adolescents who are exposed to family adversity become conduct dis-
ordered. Put differently, some show resilience to the negative sequalae associated with
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family adversity. Resilience is defined as the capacity of a system (e.g., an adolescent) to
maintain positive functioning (e.g., mental health or school engagement) despite exposure
to a stressor that has the potential to undermine that system’s functioning [13,14]. Given
the high personal and societal cost of conduct difficulties, it is imperative to understand
the mechanisms that protect adolescents from developing conduct difficulties when they
are challenged by family adversity [15]. This article responds to that imperative.

To do so, it draws on survey data generated by adolescents who participated in the
Resilient Youth in Stressed Environments (RYSE) study. The RYSE study was specifically
interested in the resilience of young people from communities dependent on an energy
extraction industry, given this industry’s association with multiple risks at multiple system
levels [16]. Typically, the energy extraction industry demands long hours from its workers,
attracts migrant labour, is characterised by a boom-bust economy, and can pollute the
immediate and adjacent physical ecologies [17]. In particular, these risks are believed to
negatively impact young people’s family and community systems (e.g., by disrupting
family relationships, increasing marital conflict, and increasing community conflict over
scarce resources) [17,18].

RYSE was framed by a multisystemic understanding of resilience [16,19]. From this
perspective, the capacity for positive functioning in the face of significant stress is informed
by resources that are distributed across multiple systems and levels, with emphasis on
resource-fit within the situational and cultural context [19,20]. Put differently, adolescent
resilience requires personal (biological system; psychological system), relational (social
system), and/or environmental (institutional system; built/natural ecological system) re-
sources that are contextually congruent. To better understand the contextual congruence
of resources that support positive functioning, RYSE purposefully included adolescents
from a communities that are dependent on an energy extraction industry in the minority
world (Canada (CA)) and majority world (South Africa (SA)). Majority world contexts
are countries in which most of the world’s population lives; poverty and related resource
constraints are pervasive, and enabling services/supports are largely unavailable or inacces-
sible [21,22]. As explained elsewhere [16], the CA and SA community choices potentiated
exploration of the “heterogeneity in the factors and processes associated with resilience in
both the Global South and the Global North” (p. 3).

As in much of the resilience literature, studies of the mechanisms that protect adoles-
cents from developing conduct difficulties when they face family adversity foreground
young people living in the minority world (e.g., North America, Europe, and Australia). It
is unclear whether the mechanisms identified in these studies support adolescent resilience
to the negative effects of family adversity in a majority world context. In juxtaposing the
mechanisms through which family adversity impacts adolescent mental health in minority
and majority world contexts, this article underscores the criticality of contextual factors
to risk and resilience [13,19]. It encourages practitioner skepticism of a one-size-fits-all
explanation of risk and resilience mechanisms. The resulting insights will be especially
valuable to practitioners working with youth exposed to family adversity and typical
majority world stressors (e.g., high social unrest), as well as those working with youth
exposed to family adversity in contexts of lower social volatility.

1.1. Family Risk, Parenting, and Adolescent Conduct Difficulties

Family adversity can be defined as one or more significantly stressful events within a
nuclear family unit, including the death of a parent/caregiver or sibling; severe/chronic
parental/caregiver conflict and/or domestic violence; parental divorce; caregiver dys-
functionality (i.e., substance abuse, physical illness, or mental illness); parent/caregiver
incarceration; and/or foster home placement [23]. Typically, cumulative family adversity
has more pronounced negative effects. A plethora of studies has provided evidence of a
dose-response relationship between family adversity and conduct disorders [24–26]. For
instance, Bevilacqua et al. [7] investigated the associations between several family adversity
events, (i.e., parental separation, depression, substance use, and intimate partner violence)
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and adolescent mental health, including behavioral difficulties, in a nationally representa-
tive cohort of over 8000 UK adolescents. The authors found a dose-response association
between family adversity events and adolescent conduct problems in which a greater
number of family adversities was associated with more severe conduct difficulties in study
participants. Additionally, poor family caregiving characterized by harsh parenting and
corporal punishment showed the strongest association with adolescent conduct problems.

Essentially, family adversity negatively affects adolescent mental health by jeopar-
dizing adolescent access to quality caregiving [27–29]. For instance, maternal psychiatric
symptoms can increase vulnerability in adolescents exposed to family adversity due to
their effects on specific parenting behaviors, such as those relating to discipline or the
expression of affection [30–33]. Specifically, mothers who experience trauma and severe
mental health problems are more likely to perform inconsistent and harsh parenting, which
is a significant predictor for adolescent conduct problems [7]. In addition, less engaged
parents are unlikely to monitor their children’s peer associations, possibly allowing friend-
ships with antisocial peers to flourish [34]. In contrast, supportive, quality caregiving
matters for adolescent resilience [13]. In fact, the large cross-country network analysis
conducted by Höltge et al. [35] showed that supportive caregiving was typically central
to the multisystemic network of resources associated with positive adolescent outcomes
across diverse contexts.

1.2. Peer Support and Adolescent Resilience to Conduct Difficulties

While adolescents with conduct difficulties may struggle to make friends and sustain
friendships [36], supportive relationships with peers—especially prosocial ones—can discour-
age and/or mitigate conduct disorder [34], including in the context of family adversity [37,38].
For instance, Hopkins et al. [37] investigated the differential influence of several individual,
family, community, and cultural resilience-enabling resources in predicting emotional and
behavioral difficulties in a sample of 1021 Australian Aboriginal adolescents (12–17 years)
exposed to different levels of family risk. The authors identified peer support to be uniquely
associated with fewer behavioral difficulties for high family-risk youth with no benefits for
youth in contexts of relatively low family risk. Essentially, supportive, prosocial peer rela-
tionships protect adolescents against the negative effects of family adversity by providing
opportunities for adolescents to connect to prosocial role models (adult and peer); build
mutually respectful relationships around shared interests; learn and practice prosocial behav-
ior, emotional regulation, and effective problem solving (all of which are typically absent in
families challenged by adversity); and access other resilience-enabling resources [37,39–43].

However, some studies dispute the protective effects of peer support when adoles-
cents live in disadvantaged neighborhoods [44,45]. Typically, this relates to the quality
of peer support. Specifically, neighborhood socioeconomic disadvantage is associated
with poorer quality peer support (e.g., peers that endorse antisocial values or encourage
delinquent/defiant behavior) and/or fewer opportunities to engage in constructive down-
time activities with prosocial peers [46], which may have negative effects (albeit small to
moderate) on adolescent conduct [47,48].

1.3. Appreciation for Community Traditions and Adolescent Resilience to Conduct Difficulties

Various resilience studies have reported that youth appreciation for their commu-
nity’s traditions is associated with positive adjustment to adversity [13,49]. Community
traditions typically have protective value because they facilitate organized activity that sup-
ports youth access to prosocial adults and prosocial peers; advances a sense of belonging;
encourages a powerful racial/ethnic identify; and/or offers opportunities to learn about
cultural heritage [13,50–52]. Similarly, organized community activity that engages youth
in prosocial initiatives has the advantage of encouraging youth endorsement of prosocial
values [50]. In addition, when community traditions encourage a sense of collective effi-
cacy, young people are less vulnerable to negative or deviant socialization by peers with
antisocial values [53]. Unfortunately, community disadvantage (e.g., widespread poverty)
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is associated with reduced collective efficacy and related decreased communal effort to
informally control antisocial adolescent behavior in public neighborhood spaces [47,54].
Reduced collective efficacy invariably translates into adolescent vulnerability to negative
or deviant socialization by peers with antisocial values.

Exposure to adversity may strengthen the association between young people’s identi-
fication with a collective (e.g., their community and its traditions) and conduct difficulties,
particularly if that collective endorses antisocial behaviors [55]. For example, during ado-
lescence, young people go through a process of identity transformation that leaves them
vulnerable to identity confusion [56], and the distress stemming from this form of identity un-
certainty has been associated with support of extremist views and actions [57]. As antithetical
as it may seem, identifying with an antisocial or unconventional collective has nevertheless
been associated with resilience among populations of marginalized and disenfranchised youth,
including those whose challenges are compounded by family adversity [43,58].

1.4. Family Risk and Adolescent Resilience to Conduct Difficulties
1.4.1. The Canadian Context

It is estimated that more than 60% of CA adolescents experience at least one adverse
family event, including parental divorce or separation, exposure to intimate partner vio-
lence, parental death, and serious parent mental health illness [59], with one-third of CA
adolescents estimated to experience two or more of these events. The literature points to
the significant role that some factors play in promoting prosocial behavior in North Ameri-
can adolescents in the context of family adversity, including positive family functioning,
peer support, and appreciation for community traditions [23,39,41,60]. Appreciation for
community traditions is especially prominent in accounts of resilience among Indigenous
Canadian youth [52], while its role as a resilience enabler for racial majority adolescents
(White/Caucasian) is unclear. Positive aspects of caregiving (e.g., warmth, consistency,
and availability) have been repeatedly linked to positive mental health in North American
adolescents exposed to family adversity [29,61–63]. Supportive peer relationships and
appreciation for community traditions have also been associated with positive adaptation
in many stressful contexts, including family adversity (e.g., [64–67]). For example, in a
CA study, Cameranesi et al. [41] investigated the resilience-enabling resources of 13 youth
(ages 9–17) who had experienced exposure to intimate partner violence by conducting
in-depth face-to-face semi-structured interviews. Using inductive thematic analysis and a
constant comparative method, the authors identified adequate family caregiving and peer
support among the most relevant resilience-enabling resources reported by these group of
CA youth. Similarly, Rousseau et al. [60] investigated the associations between community
connection, exposure to adversity, and sympathy for violent radicalization in CA college
students by conducting a mixed-method study involving a large online survey of students
at eight colleges. The study results showed the existence of complex associations between
community connection and youth behavioral difficulties. Although the results suggested
that, in youth exposed to adversity, a strong appreciation for community traditions can act
as a protective anchorage, they also indicated that connection with violent radical groups
may accentuate othering processes and legitimize violence toward the outgroup, thereby
increasing youth conduct difficulties.

1.4.2. The South African Context

As in many other majority world contexts, family adversity abounds in SA [68]. Typi-
cally, such adversity includes poverty, family violence, severe/chronic parental/caregiver
conflict, parental/caregiver incarceration, parental/caregiver mental illness and/or sub-
stance abuse, child-caregiver separation, and/or orphanhood. Despite the high incidence
of family risk in SA, very few studies have investigated what protects adolescents from
challenged families from developing conduct difficulties [51]. Instead, studies have mostly
investigated, and confirmed, that family adversity exposure (e.g., exposure to intimate
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partner violence) is significantly associated with conduct disorders (especially for boys)
and other mental health problems among SA adolescents [69–71].

A notable exception is the study by Casale et al. [72] including 2477 adolescents, and
their caregivers (96% isiZulu-speaking), from two resource constrained communities in
KwaZulu Natal. More than a third of the adolescents were orphans; at least 40% reported
hunger. Greater social support for caregivers, positive parenting practices, and better
caregiver mental health were associated with less severe conduct difficulties. Similarly, a
study of 616 adolescents (37.9% from single-parent or reconstituted family) in a low-income,
violent community in Cape Town showed that maternal, paternal, and/or immediate family
support attenuated conduct difficulties [73].

Interestingly, in the Humm et al. [73] study, peer support was significantly and positively
associated with conduct disorders. While the association was weak and showed little practical
significance, it fits with prior concerns about the intersectionality of neighborhood disadvan-
tage, peer support quality, and conduct disorder [44,45,47,48]. Subsequent SA studies have
reported similar non-protective effects of peer support on other adolescent mental health
outcomes (e.g., depression) in disadvantaged, insurgent neighborhood contexts [71].

The SA resilience literature associates youth resilience with their engagement in posi-
tive family and community traditions that promote connectedness, a powerful personal
and collective identity, and access to enabling cultural heritage [51]. While some SA adoles-
cents believe that youth capacity for resilience is intertwined with community/collective
capacity for lawfulness and prosocial accountability [74,75], many others endorse collec-
tive protest action. Collective protest—typically accompanied by unrest, violence, and
destruction of property—is frequently understood as a legitimate response to the chronic
and dehumanizing structural constraints that characterize many SA communities [76].
Notwithstanding the sociopolitical value of an insurgent collective identity, its potential to
normalize violence and destruction is concerning. In SA communities where violence and
gangsterism are the norm, young people report that hopefulness and prosocial behaviors
are seldom endorsed by the collective [77]. In contrast, SA young people report positive
developmental outcomes when their families and communities represent and encourage a
prosocial collective identity [51,78].

1.5. The Present Study

The objective of our investigation was to examine the mechanisms by which family
adversity can negatively impact conduct problems in a sample of CA and SA adolescents,
and the protective factors that promote their resilience to that impact. To this end, we
tested two moderated mediation models involving the same mediation mechanism, but
different moderators, to investigate the role that peer support and appreciation for com-
munity traditions play in buffering the negative effects of family adversity on conduct
problems through family caregiving resources. Based on a multisystemic resilience-in-
context framework [19], and current understandings of the mechanisms through which
family adversity affects adolescent conduct difficulties [23,37], we propose a mediation
model in which family adversity (X) leads to poor caregiving resources (M) that negatively
impact adolescent adjustment, as shown by adolescents reporting conduct problems (Y).
However, according to our model, when adolescents who experience family adversity have
a supportive peer group or appreciate their community’s traditions, these act as buffering
mechanisms that protect them from experiencing severe conduct difficulties. That is, in
our model, the effect of family adversity on adolescent conduct problems through family
caregiving is hypothesized to be contingent on the level of support adolescents receive
from their peers and the strength of their appreciation for their community’s traditions,
with a stronger positive effect of family adversity on conduct problems for adolescents
with a less supportive peer group and less appreciation for their community’s traditions
(see Figure 1 for a graphical representation of these effects).
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Using conditional process analysis, two moderated mediation models were tested in a
sample of CA and SA adolescents with the aim of exploring similarities and differences
in the conditional nature of the mechanisms by which family adversity impacts conduct
problems in these two groups. Conditional process analysis represents an approach to
data analysis that integrates a mediation component with a moderation component into a
single moderated mediation model [79]. The use of moderated mediation analysis made
it possible to simultaneously investigate the direct and indirect pathways through which
family adversity impacts adolescent conduct problems (the mediation component), and
whether these pathways are dependent on a third variable (the moderation component).
Additionally, the inclusion of adolescents from a minority world context (i.e., CA) and
a majority world context (i.e., SA) made it possible to test for the existence of context-
dependent moderating effects. Specifically, in both samples of adolescents, the potential
role that family caregiving may play in mediating the association between family adversity
and conduct problems was investigated, as well as whether peer support and adolescent
appreciation for their community’s traditions moderate these indirect mechanisms. The
following two sets of hypotheses informed these analyses.

H1—Context-independent hypotheses. Given the substantial evidence of the nega-
tive impact of family adversity on normative child development [6,7], it was hypothesized
that family adversity directly affects adolescent mental health by increasing the severity of
the conduct problems experienced by adolescent RYSE participants in CA and SA. That
is, in both samples, it was expected that adolescents who are exposed to more family
adversities would report more severe conduct difficulties, compared with adolescents
who are exposed to a fewer number of family adversities, independently from adolescent
family caregiving, peer support, and appreciation for community traditions. Additionally,
given the literature linking family adversity to disrupted/poor caregiving [30,33], it was
hypothesized that, in both samples, the direct effect of family adversity on adolescent
conduct problems is mediated by family caregiving, so that, for both samples, exposure to
more family adversities is associated with more severe conduct difficulties because of the
poorer caregiving that these adolescents experience within their families (see Figure 1).

Further, it was hypothesized that, for both CA and SA adolescents, the indirect effect of
family adversity on adolescent conduct problems through family caregiving is moderated
by adolescent appreciation for community traditions. Specifically, it was anticipated that
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the indirect effect of family adversity on conduct problems through family caregiving is
attenuated in adolescents who have greater appreciation for their community’s traditions,
compared to their counterparts, who experience the same level of family adversity and
family caregiving, but have less appreciation for their community’s traditions (see Figure 1
for details).

H2—Context-dependent hypotheses. A context-dependent hypothesis was formu-
lated based on the literature suggesting that peer supports are regularly reported to have
a protective effect in the North American context [41,80], while its value is questionable
for adolescents living in disadvantaged neighborhoods, such as the RYSE SA commu-
nity [71,73]. It was hypothesized that the indirect effect of family adversity on adolescent
conduct problems through family caregiving is more likely to be moderated by peer support
in the CA context than in the SA context. Thus, it was anticipated that, for CA adolescents,
who have a more supportive peer group, the indirect effect of family adversity on conduct
problems through family caregiving would be attenuated compared to their counterparts,
who experience the same level of family adversity and family caregiving but have a less sup-
portive peer group (see Figure 1). These effects were expected to be somewhat attenuated
or null in the SA sample.

2. Materials and Methods
2.1. Procedure

The data used for the analysis described in this paper were collected during the RYSE
project. RYSE, a 5-year (2017–2022) research study, investigated youth resilience in two com-
munities heavily dependent on the energy extraction industry, and, therefore, susceptible to
boom-and-bust economic cycles, family risk, and community risk: Drayton Valley, CA, and
Secunda/eMbalenhle, SA [16]. Institutional Review Board (IREB) approval was obtained
at the universities representing the affiliations of the two principal investigators in CA
(Health Sciences Research Ethics Board, Dalhousie University, #2017-4321) and SA (Faculty
of Health Sciences Research Ethics Committee, University of Pretoria, #UP17/05/01).

The moderated mediation analysis described in this paper used data extracted from a
cross-sectional survey that was conducted in 2018 by interviewing two purposive samples
of youth aged 13–24, one in the CA site (Nca = 500) and one in the SA site (Nsa = 600).
At the time of the survey, both communities were experiencing an economic downturn
in the oil and gas industry and its associated challenges, involving, for example, job
insecurity, reduced income, unemployment, family conflicts, and mental health problems.
Additionally, as in most disadvantaged SA neighborhoods [76,81], the SA community
was typified by structural disadvantage (e.g., inadequate housing and crowded living
conditions) and social disorder (e.g., frequent violent protests in response to poor service
delivery and local government corruption), with a growing sense that ‘protest culture’
characterizes this community’s culture [82]. Gangsterism, destruction of public property,
and looting were common [83].

At both sites, a Local Advisory Committee (LAC), consisting of local youth and adults,
was assembled to support the research team in planning and implementing all research
activities, including participant recruitment. In collaboration with the LACs, a preliminary
survey was developed and pilot tested with a small sample of respondents who were
LAC members or had previously participated in RYSE qualitative work (Nca = 6; Nsa = 6).
The survey was then modified based on the respondents’ feedback (i.e., some items were
added, while others were deleted). The final full survey contained a variety of items,
including self-report measures assessing respondents’ multisystemic resilience-enabling
resources and mental health, as well as questions assessing respondents’ sociodemographic
characteristics (see next subsection for details).

Participants were recruited via social media and community-based advertising, classroom
presentations, referrals, and snowball sampling (i.e., word of mouth). At both sites, the survey
was administered to participants, either in small groups or individually, in a paper-pencil
format in schools and community centers by trained local research assistants and members
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of the research team. To be included in the survey, participants had to be residents of the
respective research communities, between 13 and 24 years of age, and proficient in English. To
address literacy issues, the survey items were read aloud to study participants who requested
it. Prior to participation, informed consent was obtained by all study participants and by
parents/guardians of minors (adolescents younger than 18). CA adolescents received $25 CAD
cash for their participation, while SA adolescents a ZAR150 (i.e., about $15 CAD) supermarket
voucher. The incentive amounts were advised by the LACs.

2.2. Participants

As the overarching aim of this analysis was to investigate the mechanisms through
which family adversity impacts adolescent mental health, the present study subsamples CA
and SA adolescent (i.e., 13–18 years) survey respondents. Additionally, only respondents
with complete data on all study variables were included in this investigation (Nca = 230;
Nsa = 421). A description of the two groups of adolescents is provided next.

2.2.1. Canada

The CA sample included a total of 230 adolescents aged 13–18 years (mean age = 16.16,
SD = 1.38). This group was almost evenly divided between biological sex, including 128
girls (55.7%) and 102 boys (44.3%). Most adolescents self-identified as being White (n = 184,
80.0%), while the remaining self-identified as being Indigenous (n = 27, 11.6%) and Black
or of mixed race/ethnicity (n = 19, 8.4%). At the time of completing the survey, most CA
adolescents were attending school (n = 215, 93.5%) and lived with both parents (n = 135,
58.7%) or only one parent (n = 65, 28.3%).

2.2.2. South Africa

The SA sample included a total of 421 adolescents aged 14–18 years (mean age = 15.97,
SD = 1.19). This group included slightly more girls (n = 266, 63.2%) than boys (n = 155, 36.8%).
Most adolescents self-identified as being Black/African (n = 328, 77.9%), while the remaining
self-identified as being White (n = 82, 19.5%) or of mixed race/ethnicity (n = 11, 2.6%). At the
time of completing the survey, most SA adolescents were attending school (n = 412, 97.9%)
and lived with both parents (n = 188, 44.7%) or only one parent (n = 116, 27.5%).

2.3. Measures
2.3.1. Family Adversity

Family adversity was measured in both samples using a 9-item adaptation of the
Family Adversity Scale [23]. Respondents were asked to report whether or not (0 = no,
1 = yes), at any time in the past, they had experienced nine family adversities, including
living in a foster home, the death of a family member (caregiver or sibling), exposure
to severe parental/caregiver conflict or intimate partner violence, parental divorce, and
caregiver substance use problems, incarceration, or severe physical/mental health problems.
These adverse events represent very common family risk factors that are customarily
included in measures of family risk [84], as they have been consistently linked to increased
conduct disorders in childhood and adolescence [7]. The original scale contains a 10th
item asking respondents to indicate whether they had ever been separated from one or
both parents. This item was excluded from the survey because it was anticipated that a
large proportion of the study participants may not be living with a parent (e.g., due to
parental divorce or traditional African kinship rearing practices). The items were summed
to provide an indicator of the degree of family adversity experienced by respondents (scores
= 0–9), with higher scores indicating higher family adversity. Reliability for the CA sample
was Ω = 0.72 [0.62, 0.77], and for the SA sample, Ω = 0.53 [0.43, 0.61].

2.3.2. Family Caregiving

Relevant items from the 28-item Child and Youth Resilience Measure (CYRM-28 [49])
were used to evaluate the quality of the caregiving adolescent respondents were experi-
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encing at the time of completing the RYSE survey. Grounded in a multisystemic resilience
framework [19], this measure includes 28 items that ask respondents to rate on a 5-point
Likert scale (0 = not at all, 4 = a lot) their individual, relational, and contextual resources.
Seven items ask participants to rate the quality of the physical and psychological caregiving
they are receiving (e.g., “I feel safe when I am with my family”, “My family have usually
supported me throughout life”, and “My family stands by me during difficult times”).
Individual scores on these seven items were summed to generate a single total score pro-
viding a measure of respondents’ family caregiving, with higher sum scores indicating
better caregiving. Reliability for the CA sample was Ω = 0.88 [0.85, 0.91], and for the SA
sample, Ω = 0.79 [0.75, 0.82].

2.3.3. Peer Support

Perceived peer support was assessed, asking both CA and SA adolescents to indicate
on a 4-point Likert scale (0 = never true, 3 = always true) how much they felt supported
by their friends, using the following four items derived from the 4-H Study of Positive
Youth Development: “I trust my friends”, “I feel my friends are good friends”, “My friends
care about me” and “My friends are there when I need them” [85]. Responses to the four
items were summed to obtain an overall perceived peer support score, with higher scores
indicating greater perceived peer support. Reliability for the CA sample was Ω = 0.91
[0.88, 0.93], and for the SA sample, Ω = 0.84 [0.80, 0.87].

2.3.4. Appreciation for Community Traditions

A single-item measure of appreciation for community traditions was extracted from
the CYRM-28 [49]. Adolescent participants reported on a 5-point Likert scale (0 = not at all,
4 = a lot) the degree to which they enjoyed their community traditions.

2.3.5. Conduct Problems

To evaluate the conduct problems experienced by the CA and SA adolescents who
completed the RYSE questionnaire, an adapted version of the Delinquency Scale [86] was
included in the RYSE survey. The measure used in RYSE included 6 items that asked
respondents to rate on a 5-point Likert scale (1 = never, 5 = 5 + times) how often they
had performed a series of problem behaviours, including stealing something from a store,
getting into trouble with the police, hitting or beating up someone, damaging property,
carrying a weapon, and bullying someone. The single item scores were summed to obtain
an overall conduct problem score, with higher scores indicating more severe conduct
problems. Reliability for the CA sample was Ω = 0.81 [0.73, 0.86], and for the SA sample,
Ω = 0.67 [0.60, 0.73].

2.3.6. Sociodemographic Characteristics

The age (in years) and biological sex (1 = female, 2 = male) of CA and SA adolescents
were assessed using a set of questions on respondents’ sociodemographic characteristics
that were specifically developed for the purposes of the RYSE project.

2.4. Statistical Analysis
2.4.1. Model Estimation

A series of robust moderated mediation analyses were conducted with ordinary least
square path analysis using the PROCESS Macro v4.0 [79] for IBM SPSS v27 [87], to test our
research hypotheses regarding the moderated mediation effects included in the conceptual
model presented in Figure 1. A moderated mediation analysis is a special case of conditional
process analysis involving a regression model that combines a mediation component with
a moderation component to investigate the conditional nature of the mechanisms by which
an antecedent variable X (i.e., predictor) transmits its effect on a consecutive variable Y (i.e.,
outcome) through a mediator M, and testing hypotheses about such conditional effects [88].
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In both models tested, the predictor was the continuous variable family adversity,
which ranged between 0 and 9 and represented the number of family adverse events
the CA and SA adolescents experienced before completing the RYSE survey. In both
moderated mediation models that were estimated, family adversity was used to predict
adolescent conduct problems, which was a continuous variable representing the severity
of the behavioral difficulties experienced by the study participants (range = 6–30). In
the models, this direct effect was hypothesized to be mediated by a continuous variable,
derived from the CRYM-28, indicating the quality of the family caregiving adolescent
participants were receiving at the time of completing the RYSE survey (range = 0–28).
Additionally, the variables perceived peer support (range = 0–12) and appreciation for
community traditions (range = 0–4) were separately included in Model 1 and Model 2,
respectively, as potential moderators of the indirect effect of family adversity on adolescent
conduct problems through family caregiving. Hence, in the moderated mediation models
estimated, it was tested whether family adversity significantly impacts adolescent conduct
problems through caregiving, and whether this effect varies by the level of peer support
(Model 1) and appreciation for community traditions (Model 2) that adolescents experience.
In the models, we also tested whether family adversity exerts a direct (i.e., independent of
family caregiving) and nonconditional (i.e., non-moderated) effect on adolescent conduct
problems. The covariates age and biological sex were also included in the analysis.

2.4.2. Model Inference

Analytically, the moderated mediation models depicted in Figure 1 were tested by
simultaneously estimating two direct effects and one conditional indirect effect [79]. In this
model, the direct effect of X on Y (i.e., family adversity on adolescent conduct problems) was
neither hypothesized to be mediated or moderated, nor was it estimated as such. Similarly,
we also estimated the direct effects of X on M by testing whether family adversity (X) exerts
a direct (i.e., non-mediated) and nonconditional (i.e., non-moderated) effect on family
caregiving (Y). However, what is of most interest in this model is the conditional indirect effect
of X on Y (i.e., family adversity on conduct problems), which was calculated as the product
of the direct effect of X on M and the conditional effect of M on Y, conditioned on peer
support (W) in Model 1 and collective identity (W) in Model 2. PROCESS uses ordinarily
least square path analysis to calculate these effects and provides a test of significance for
both the direct effects and the conditional indirect effect.

To account for potential issues with sample size, outliers, normality, and homoscedas-
ticity, a robust regression using bootstrapping (95% confidence intervals with 50,000 boot-
strap samples) was applied [79,89]. When using bootstrapping, a bootstrap confidence
interval (bCI) that does not include zero indicates that the estimated parameter (i.e., effect)
is statistically significant. To make inferences about the significance of the moderated medi-
ation (i.e., to test whether the mediation is moderated at the significance level α = 0.05) in
the two conditional process models tested here, we used the index of moderated mediation
as defined by Hayes [79]. Additionally, in both models, to probe the moderation of the
indirect effect, we used 95% bCIs, which provide more accurate estimates than the Johnson-
Neyman approach, as they do not make any normality assumption on the distribution of
the conditional indirect effect of X on Y [79].

3. Results
3.1. Descriptive Analysis CA and SA Samples

Means, standard deviations, and bivariate correlations were calculated on all study
variables. Additionally, a X2 test and independent samples t-test were performed to test
for potential significant differences between the CA and SA sample on all study variables.
As can be seen in Table 1, as expected, in both CA and SA samples, family adversity
was significantly negatively correlated with family caregiving and peer support, as well
as significantly positively correlated with adolescent conduct problems. Additionally,
as expected, a significant negative correlation was identified between family caregiving
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and conduct problems for both CA and SA adolescents. In both samples, peer support
and appreciation for community traditions were significantly positively correlated with
family caregiving, but negatively correlated with conduct problems; this correlation was
statistically significant only in the CA sample. No multicollinearity issues were identified,
as indicated by correlation coefficients that did not exceed 0.52 and values of variance
inflation factor (VIF) that did not exceed 1.7. A shown in Table 2, the only significant
differences between the CA and SA samples pertained to the peer support, appreciation
for community traditions, and conduct problems the two groups of adolescents were
experiencing at the time of competing the survey, with the CA adolescents reporting
significantly more peer support (t = 3.12, df = 445.102, p = 0.002), appreciation for their
community’s traditions (t = 2.5, df = 512.949, p = 0.013), and conduct problems (t = 2.82,
df = 346.458, p = 0.005) than their SA counterparts.

Table 1. Intercorrelations among study variables disaggregated by country.

Variable 1 2 3 4 5 6 7

1. Sex - 0.079 −0.082 0.071 −0.045 0.052 0.154 **
2. Age 0.166 ** - 0.144 ** −0.032 −0.075 −0.006 0.151 **

3. Family adversity −0.059 0.140 ** - −0.242 ** −0.122 * −0.188 ** 0.307 **
4. Family Caregiving −0.004 −0.004 −0.151 ** - 0.283 ** 0.524 ** −0.206 **

5. Peer support −0.072 −0.104 * −0.127 ** 0.223 ** - 0.282 ** −0.081
6. Appreciation for

Community Traditions 0.090 * −0.023 0.016 0.321 ** 0.204 ** - −0.201 **

7. Conduct problems 0.313 ** 0.054 0.206 ** −0.098 * −0.217 ** −0.008 -

Note. Correlations above the diagonal relate to the CA sample (n = 230). Correlations below the diagonal relate to
the SA sample (n = 421). No missing data. * p < 0.05, ** p < 0.01.

Table 2. Results of independent t-test examining significant differences between the CA and SA samples.

Variable Canada South Africa t p Cohen’s d

M SD M SD

Age 16.16 1.38 15.97 1.19 1.81 0.070 0.316
Family adversity 2.17 2.05 1.88 1.60 1.88 0.061 0.327

Family Caregiving 21.86 5.86 22.71 4.67 −1.91 0.057 −0.006
Peer support 8.88 2.89 8.16 2.70 3.12 0.002 * 0.422

Appreciation for
Community Traditions 2.47 1.21 2.21 1.34 2.5 0.013 * 0.199

Conduct problems 9.43 4.75 8.44 3.22 2.82 0.005 * 0.419

Note. CA sample (n = 230). SA sample (n = 421). No missing data. * p < 0.01.

3.2. Model 1
3.2.1. Canada

The robust full moderated mediation model in which the effect of family adversity on
adolescent conduct problems through family caregiving was modeled to be conditional
on peer support explained 32.6% of the variance in conduct problems for CA adolescents
(F(6223) = 10.899, p < 0.001). In this model, the index of moderated mediation is signifi-
cantly different from zero, at the significance level α = 0.05, indicating that the mediation
tested in the model is indeed moderated, or that the indirect effect of family adversity
on adolescent conduct problems through family caregiving is dependent on the level
of support the adolescents receive from their peers (coefficient b = −0.065, bSE = 0.026,
95% bCI = [−0.117, −0.015]). As can be seen in Table 3, family adversity has a significant
negative impact on family caregiving. so that adolescents who experience a greater number
of family adversities tend to report less positive family caregiving (b = −1.136, bSE = 0.206,
95% bCI = [−1.540, −0.726]). Additionally, as hypothesized, the effect of family caregiv-
ing on conduct problems is contingent on peer support, as evidenced by the statistically
significant interaction between M and W in the model of Y (b = 0.057, bSE = 0.018, 95%
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bCI = [0.016, 0.087]). In this model, the conditional indirect effect of family adversity on
adolescent conduct problems, through family caregiving (conditioned on peer support), is
positive for low to moderate values of peer support and negative for high values of peer
support, and significant only for low values of peer support (i.e., below 8), as indicated
by the 95% bCI of the indirect effect when peer support is equal to 8 (b = 0.162, bSE =
0.076, 95% bCI = [0.025, 0.324]). That is, there is no significant effect of family adversity on
conduct problems through family caregiving for moderate and high levels of peer support,
while there is a significant positive effect at low levels of peer support below the value of
8, as indicated by the significant region identified using bCIs showed in Figure 2. Thus,
in line with the study hypotheses, family adversity significantly increases the likelihood
that CA adolescents will experience conduct problems by disrupting the caregiving they
receive within their family and this effect is attenuated for adolescents with supportive
peers. The direct effect of family adversity on externalizing difficulties quantifies how
much two adolescents who differ by one adverse family event are estimated to differ in
conduct problems, by holding constant family caregiving and peer support. In this model,
as can be seen in Table 3, this direct effect is positive and significant (b = 0.953, bSE = 0.196,
95% bCI = [0.565, 1.330]). Therefore, two CA adolescents who differ by one adverse family
event, but experience the same family caregiving and peer support, are estimated to differ
by 0.919 units in conduct problems, with the adolescent experiencing more family adversity
estimated to present significantly more externalizing problems. Hence, in line with the
study hypotheses, family adversity significantly increases the likelihood that CA adoles-
cents will experience conduct problems, independently from the support they receive from
their family and peers.

Table 3. Model coefficients for Model 1 in Figure 1.

Canada

Family Caregiving (M) Conduct problem (Y)

Coeff b bSE (b) 95% bCI (b) Coeff b bSE (b) 95% bCI (b)

Constant 22.788 4.430 [14.067, 31.522] * 17.672 5.253 [5.583, 26.401] *
Family adversity (X) −1.136 0.206 [−1.540, −0.726] * 0.953 0.196 [0.565, 1.330] *

Family caregiving (M) - - −0.603 0.163 [−0.878, −0.232] *
Peer support (W) - - - −1.260 0.435 [−1.960, −0.269] *

M x W (interaction) - - - 0.057 0.018 [0.016, 0.087] *
Age (covariate 1) 0.040 0.268 [−0.489, 0.562] 0.035 0.210 [−0.363, 0.452]
Sex (covariate 2) 0.612 0.712 [−0.824, 1.985] 1.380 0.518 [0.396, 2.410] *

R2 = 0.164
F(3226) = 10.708, p < 0.001

R2 = 0.326
F(6223) = 10.899, p < 0.001

South Africa

Family Caregiving (M) Conduct problem (Y)

Coeff b bSE (b) 95% bCI (b) Coeff b bSE (b) 95% bCI (b)

Constant 22.479 3.125 [16.375, 28.692] * 8.338 2.830 [2.851, 13.891] *
Family adversity (X) −0.454 0.146 [−0.743, −0.172] * 0.429 0.099 [0.236, 0.628] *

Family caregiving (M) - - - −0.006 0.077 [−0.156, 0.149]
Peer support (W) - - - −0.152 0.217 [−0.566, 0.293]

M x W (interaction) - - - −0.002 0.009 [−0.020, 0.015]
Age (covariate 1) 0.079 0.198 [−0.314, 0.458] −0.157 0.119 [−0.223, 0.279]
Sex (covariate 2) −0.134 0.469 [−1.056, 0.782] 2.579 0.337 [1.924, 3.253] *

R2 = 0.023
F(3417) = 3.212, p < 0.05

R2 = 0.224
F(6414) = 13.892, p < 0.001

Note. CA sample (n = 230). SA sample (n = 421). No missing data. * Significant bCI.
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Figure 2. Visual representation of the conditional indirect and the direct effect of family adversity on
the conduct problems of CA adolescents, with the indirect effect operating through family caregiving.
The blue region to the left of the blue line represents the levels of peer support at which the indirect
effect is statistically significant as indicated by bCIs.

Figure 2 displays a visual representation of the conditional indirect and the direct
effect of family adversity on adolescent conduct problems, with the indirect effect operating
through family caregiving. Additionally, this figure shows the levels of peer support at
which this indirect effect is statistically significant by including the region of significance
generated using bCIs (i.e., the blue region to the left of the blue line or below values of peer
support equal to 8).

3.2.2. South Africa

The robust full moderated mediation model in which the effect of family adversity on
adolescent conduct problems through family caregiving was modeled to be conditional
on peer support explained 22.4% of the variance in conduct problems for SA adolescents
(F(6414) = 13.893, p < 0.001). For the SA sample, this moderated mediation model was not
significant, as indicated by an index of moderated mediation that was not significantly
different from zero at the significance level α = 0.05 (coefficient b = 0.000, bSE = 0.004, 95%
bCI = (−0.008, 0.009)). Additionally, as can be seen in Table 3, the interaction term in this
model is not significant (b = −0.002, bSE = 0.009, 95% bCI = (−0.020, 0.015)), indicating that,
for the SA adolescents, the effect of family adversity on conduct problems through family
caregiving resources is not contingent on peer support. The only two significant effects
in this model are the direct effect of family adversity on family caregiving (b = −0.454,
bSE = 0.146, 95% bCI = (−0.743, −0.172)), and conduct problems (b = 0.429, bSE = 0.099,
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95% bCI = (0.236, 0.628)). In line with the study hypotheses, these effects indicate that,
independent of peer support, family adversity significantly negatively impacts caregiving
s, as well as the behavior of SA adolescents.

3.3. Model 2
3.3.1. Canada

The robust full moderated mediation model, in which the effect of family adversity on
adolescent conduct problems through family caregiving was modeled to be conditional
on appreciation for community traditions, explained 28.3% of the variance in conduct
problems for CA adolescents (F(6223) = 13.893, p < 0.001). Contrary to the study hypotheses,
for the CA sample, this moderated mediation model was not significant, as indicated by
an index of moderated mediation that was not significantly different from zero at the
significance level α = 0.05 (coefficient b = −0.072, bSE = 0.067, 95% bCI = [−0.200, 0.065]).
Additionally, as can be seen in the first portion of Table 4, the interaction term in this model
is not significant (b = 0.064, bSE = 0.060, 95% bCI = (−0.054, 0.182)), indicating that, for
the CA adolescents, the effect of family adversity on conduct problems through family
caregiving resources is not contingent on their appreciation for community traditions. The
only two significant effects in this model are the direct effects of family adversity on family
caregiving (b = −1.136, bSE = 0.214, 95% bCI = [−1.557, −0.714]) and conduct problems
(b = 0.943, bSE = 0.220, 95% bCI = [0.509, 1.378]). As hypothesized, these effects indicate
that, independent of appreciation for community traditions, family adversity significantly
negatively impacts caregiving, as well as the behavior of CA adolescents.

Table 4. Model coefficients for Model 2 in Figure 1.

Canada

Family Caregiving (M) Conduct problem (Y)

Coeff b bSE (b) 95% bCI (b) Coeff b bSE (b) 95% bCI (b)

Constant 22.788 4.525 [13.871, 31.705] * 10.419 5.352 [−0.129, 20.966]
Family adversity (X) −1.136 0.214 [−1.557, −0.714] * 0.943 0.220 [0.509, 1.378] *

Family caregiving (M) - - - −0.265 0.166 [−0.593, 0.063]
AfCT (W) - - - −1.589 1.407 [−4.361, 1.184]

M x W (interaction) - - - 0.064 0.060 [−0.054, 0.182]
Age (covariate 1) 0.040 0.274 [−0.500, 0.581] 0.037 0.227 [−0.410, 0.485]
Sex (covariate 2) 0.612 0.717 [−0.800, 2.024] 1.657 0.510 [0.652, 2.661] *

R2 = 0.164
F(3226) = 10.708, p < 0.001

R2 = 0.283
F(6223) = 8.637, p < 0.001

South Africa

Family Caregiving (M) Conduct problem (Y)

Coeff b bSE (b) 95% bCI (b) Coeff b bSE (b) 95% bCI (b)

Constant 22.479 3.142 [16.303, 28.655] * 4.178 2.061 [0.127, 8.230] *
Family adversity (X) −0.454 0.148 [−0.744, −0.163] * 0.451 0.105 [0.244, 0.658] *

Family caregiving (M) - - - 0.082 0.043 [−0.002, 0.167]
AfCT (W) - - - 1.320 0.454 [0.426, 2.213] *

M x W (interaction) - - - −0.063 0.019 [−0.101, −0.024] *
Age (covariate 1) 0.079 0.198 [−0.314, 0.458] −0.111 0.119 [−0.345, 0.123]
Sex (covariate 2) −0.134 0.469 [−1.056, 0.782] 2.682 0.346 [2.001, 3.363] *

R2 = 0.023
F(3417) = 3.212, p = 0.02

R2 = 0.217
F(6414) = 13.494, p < 0.001

Note. CA sample (n = 230). SA sample (n = 421). No missing data. AfCT = Appreciation for Community Traditions.
* Significant bCI.
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3.3.2. South Africa

The robust full moderated mediation model, in which the effect of family adversity on
adolescent conduct problems through family caregiving was modeled to be conditional
on appreciation for community traditions, explained 21.7% of the variance in conduct
problems for SA adolescents (F(6414) = 13.494, p < 0.001). In this model, the index of
moderated mediation is significantly different from zero at the significance level α = 0.05,
indicating that the mediation tested in the model is indeed moderated, or that the indirect
effect of family adversity on adolescent conduct problems through family caregiving is
dependent on the strength of adolescents’ appreciation for their community’s traditions
(coefficient b = 0.028, bSE = 0.013, 95% bCI = (0.008, 0.057)).

As can be seen in Table 4, the first equation of Model 2 reflects what was found
in Model 1: family adversity has a significant negative impact on family caregiving, so
that SA adolescents who experience a greater number of family adversities tend to report
less positive family caregiving (b = −0.454, bSE = 0.148, 95% bCI = (−0.744, −0.163)).
Additionally, as hypothesized, the effect of family caregiving on conduct problems is
contingent on appreciation for community traditions, as evidenced by the statistically
significant interaction between M and W in the model of Y (b = −0.063, bSE = 0.019, 95%
bCI = (−0.101, −0.024)).

Contrary to what was hypothesized, in this model, the conditional indirect effect of
family adversity on adolescent conduct problems through family caregiving (conditioned
on appreciation for community traditions) is negative for low values of appreciation for
community traditions, and positive for moderate and high values of appreciation for
community traditions, as well as being significant for high values of collective identity
(i.e., at and above 3), as indicated by the 95% bCI of the indirect effect when collective
identity is equal to 3 (b = 0.048, bSE = 0.024, 95% bCI = (0.009, 0.104)) and 4 (b = 0.076,
bSE = 0.035, 95% bCI = (0.020, 0.157)). That is, there is no significant effect of family
adversity on conduct problems through family caregiving for low levels of appreciation
for community traditions, while there is a significant positive effect at moderate and high
levels of appreciation for community traditions at and above the value of 3, as indicated by
the significant region identified using bCIs showed in Figure 3. Thus, in line with the study
hypotheses, family adversity significantly increases the likelihood that SA adolescents will
experience conduct problems by disrupting the caregiving they receive within their family;
however, contrary to what it was expected, this effect is amplified for SA adolescents with
a greater appreciation for their community’s traditions.

Similar to what was found in Model 1, in this model the direct effect of family ad-
versity on externalizing difficulties is positive and significant (b = 0.451, bSE = 0.105,
95% bCI = [0.244, 0.658]). Therefore, two SA adolescents who differ by one adverse family
event, but have the same family caregiving and appreciation for community traditions, are
estimated to differ by 0.451 units in conduct problems, with the adolescent experiencing
more family adversity estimated to present significantly more behavioral problems. Hence,
in line with the study hypotheses, family adversity significantly increases the likelihood
that SA adolescents will experience conduct difficulties, independently from the support
they receive from their family and their appreciation for community traditions.

Figure 3 displays a visual representation of the conditional indirect and the direct
effect of family adversity on adolescent conduct problems, with the indirect effect operating
through family caregiving. Additionally, this figure shows the levels of appreciation for
community traditions at which this indirect effect is statistically significant, by including
the region of significance generated using bCIs (i.e., the blue region to the right of the blue
line, or at and above values of collective identity equal to 3).
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4. Discussion

To better understand how family adversity impacts adolescent mental health in a
majority and minority world context, two moderated mediation models were tested. The
models were applied to survey data generated by adolescent RYSE participants who were
purposively sampled from two oil-and-gas industry-dependent communities in CA and
SA experiencing economic downturn. The SA community was additionally challenged by
regular protests and related violence, as well as gangsterism [83]. Although the nature of
the sample limits generalizability (especially to clinical adolescent populations), the results
redress the relative inattention to the mental health resilience of majority world adolescents,
and direct attention to how contextual dynamics play into risk and resilience.

Three hypotheses (two context independent; one context dependent) informed the
moderated mediation analyses. The first context independent hypothesis theorized that
being exposed to fewer family adverse events would protect both CA and SA adolescents
against conduct problems, because they had access to quality caregiving. Indeed, the results
of Model 1 for CA and Model 2 for SA showed that greater exposure to family adversity
significantly increased adolescent risk of reporting conduct problems, by significantly
decreasing the likelihood of adolescents reporting caregiving resources that promote and
protect positive developmental outcomes. These results reinforce the criticality of caregiv-
ing resources to the mental health resilience of adolescents in the majority and minority
world [15,35,90], including when these adolescents are exposed to family adversity. They
also direct attention to the importance of protecting the indirect pathways of adolescent
resilience. Put differently, they are a reminder that protecting adolescent mental health will
require protecting the health and wellbeing of their caregivers [91]. The SA study by Casale
et al. [72] is a case in point: it showed a significant association between caregiver health,
caregiver access to social support, and lower levels of adolescent conduct difficulties.

The second hypothesis, which was also context independent, anticipated that the
indirect effect of family adversity on adolescent conduct problems through family care-
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giving would be moderated by appreciation for community traditions. Specifically, it was
anticipated that for CA and SA RYSE participants with a stronger appreciation for commu-
nity traditions, the indirect effect of family adversity on conduct problems through family
caregiving would be attenuated. Certainly, pre-existing resilience studies had reported
positive effects when adolescents appreciate their community’s traditions [13,49–52,60],
albeit not exclusively in the context of family adversity. A strong appreciation for commu-
nity traditions did not buffer the negative effect of family adversity on CA adolescents’
conduct problems through family caregiving. This lack of buffering effect for CA RYSE
participants, who mostly self-identified as White, fits with earlier reports of cultural factors
(e.g., appreciation of community tradition) being poorly associated with the resilience of
visible majority youth in CA [52,92]. In the SA sample, however, a strong appreciation
for community traditions increased the indirect effect of family adversity on adolescent
conduct problems through family caregiving. In other words, compared to SA RYSE
participants who reported less appreciation for community traditions, having a stronger
appreciation for community traditions significantly increased the conduct disorder risk
of SA adolescents exposed to family adversity. This is, perhaps, not a surprising finding,
given the chronic structural constraints that overwhelm the SA RYSE site and the recurring
collective response involving violent protest and related lawlessness [83]. Indeed, the
SA RYSE site’s culture has been described as ‘protest culture’ [82]. Moreover, protest is
a recurring response across similarly constrained communities in SA [76]. In the context
of enduring structural violence, a community that champions resistance and repeatedly
embraces attitudes and behaviors that violate mainstream societal norms is potentially
more powerful than one that tolerates continued marginalization and inequity [43,76]. Still,
a strong appreciation for community traditions that endorse insurgent behaviors is unlikely
to attenuate conduct difficulties. Mental health advocates who work in similarly angry and
disenfranchised communities need to be cautious about promoting adolescent engagement
in community traditions as a way of coping with stresses in the family context. Further, this
unexpected positive effect of a strong appreciation for community traditions on conduct
problems among the SA RYSE participants should be interpreted as a reminder of the
social and structural determinants of mental illness, and the imperative of redressing those
determinants [93]. Overall, the results suggest that the potential for community traditions
to ameliorate conduct disorders in the face of family adversity should be viewed as relative
to community dynamics and/or racial/ethnic identity.

The third hypothesis, which was context dependent, theorized that the protective
value of peer support to adolescent conduct difficulties in the face of family adversity was
more likely to be realized for the CA sample than the SA one. Our skeptical regard for the
value of peer support to the SA sample’s mental health resilience related to peer support
having been positively and significantly associated with adolescent conduct problems
and other mental health difficulties when adolescents lived in a disordered or violent SA
neighborhood [71,73]. The results, which showed that high peer support protected only the
CA sample from the negative indirect impact that family adversity has on their behavior
through family caregiving, substantiated this context-dependent hypothesis. Given how
neighborhood dynamics play into the protective value of peer support [44–48,54], it is
plausible that the absence of significant protective effects for the SA sample was an artefact
of the social unrest and disorder that characterized the SA RYSE site [16,83]. While peer
support did not influence the impact of family adversity on SA RYSE participants’ conduct
disorders (as reported in Humm’s study [73]), its lack of significant protective effect for the
SA sample cautions against one-size-fits-all understandings of what informs adolescent
resilience [19,20]. Instead, it points to the salience of situational context; to which resources
matter for adolescent mental health resilience to family adversity.
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5. Limitations

It is important to acknowledge the hypotheses’ relatively narrow focus on caregiving,
peer support resources, and appreciation for community traditions, as well as related
limitations in understanding how biological, psychological, and ecological systems play
into adolescent mental health resilience to family adversity [19]. In addition, while re-
searchers are encouraged not to consider 0.70 as the gold standard for reliability [94],
the reliabilities of the family adversity and conduct problems measures were low for SA.
Additionally, the RYSE participants were recruited through purposeful sampling, rather
than random sampling, and, therefore, they represent a subgroup of adolescents that may
not be representative of the general adolescent population in majority and minority world
contexts. Further, the data used for this analysis were cross-sectional; therefore, the order of
antecedent and consequent variables tested in the estimated models could be questioned.

We used a single item to measure appreciation for community traditions. While a
growing body of literature advocates for the acceptability of single-item measures [95–97],
it is possible that a multi-item measure of young people’s engagement with/appreciation
for community traditions would have prompted different insights. Additionally, the survey
methodology did not allow insight into what the community traditions were or whether
they fomented behaviours associated with conduct disorders.

The moderated mediation effects identified in this analysis should be replicated using
longitudinal research designs that recruit large population-based samples of adolescents
from majority and minority world contexts, and more comprehensive assessments of
family adversity that include, for example, its frequency and impact on adolescent mental
health. Additional covariates could also be entered into these analyses. Such future studies
should also assess the quality of peer support (i.e., prosocial vs. antisocial peers) and use
multiple-item measures to assess other resilience-enablers and their value in context. Ideally,
follow-up studies should use mixed methods to better understand resilience-enablers in a
given context at a specific point in time.

6. Conclusions

Notwithstanding the limitations, the research hypotheses informing this article can
be used to design formal and informal interventions. Taken together, the results refute
mono-systemic (e.g., adolescent or family focused) and contextually neutral explanations
of adolescent mental health resilience when adolescents have experienced family adversity.
Specifically, there is a need to add resources at multiple systemic levels; for example, by
targeting the quality of peer supports, caregiving, and the potential for a young person
to feel engaged with their community and appreciate their community’s traditions. In
general, our findings echo previous research, in that there is value to considering the
impact of each of these dimensions of an adolescent’s life, and that each can significantly
ameliorate the effects of family adversity on mental health, provided these resources have
contextual protective value [19]. Herein lies the challenge. There is a need to consider the
differential impact [98] of various types of resources in a young person’s life and whether
these resources are relevant. Prevention and intervention programs, targeting adolescent
conduct problems, will be most successful if they are context specific and simultaneously
address multiple systemic influences at the level of the individual, family, and community.
What an adolescent in CA needs to overcome a difficult past will look quite different than a
young person in SA, where the community risk factors reflect different social conditions.
There, are however, also similarities across countries. Informed by our findings, we suggest
that in both majority and minority world contexts adolescent mental health resilience to
family adversity can be facilitated by increasing caregiver access to social support [72,91].
In minority world contexts, though, such as CA, encouraging better peer relationships
and closer contact with an adolescent’s community, through initiatives such as mentoring
programs or opportunities for a young person to contribute meaningfully through volunteer
or paid activities, may be beneficial. Such benefits, though, are unlikely to be realized
for youth in a country such as SA. Therefore, our research provides a cautionary note for
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program developers. In contexts where there is social injustice, and peer relationships
are likely to lead to resistance to social norms, or where community involvement may
manifest as participation in social unrest, those intervening to help young people will need
to consider how a protective factor functions, and what resilience-promoting behaviour
looks like. Where we see conduct disorder in a more orderly society, such as CA, that same
pattern of conduct disorder may be associated with a search by young people to exercise
their human rights or seek the means to meet their basic needs in a country such as SA,
where public institutions are struggling to meet people’s needs. By thinking of resilience
multisystemically, there is greater likelihood of identifying the best protective factors that
best fit a specific context [43].
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Abstract: Young adults with a history of out-of-home care report poorer mental health and life
satisfaction compared to non-care-experienced peers. Social support is a known protective factor
for mental health. There is limited evidence, however, on the relationship between sources (e.g.,
family members) and types (e.g., information) of social support and mental health symptoms and life
satisfaction in this population. Reporting cross-sectional survey data from 215 young adults aged
18–22 years with a history of out-of-home care, the current study conducted descriptive, bivariate,
and linear regression analysis to examine the different sources and types of support young adults
receive and their relation to mental health symptoms and life satisfaction. Participants had high levels
of support from family members, friends, and other adults. Most participants had informational
support, but less than half had consistent material support. Regression analyses demonstrated
that having enough informational and material support were associated with fewer mental health
symptoms. Having family support and material support were associated with greater life satisfaction.
Further longitudinal research is needed to understand the trajectory between social supports and
mental health functioning and life satisfaction.

Keywords: adolescent; young adult; foster care; social support; relationships; mental health; wellbeing;
life satisfaction

1. Introduction

The mental health and life satisfaction of young adults with a history of out-of-home
care is a public health priority. Rates of mental illness are high for adolescents in foster
care (>50%), with diagnoses of major depression and other mood disorders being the
most prevalent [1]. Systematic reviews have reported that children in out-of-home care
present with higher levels of psychopathology when compared to a community of matched
samples [2]. A UK longitudinal study found that individuals had excess mortality in
adulthood up to 42 years after reporting foster care and/or residential care status in the
national census [3]. This increased risk was attributed to non-natural causes of self-harm,
accidents, and other mental health and behavioral factors. Children and young people who
have foster care experience have also reported lower rates of subjective wellbeing than
those who have never been removed from their homes of origin [4].

Evidence exploring trajectories of symptoms of poor mental health and life satisfaction
indicate that key risk factors often originate with early exposure to maltreatment [5–7],
which is frequently the reported reason for care entry. The impact of the care experience,
especially the type of care placement, in mitigating or increasing mental health problems is
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not yet fully understood [8]. Development of mental health problems in childhood and
adolescence can continue into later life [9], although there is also evidence of stabilization
in positive behavioral adjustment [10]. Mental health problems are also associated with
a range of other adverse outcomes, notably lower levels of educational attainment and
engagement [11,12].

Social support is a well-established protective factor for mental health and life satisfac-
tion; adolescents and young adults with high levels of perceived social support tend to have
lower levels of mental illness (specifically depression and anxiety) than their peers [13,14].
Social support can be understood as the perceived or received assistance that an individual
has from other people [15]. It is a multi-dimensional construct that can encompass different
types of assistance [16,17]. This can include informational, instructional, emotional, instru-
mental, and advocacy [18], although research often focuses on informational (e.g., advice),
material (e.g., tangible), and emotional (e.g., esteem, affection and belonging) supports [19].

Young adults in out-of-home care tend to experience a paucity of all types of sup-
port [20,21]. Evidence from the California Youth Transitions to Adulthood Study (CalY-
OUTH) indicated that among 19-year-old individuals in foster care, 40% stated that they
did not have enough people to turn to for emotional support, nearly half did not have
enough people to provide material support, and more than 30% did not have enough
people to give them advice and guidance [22].

Where available, support may be derived from a range of sources. In the general
population, support from family members is often described as important for positive
mental health [18,23]. Similar evidence has been reported for individuals with out-of-home
care experience [24]. Equally, research with care leavers indicates that a lack of family
support adversely affects life satisfaction [25]. Analysis of the National Survey on Child
and Adolescent Well-Being II (NSCAW), a nationally representative longitudinal survey of
children and families who have been investigated by Child Protective Services in the United
States, found that having current contact with birth mothers and fathers was associated
with fewer mental health symptoms [26]. However, minimal research has explored the
types of support offered by family members. A recent systematic review recognizes that
few studies have identified the types of support provided by birth parents, and the benefits
that may emerge from the range of support offered [27].

Other family members may also be important to young adults with a history of
care. Recent research has found that having positive relationships with foster parents
is associated with higher levels of life satisfaction [28]. Despite more limited research
evidence, there are also potentially important considerations regarding the impact of sibling
relationships and supports. Sibling co-placement, and having the opportunity to sustain a
relationship, is reported to be a protective factor for a range of mental health and wellbeing
outcomes [29]. Meanwhile, sibling separation and a lack of a supportive relationship are
considered to impede development and negatively impact mental health [29].

Although family members may be an important source of support, youth who have
been in out-of-home care are less likely than their same-aged peers in the general population
to receive support from their biological parents [30]. Qualitative research has suggested
that children and adolescents in foster care can find it challenging to maintain positive
relationships with their birth families [31–33]. As such, they often draw upon a wide range
of other social supports, such as peers, teachers, and social care professionals [19,22,34–37].
These relationships are also found to be largely protective of mental health and life satisfac-
tion. One qualitative study conducted with youth with histories of foster care involvement
explored the role of natural adult mentors in supporting mental health during their tran-
sition to adulthood, recognizing the importance of consistent, mutual, and empathetic
relationships that offer emotional, informational, and material support [19]. However, there
has been limited consideration of how these other sources of support compare to family
support in terms of being a protective factor for mental health and life satisfaction.

While there is an emerging evidence base on the association between different social
supports, mental health, and life satisfaction for young adults with a history of out-of-home
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care, several gaps need to be addressed. First, there are few studies that report both the
range of sources (e.g., family or other adult) and types (e.g., informational or material) of
social supports. Second, the relative contribution of different sources and types of social
support in protecting mental health and life satisfaction is not clear, and there is a need to
further understand how different forms of assistance are associated with outcomes over
and above other forms of social supports.

Research Questions

The current study explores the sources and types of social support among young
adults (ages 18–22 years) with a history of out-of-home care. The study further examines
the extent to which these social supports are associated with mental health symptoms and
life satisfaction.

Specifically, this exploratory study addresses the following research questions:

1. Who and what are the sources and types of social support for young adults with a
history of out-of-home care?

2. What are the bivariate relationships between different sources/types of social supports
and current mental health symptoms and life satisfaction?

3. Are certain sources or types of social support associated with fewer mental health
symptoms and life satisfaction over and above other sources/types of social support
and relevant control variables?

2. Materials and Methods

The present study reports cross-sectional analysis of data from the longitudinal Foster-
ing Healthy Futures (FHF) study, which was conducted in the United States.

2.1. Study Participants

The study includes data from eight cohorts of youth enrolled in the FHF intervention
between 2002 and 2009. Participants were eligible for the study if they met the following
inclusion criteria at baseline: (1) aged 9–11 years old; (2) had been placed in out-of-home
care in the previous year by a participating county child welfare department; and (3) were
living in out-of-home care at the time of the baseline interview.

For the current study, 243 young adults from the original FHF study who were between
ages 18 to 22 years old were recruited to complete a long-term follow-up survey. The survey
was completed an average of 9.4 years after the participants’ baseline survey. Of the 243 indi-
viduals recruited, 215 (88.5%) were located and consented to be interviewed. 7 participants
declined the interview, 8 aged out of eligibility, and 13 could not be located or recruited.

About half (47.9%) of study participants identified as female. Participants’ mean
age was 19.5 years old (SD = 0.94). For race and ethnicity, 54.0% self-identified as Lat-
inx/Hispanic, 48.8% as White, 28.8% as American Indian, and 27.4% as Black. Participants
had the option to identify more than one racial/ethnic category. More than a third (35.8%)
of the participants were currently living in their own place; 18.1% were living with one or
more biological parents; 15.8% were living in a relative’s home; 15.8% were living in the
home of another adult (i.e., adoptive parent, family friend, and significant other’s parent);
and the remainder were unhoused or living in a shelter, group home, treatment facility,
college dorm, or prison.

2.2. Procedures

The protocol was approved by the Institutional Review Board and participants pro-
vided written consent for their participation. Most interviews took place in a face-to-face
interview format (or by telephone when participants lived too far) and interview questions
were read aloud by graduate student research assistants. Participants were compensated
US $100 for completing an interview.
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2.3. Measures
2.3.1. Social Support (Independent Variables)

Questions from the Jim Casey Youth Opportunities Initiative survey were used to
assess current sources and types of social support.

Sources of social support: Three questions were asked about the presence/absence of
three groups of supportive persons (adult family members, good friends, and other adults)
in their lives. Example: ‘Is there an adult in your family (not a spouse or significant other)
that you will always be able to turn to for support (for example, to help you with a problem,
to listen when you’re upset)?’ Each of the three questions had a binary response option
of yes = 1 or no = 0. When participants responded “yes” to family support, follow-up
questions included: Which one adult family member do you turn to most often?; How
often do you see or communicate with this adult family member?; and How much can
you count on this adult family member to provide you with the support you need? When
participants responded “yes” to friend support, follow-up questions included: How many
friends do you have that you can count on for support?; and How much can you count on
these friends to provide you with the support you need? When participants responded
“yes” to other adult support, follow-up questions included: Which one adult other than a
family member do you turn to most often?; How often do you see or communicate with
this person?; and How much can you count on this person to provide you with the support
you need?

Types of social support: Two questions were used to assess the types of support
available to participants: When you need someone to give you good advice about a
crisis are there . . . ?; and When you need someone to loan you money in an emergency,
are there . . . ? These two types of supports were classified as informational and material
support, respectively. Each of the two questions had three response options of: enough
people you can count on; too few people you can count on; and no one you can count on.
The three response options were dichotomized into a composite variable of enough people
you can count on = 1 vs. too few people or no one = 0.

2.3.2. Mental Health Symptoms and Life Satisfaction (Dependent Variables)

Mental health symptoms: The K6 Scale was used to assess mental health symptoms. It
is a six-item measure of serious mental illness and was developed with support from the U.S.
Government’s National Center for Health Statistics for use in the redesigned U.S. National
Health Interview Study [38]. The scale was designed to be sensitive to nonspecific distress
to maximize the ability to discriminate cases of serious mental illness from non-cases. The
K6 demonstrated high internal consistency and reliability across different demographic
groups (Cronbach’s α in current study = 0.86). Each of the six items (e.g., During the past
30 days, about how often did you feel nervous? How often did you feel so depressed that
nothing could cheer you up?) are rated by the respondent on a five-point scale from None
of the time = 0 to All of the time = 4. A mean score was calculated, resulting in participant
scores that ranged from 0–3.33 (M = 1.03, SD = 0.87). This measure was not administered to
the first 22 participants in the study and therefore n = 193 in analyses using this variable.

Life satisfaction: Life satisfaction was assessed with one item from the project-modified
Delighted-Terrible Scale [39]: ‘And last, a very general question, how do you feel about
your life as a whole?’ The question had a 1–5 scale response option, with 1 = mostly
unhappy and 5 = mostly happy (M = 4.33, SD = 0.98).

2.3.3. Control Variables

Gender: Since source, type, and amount of support may differ by gender, this variable
(operationalized as female = 0; and male = 1) was included in analyses [40].

Living history: Participants provided information regarding their living situation that
included whether they had ever reunified with their birth parents (45.2%), lived with kin
(87.9%), lived in non-relative foster care (75.8%), lived in a congregate care setting (52.6%),
been adopted (27.2%), and/or emancipated from care (26.5%). All living history variables
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were independently coded (not experienced = 0 or experienced = 1), so participants could
endorse multiple living experiences.

Mental health diagnosis: Participants were asked ‘Have you ever received a mental
health diagnosis?’ The question had a binary response option of no = 0 or yes = 1. About a
third (31.8%) reported having a mental health diagnosis at some point in their lives.

2.4. Analysis

The analytic strategy included three steps. First, descriptive analyses were conducted
to summarize the characteristics of study participants and the source and types of social
supports they received. Second, bivariate analyses (i.e., independent samples t-test) were
performed to examine the unadjusted associations between independent variables (i.e.,
sources/types of social support), dependent variables (i.e., mental health symptoms and
life satisfaction), and control variables. Finally, separate multiple linear regression analyses
were conducted for mental health symptoms and life satisfaction. All independent and
control variables that were significant in the bivariate analyses were simultaneously entered
into the regression model to examine the adjusted associations between each independent
variable and dependent variable while controlling for one another (i.e., a forward-selection
model building approach).

Notably, although a data-driven criterion was used to build the final regression models,
all variables in the current study were selected for inclusion based on a previous research or
the researchers’ professional and lived experience with child welfare-involved populations.
A sensitivity analysis was also performed to assess the robustness of our results to different
data-driven model building strategies; this involved repeating our regression analyses
using a backward selection model building approach, which produced the same pattern
of statistically significant and non-significant associations (not included but available
from the first author upon request). An alpha level of p < 0.05 was used to determine
statistical significance, with p < 0.10 indicating a statistical trend; statistical trends were
given consideration because of the limited research in this subject domain and our related
concerns about Type 2 errors. p-values were used in a descriptive manner. Analysis was
conducted in SPSS Version 25.

3. Results
3.1. Sources and Types of Social Supports

Descriptive statistics for participants’ sources of support, frequency of communication,
and reliability of support are presented in Table 1. For family support, almost all of the
participants reported having an adult family member that they could turn to for support.
When asked which one family member they turn to most often, a third selected a birth
parent and a third selected an extended family member. The remaining options, reported in
order of frequency, were: adult siblings; adoptive family; foster family; legal guardian; and
other. A quarter of participants lived with the named family member, a third communicated
with the family member every day, and a fifth communicated with them two to five times
per week. Almost two-thirds of participants reported that they could “always” count on
this family member to provide the support needed, with an additional third of participants
reporting that they could count on this family member most of the time.

For friendship-based support, three-quarters of participants said that they had good
friends whom they could turn to for support. Almost three quarters had one to four friends,
while a fifth selected having five to nine friends. Almost half of participants stated that
they could always count on their friends, while two-fifths selected being able to count on
them most of the time. For other adult support, over half of participants stated they had
a non-family adult to turn to for support when they needed it. When asked which adult
they relied on, a quarter reported being able to rely on a family friend/neighbor and a fifth
selected a work colleague. The remaining options, reported in order of frequency, were:
teacher/coach; non-relative mentor; adult from faith-based community; caseworker; staff
person from residential facility or group home; lawyer; and other. A third of participants
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stated they communicated with this adult almost every day, a third had contact two to five
times per week, and a third reported being in touch once a month to once a week. In total,
half of participants said they could always count on this non-family adult, while a third
said they could count on them most of the time.

Table 1. Description of Source and Types of Social Supports (n = 215).

Number (n) Percentage (%)

Family Support
Availability of Familial Adults

Yes 189/214 88.3
Birth parent 65/188 34.6

Extended family member 65/188 34.6
Adult sibling 27/188 14.4

Adoptive family member 21/188 11.2
Foster family member 5/188 2.7

Legal guardian 2/188 1.1
Other 3/188 1.6

Frequency of Communication with Familial Support
Lives with family member 51/188 27.1

Almost everyday 62/188 33.0
Less than 2–5 times per week 41/188 21.8

Once per month to once per week 30/188 16.0
Once per year to every few months 3/188 1.6

Less than once per year 1/188 0.5
Reliability of Support

Always 113/188 60.1
Most of the time 55/188 29.3

Sometimes 18/188 9.6
Not very often 2/188 1.1
Friend Support

Availability of Friends
Yes 163/215 75.8

Number of good friends
1–4 friends 117/163 71.8
5–9 friends 34/163 20.8
10+ friends 12/163 7.3

Reliability of Support
Always 75/163 46.0

Most of the time 68/163 41.7
Sometimes 17/163 10.4

Not very often 3/163 1.8
Other Adult Support

Availability of Other Adults
Yes 117/215 54.4

Source of Other Adult Support
Family friend/neighbor 31/117 26.5

Work colleague 25/117 21.4
Teacher/coach 17/117 14.5

Non-relative mentor 8/117 6.8
Adult from faith-based community 5/117 4.3

Caseworker 3/117 2.6
Staff from residential home 3/117 2.6

Lawyer 1/117 0.9
Other 24/117 20.5

Frequency of Communication with Adult Support
Almost everyday 35/117 29.9

Less than 2–5 times per week 25/117 21.4
Once per month to once per week 39/117 33.3

Once per year to every few months 15/117 12.8
Less than once per year 3/117 2.6
Reliability of Support

Always 60/117 51.3
Most of the time 40/117 34.2

Sometimes 16/117 13.7
Not very often 1/117 0.9

Types of Support
Informational (i.e., Advice)

Enough people 156/215 72.6
Too few people/No one 59/215 27.4

Material (i.e., Money)
Enough people 103/215 47.9

Too few people/No one 112/215 52.1

Participants indicated the availability of informational support (e.g., someone to give
good advice about a crisis) and material support (e.g., someone to loan money in an
emergency) (Table 1). Almost three-quarters of participants stated they had enough people
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to count on for informational support. Less than half of participants selected having enough
people for material support.

3.2. Bivariate Associations between Source and Type of Social Support, Mental Health Symptoms
and Life Satisfaction

T-tests were used to explore the unadjusted associations between different sources
and types of social support, mental health symptoms, and life satisfaction. Participants
who had adult family members to turn for advice and support had fewer mental health
symptoms (t = −3.9; p < 0.001) and higher life satisfaction (t = 2.9; p < 0.01). Having good
friends was associated with fewer mental health symptoms (t = −2.5; p = 0.01), but not
life satisfaction. Having another adult to turn to for advice and support was not related
to mental health symptoms, but there was a trend towards it being related to higher life
satisfaction (t = 1.7, p = 0.09).

Those who reported having enough people for informational support (namely those
who provide good advice) had fewer mental health symptoms (t = −5.6, p < 0.001) and
higher life satisfaction (t = 3.1, p = 0.002). Similarly, participants who reported having
enough material support (i.e., people available to loan them money), had fewer mental
health symptoms (t = −5.6, p < 0.001) and higher life satisfaction (t = 4.7, p < 0.001). In terms
of the control variables, males had higher life satisfaction than females (t = 2.7, p = 0.007).
Having a mental health diagnosis was related to more mental health symptoms (t = −3.1,
p = 0.002) and lower quality of life (t = −3.6, p < 0.001). Experiencing non-relative foster
care, adoption, congregate care, or living with kin were all unrelated to the dependent
variables and were therefore not included as covariates in the multiple regression models.

3.3. Multiple Regression Models for Mental Health Symptoms and Life Satisfaction

Regression analyses were used to determine whether each source/type of social
support was associated with mental health symptoms and life satisfaction over and above
other support and control variables in the model (see Table 2). In the mental health
symptoms model (n = 190), significant variables included: having enough people to give
informational support (b = −0.40, p = 0.008); having enough people to give material support
(b = −0.33, p = 0.013); and having a mental health diagnosis (b = 0.31, p = 0.014). Specifically,
having enough informational and material support was associated with fewer mental
health symptoms, whereas having a mental health diagnosis was associated with more
mental health symptoms. There was a statistical trend (p = 0.08) for having a family member
to turn to for support, which was associated with fewer mental health symptoms. The
following variables were unrelated to mental health symptoms: having friends for support,
having other adults for support, gender, and a history of emancipation or reunification.

Table 2. Linear Multiple Regression Analysis of Mental Health Symptoms and Life Satisfaction.

Mental Health Symptoms Life Satisfaction

b SE p-Value b SE p-Value

Source of Support
Familial Adults −0.366 † 0.205 0.076 0.647 ** 0.220 0.004

Friends −0.147 0.139 0.292 0.010 0.153 0.949
Other Adults 0.074 0.116 0.521 0.138 0.127 0.276

Type of Support
Informational (i.e., Advice) −0.399 ** 0.148 0.008 0.013 0.163 0.935

Material (i.e., Money) −0.334 * 0.133 0.013 0.361 * 0.147 0.015
Control Variables

Gender −0.119 0.118 0.316 0.315 * 0.130 0.016
Emancipation 0.046 0.141 0.745 0.144 0.155 0.353

Reunified 0.119 0.120 0.326 −0.016 0.133 0.903
Mental Health Diagnosis 0.308 * 0.124 0.014 −0.365 ** 0.136 0.008

Model Fit
Adjusted R2 Value 0.211 0.175

† p < 0.10; * p < 0.05; ** p < 0.01.
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In the life satisfaction model (n = 197), significant variables included: having a family
member to turn to for support (b = 0.65, p = 0.004); having enough people for material
support (b = 0.361, p = 0.015); having a mental health diagnosis (b = −0.37, p = 0.008); and
gender (b = 0.32, p = 0.016). Specifically, having enough informational and material support
was associated with higher life satisfaction, whereas having a mental health diagnosis
was associated with lower life satisfaction. Males had higher life satisfaction than females.
The following variables were unrelated to life satisfaction: having enough people to give
informational support; having friends for support; having other adults for support; and a
history of emancipation or reunification.

4. Discussion
4.1. Results

The present study examined the different sources and types of social supports available
to young adults in out-of-home care. It further explored the extent to which these supports
are associated with mental health symptoms and life satisfaction. Participants reported
having a high number of social supports available to them, which included family members,
good friends, and other adults. The majority of participants maintained that they could
almost always or always count on family members and friends. This high prevalence of
support availability runs counter to much of the existing evidence-base, which indicates
that this population experiences a paucity of supports [20–22]. However, it does resonate
with findings from other studies, which suggest that care-experienced young people derive
support from a range of different sources [19,22,34–37].

A central finding from the study, and as reported in the wider evidence-base, is the
protective role of family members for mental health and life satisfaction [24–26,41]. The
availability of support from an adult family member was associated with fewer mental
health symptoms and higher life satisfaction. Moreover, this support was related to life
satisfaction over and above other types and sources of support. Notably, when identifying
the specific family member, they are most likely to turn to for support, a third of participants
cited a birth parent. Given the complexity of relationships that individuals in care can have
with their biological parents [31–33], and the fact that they are less likely to receive parental
support than peers in the general population [30], it is important to recognize the potential
need for biological families to be integrated into young adults’ supportive social networks.
However, there are risks of integration that need to be carefully attended to, such as the
potential for trauma rearousal [42,43].

Non-family relationships were also considered vital to mental health and life satisfac-
tion. Having good friends for support was associated with fewer mental health symptoms.
Having a non-family adult support person was non-significantly associated with greater
life satisfaction, although this association did not hold for mental health. Key adult support
figures cited by participants included family/friends and neighbors, work colleagues,
and teachers.

Despite the indication that participants had sources of support that could be counted
on, these sources were not necessarily dependable for all types of support. While almost
three quarters of participants maintained that they had access to informational support,
less than half felt they had enough people to count on for material support. This finding
aligns with results from the California Youth Transitions to Adulthood Study (CalYOUTH),
which indicated that informational support was the most readily available type of support,
but that material support was less frequent [22]. The present study similarly reports a lack
of material support, with almost half of young adults not having enough people to offer
this type of assistance. Both types of support were significantly associated with mental
health symptoms and life satisfaction over and above other variables. This indicates a
potential issue around young adults with out-of-home care experience not having access to
the full range of supports that are required for positive mental health and life satisfaction.
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4.2. Strengths and Limitations

The study has a number of key strengths. First, most prior research in this area has
examined the role of social support among care-leavers who have emancipated from foster
care. The current study’s sample consists of young adults with a range of living histories
and current living situations. Second, the study addresses a key evidence gap; it considers
both sources and types of social supports, which most research to date does not address
simultaneously. Third, through the regression models, the study was able to control for
potential confounding variables (e.g., gender, mental health diagnosis, and living history),
in the attempt to isolate the association of social supports and the outcomes of interest.

There are also a number of limitations that should be considered when interpreting
the results. First, this is a cross-sectional study. As such, the temporal ordering of social
supports, mental health symptoms, and life satisfaction is not known. Therefore, it is not
possible to infer if the sources and types of social support are a cause of any observed
relationships with mental health and life satisfaction. Second, while the study benefitted
from a high response rate, the sample size prevented further consideration of sources and
types of support by gender, race, ethnicity, living situation history, and other sub-groups. It
was also not possible to explore how support types differed by support source, and how
this was associated with mental health symptoms and life satisfaction. Third, while the
study considered both informational and material support, it did not consider additional
types of support explored in the extant evidence-base, such as emotional support. Fourth,
the study was reliant on self-report measurement, which may be subject to recall and
reporting bias. Fifth, the measurement of several key constructs was based on a single item.

4.3. Future Directions

The findings from this study provide a number of useful directions for research, policy,
and practice. In terms of research, the field would benefit from additional longitudinal
studies devoted to the health and wellbeing of adolescents and young adults with child
welfare experience. To date there is a wealth of longitudinal datasets that explore risk
and protective factors for mental health and life satisfaction in this population around
the world [44–48]. However, for the large part they have not reported analysis of the
relationships between/among sources and types of social supports and mental health
status. Such analyses could shed light on the importance of certain types of support in the
lives of young adults, particularly during the transition from care to independent adult-
hood. Further, there have been some strong early qualitative studies investigating social
support for youth transitioning from care [49]. It would be beneficial to conduct additional
qualitative research with this population to specifically investigate when different sources
and types of social supports are most useful across different developmental stages, and
how these supports may be related to mental health symptomatology and management.

At the policy level, there is a range of legislation and directives internationally that
can continue to foreground and prioritize high quality social supports. In the United States,
the Family First Prevention Services Act (FFPSA) was enacted in 2018 to keep youth with
their families/communities of origin and out of the foster care system by increasing access
to community psychiatric health and substance abuse services. Meanwhile, in the UK,
the Children and Social Work Act stipulates a relationship-based approach to social work
that fosters positive relationships, particularly between social workers and children [50].
Research evaluating the extent to which these policies have impacted perceived social
support in child welfare-involved youth would be valuable.

In terms of future social care practice in relation to young people, it is important to
provide opportunities to develop and sustain positive social relationships. In the USA, the
Fostering Connections to Success and Increasing Adoptions Act (Fostering Connections)
passed in 2008 includes a state requirement relating to social support: child welfare admin-
istrators must identify “relatives” (either biological or social) who can serve as supports
when youth are removed from their homes. Equally, guidance by the UK National Institute
for Health and Care Excellence (NICE) recommends that organizations, practitioners, and
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foster carers work to ensure that children and young people in care and leaving care have
nurturing relationships in order to reach their potential [51].

There are a number of interventions in this area, including those that support young
people’s fostering of positive connections with a range of individuals [52–54]. Furthermore,
there is a need for research, policy, and practice to understand how to best provide continu-
ity in social networks, potentially through support for placement stability and reunification
so that young adults can remain connected to their communities of origin [51].
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Abstract: Black adolescents in the United States have experienced an increase in suicidal thoughts and
behaviors (STBs). Since Black adolescents are overrepresented in the youth punishment system, more
research is needed to investigate correlates of STBs for this population. The purpose of this paper is to
explore and establish correlates of individual, family, and community risk and protective factors and
their relationship to lifetime STBs in a national sample of Black youth with arrest histories. Guided
by an intersectional eco-behavioral lens, we investigated individual, family and contextual risk and
protective factors for STBs among a national sample of justice-involved Black youth aged 12–17 with
a history of arrest (n = 513). We used logistic regression models to test risk and protective factors for
STBs. Among the sample, 9.78% endorsed suicidal ideation, and 7.17% endorsed a previous suicide
attempt. Further, gender (female) and depression severity were risk factors for STBs, while positive
parenting and religiosity were protective factors for STBs. School engagement was associated with
lower levels of suicidal ideation. The findings suggest suicide prevention and intervention efforts
should identify developmentally salient risk and protective factors to reduce mental health burden
associated with STBs and concurrent alleged law-breaking activity of Black youth.

Keywords: Black youth; suicide; positive parenting; arrests

1. Introduction

Suicide continues to be a significant public health issue and is the second leading
reason for death of adolescents and young adults in the United States [1]. A more recent
trend includes the increasing rate of suicidal behaviors among Black American youth [2].
In addition, suicide has sweeping consequences, impacting parents, caregivers, family
members and friends of those who attempt suicide or die by suicide [3]. The recent deaths
of Black young adults, including public figures such as Chelsie Kryst, former Miss America
winner, “Walking Dead” actor Moses Moseley, and Ian Alexander Jr. (son of Academy
Award-winning actress Regina King) all died by suicide within weeks of each other [4].
This rise in suicide deaths among young Black people has been described as a first-time
occurrence in history [4], and national trends indicate that although rates of suicidal
ideations and plans are decreasing, rates of suicide attempts are increasing among Black
adolescents [5–7]. Consequently, more research is needed to identify risk and protective
factors and other correlates of STBs among Black youth and young adults [8]. Accordingly,
the Congressional Black Caucus (CBC) established the Emergency Taskforce on Black Youth
Suicide and Mental Health and called for research to identify risk and protective factors
for STBs among Black youth in 2019 [9,10]. Moreover, the issue of suicide among Black
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youth, including males, overrepresented in the youth punishment system (stereotypical
terms such as “juvenile offenders” and “juvenile justice system” promote stigma, and some
use terms like “hypercriminalization” to describe the manner by which boys have been
stigmatized and labeled as deviant and criminal, so they have been deliberately changed to
“youth” and “youth punishment system” throughout this paper [11–15]), including youth
with criminal activity histories, is of even greater concern.

There are racial and ethnic differences in the immediate risk factors for suicide. Lee
and Wong [16] conducted a study with data from the National Death Reporting System
(NVDRS), and their findings suggest that white youth were more likely to have a mental
health diagnosis and treatment before suicide compared to other racial and ethnic groups.
They noted Black youth were less likely than other racial and ethnic groups to have
had a prior suicide attempt before their death, and to have had prior suicide ideation
when they were compared to white youth. Further, Black youth were more likely to
have a recent difficulty with law enforcement, which contributed to their death compared
to Native American youth. The concern becomes greater when the overrepresentation
of Black youth in the punishment system is considered even as arrest rates for young
people are at their lowest in 40 years, especially for boys [17]. Despite the presence of
national estimates of suicidal behavior (e.g., ideation, attempt and death by suicide) among
youth in the punishment system, it is imperative to focus on the role of STBs among this
population. The purpose of this paper is to explore and establish correlates of individual,
family, and community constructs and their relationship to lifetime suicidal thoughts and
behaviors in a national sample of Black youth with histories of involvement in the youth
punishment system.

1.1. Theoretical Framework—Intersectionality and Bio-Ecological Model

The context of suicide and its impact on developmental outcomes in the lives of
Black adolescents is becoming a common phenomenon. Intersectionality theory focuses
on how the experiences of marginalized people exist in multiple forms of interlocking
aspects of social oppressions and the toll they exert on people of color. The stress of trauma
creates cumulative disadvantage linked to barriers such as racism, sexism, and other
forms of oppression. Black adolescents, especially girls and young women, experience
multiple oppressions that reinforce each other creating new categories of suffering [18–20].
Their experiences are instead embedded within these identities that exist within multiple
environments with varying positions of influence. We use intersectionality as an organizing
framework to highlight the intersecting identities and the cumulative effect that impact the
health and mental health of Black adolescents [21,22]. As a result, it is important to take
an intersectional approach regarding suicide and its impact on both Black girls and boys
involved with the youth punishment system [23]. We also used a bio-ecological model to
frame this study to investigate suicide among Black youth [24] characterized by distinct and
intersecting risk and protective factors that contribute to their suicide risk [25]. Specifically,
we were interested in risk and protective factors at the individual level (depression severity,
substance use), the family level (the role of parenting), and the community level (the role
of school engagement, activities). This model is needed to inform both intervention and
prevention efforts to halt the spiking rates of Black youth suicide.

1.2. Depression, Substance Misuse and Suicidal Behavior

STBs are more common among youth in the punishment system versus those in
the general population [26], which is linked to risk factors that are common among this
population [26]. Scholars have noted that more than two-thirds of youth in detention
facilities have one or more mental and/or substance use disorders [27]. Similarly, youth on
probation (in the community with adjudicated cases by a judge) who reported STBs were
more likely to do so if they also reported mental health and substance misuse issues [28].
In studies of pre-adjudicated youth in the community (pre-adjudication occurs before
a judge reviews and settles a delinquency case), the prevalence of suicide attempts in
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the past month ranged between 1.4% to 2.9% [29–31], while lifetime attempts ranged
from 9.9% to 13.2% [30–32]. Other studies have noted variation in factors associated with
suicide for this population. Teplin et al. [27] noted that ACEs are also risk factors for
suicidality among youth with a history of arrest [33–36]. One study with adolescents
sent to the Florida Department of Juvenile Justice noted that reports of aggression and
impulsivity explained the reason why multiple adverse childhood experiences (ACEs)
that have been defined as the merging of “epidemiologic and neurobiological evidence
of the effects of childhood trauma” (e.g., physical or sexual abuse, neglect, exposure to
or witnessing violence, and parental or other family member who has been incarcerated)
were associated with an increased risk for suicide attempts [37]. Further, depression and
delinquency tend to be common and co-occurring symptoms among adolescents [38].
Although this co-occurrence predicts poorer mental health outcomes [39], it is uncertain
if it also predicts worse delinquency outcomes. Moreover, empirical work highlights the
severity of psychological distress of youth involved with the punishment system, but less is
known about Black youth in the community and the influence of individual and contextual
risk and protective factors and STBs.

1.3. Protective Factors for Suicidal Thoughts and Behavior

Scholars have identified religiosity as a protective factor for suicide, especially for
adults and Black people [40,41]. Specifically, religiosity is a multifaceted concept like ex-
ternal activities (i.e., attending church services) and internal resources (i.e., spiritual or
religious beliefs, coping and praying) [41,42]. High involvement in religious activities
and spiritual well-being are both protective factors that may be particularly pertinent
for Black youth and young adults, given that adolescence has been identified as a sen-
sitive period for spiritual development [43–47]. Few studies explore how religion and
spirituality relate to delinquency among Black youth, and even fewer studies explore the
relationship to delinquency among these youth, and even fewer explore the correlation
between religiosity and suicidality of justice-involved Black youth and young adults. Of
the published studies, existing evidence suggests that religiosity and spirituality indeed
play a protective role in the lives of Black youth against injurious behaviors, including
delinquency and suicidality [48–50]. A meta-analysis of 62 studies by Kelly et al. [51]
notes that religious involvement is inversely correlated with delinquent behaviors for both
Black and white youth. Cole-Lewis et al. [52] echoed these findings, indicating that lower
levels of suicidality were associated with organizational religiosity among Black and white
youth experiencing interpersonal problems. Although religion and spirituality have been
documented as protective factors against suicidality and delinquency for Black youth, it
is worth noting that the rigid ideals held within faith communities have hindered some
youth from seeking mental health services [53–56]. A focus group study of Black teens
experiencing depression noted a lack of information about mental illness shared within
religious institutions, as well as a heavy dependence upon prayer, a major cultural barrier
to treatment engagement [55].

Many youth enjoy both religious and school activities based on the benefits from their
participation, including those in their community. Specifically, youth who were able to
take advantage of having an outlet such as community centers and activities such as sports
or mentorship enjoy significant benefits [57]. For some youth, many problem behaviors
could be associated with social challenges if youth mimic adverse behaviors they may
witness at school or in the community if their delinquency is not curtailed [57,58], and
this may also include suicidal behavior. In addition, when Black youth are removed from
school and activities, they may view this as threatening to their identity, which could elicit
adverse responses—such as victimizing behaviors as well as other belligerent acts—to the
threat [59–61], while also increasing their contact with the youth punishment system.

Black families generally encourage stronger parent–child attachment [62,63], and
parental support is even more important when youth are troubled or experiencing chal-
lenges and struggles [62,64]. Parents and caregivers’ support provides a solid influence in
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their children’s lives [62,65]. Further, the health and mental health, and wellness of children
and youth’s parents and caregivers is an important factor in their overall functioning [62,66].
Specifically, when youth reported parental support such that they viewed the relationships
with their parents as affirmative, Black youth endorsed variations in reporting suicidal
ideations but not attempts [67]. Other studies of parent actions were positively associated
with the protective effects for STBs among youth of color, including Black youth [68]. For
example, in studies about parents and their child/ren’s education, the results also suggest a
protective role against STBs [69–71]. Consequently, there should be comprehensive efforts
to include the active involvement of parents, caregivers and family members to bolster
positive parent–child relationships as a buffer against the risk factors associated with STBs
for youth in the punishment system.

2. Current Study Aims and Hypotheses

Intersectionality theory and the bio-ecological model of human development, along
with prior research on Black youth and young adults with histories and STBs guide the
study aims and corresponding hypotheses. We aimed to identify risk and protective factors
spanning from individual (e.g., mental health diagnoses) to contextual (school-based or
family-based) factors (See Figure 1). Thus, we examined individual risk factors including
sex, socioeconomic status, depression and substance misuse, individual protective factors
(i.e., religiosity), and family (i.e., positive parenting), school (i.e., school engagement), and
community levels (youth involvement in activities). We examined all risk and protective
factors for three related outcomes: lifetime suicidal thoughts, lifetime suicidal plans, and
lifetime suicide attempts. It was important to differentiate between these three outcomes,
due to the consensus in the suicidology literature that the etiology and associated risk and
protective factors may be different for STBs.
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Figure 1. An Intersectional Bio-ecological Model of Black Youth Suicidal Thoughts and Behav-
iors (STBs).

Among the individual factors, we hypothesized that girls would have higher rates
of STBs, and that depression severity and substance misuse would also be associated
with higher rates of STBs. Among the contextual factors, we hypothesized that school
engagement, religiosity, participation in extracurricular activities, and positive parenting
would all lessen the odds of STBs.

3. Materials and Methods
3.1. Participants

Participants were Black youth aged 12–17 who participated in the National Survey on
Drug Use and Health (NSDUH) study from years 2014 to 2019 and who had prior history
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of arrest (n = 513). Of these youth, there were 31.38% (n = 161) who identified as female.
The majority of participants (80.5%) had a family income less than $49,999 per year, and
59.5% of participants’ families participated in one or more government assistance program.
In terms of poverty level, 51.1% of youth were from families who were below the federal
poverty level, 26.5% of youth were from families with income up to two times the federal
poverty threshold, and 22.4% of youth were from families who exceeded at least two times
the federal poverty threshold.

3.2. Procedures

The present study is a secondary data analysis using NSDUH data from years 2014–
2019 (for full NSDUH study procedures, see [72]). NSDUH is sponsored by the Substance
Abuse and Mental Health Services Administration (SAMHSA) and is conducted each year
to collect nationally representative data on drug use, mental health, and health behaviors
in the general (i.e., non-institutionalized) population aged 12 and older. Individuals are
selected for inclusion in the NSDUH based on a multistage stratified sampling design in all
50 states. Interviews are conducted by trained research staff using a handheld computer to
record interview results. Parental consent and youth assent was collected before researchers
interviewed individuals aged 12 to 17. An ACASI method was used to administer sensitive
questions (i.e., about drug use).

3.3. Measures

Lifetime Suicidal Thoughts and Behaviors. Interviewers administered a youth de-
pression module, via ACASI software (ACASI (audio computer-assisted self-administered
interview) equipment technique allows standardization of the way in which questions are
asked and who is asking them, and it eliminates interviewer interpretation of responses.
The perceived anonymity of this type of interview may make respondents feel more at
ease in reporting behaviors that are socially undesirable and less likely to embellish re-
sponses for socially desirable behaviors [73]), to all individuals between the ages of 12
to 17. Participants first responded to questions about depressive symptoms, including
if they ever experienced a period lasting longer than a few days when most of the day
they felt “sad, empty or depressed”, or were “very discouraged about how things were
going in [their] life”, or had “lost interest in most things [they] usually enjoy like work
hobbies, and personal relationships”. Following, youth were asked: “Did you ever think
about committing suicide?”; “Did you make a suicide plan?”; and “Did you make a suicide
attempt?” Suicidal ideation, planning, and attempts were coded as dichotomous variables
with “0” indicating no presence of the symptom or behavior and “1” indicating presence of
the symptom or behavior.

Depression Severity. Within the aforementioned depression module, youth were also
asked to assess how much their depressive symptoms in the last 12 months interfered with
four life domains: chores at home, school or work, family relationships, and their social
life. For instance, one item was “The symptoms have disrupted your school work”, in
which youth were instructed to rate this statement from “0” (not at all) to “10” (extremely).
The NSDUH study team then recoded this variable from “1” (none; original category 0) to
“5” (very severe; original category 10). This item was derived from the Sheehan Disability
Scale (SDS; [74]). The maximum level of severity of impairment in any domain was used to
assess depression severity in the present study.

Substance Use. Past year substance misuse was measured with an index that summed
the presence of alcohol use, marijuana use, and cigarette use in the past month. Participants
were asked the frequency that they used alcohol, marijuana, and smoked cigarettes in the
past month. Responses were recoded so any frequency was given a score of “1” and no use
was given a score of “0”. A sum score was then calculated that ranged from zero to three.

Religiosity. Youth religiosity was measured with a mean score of three items about
religious participation and beliefs (α = 0.77). Items were “My religious beliefs are very
important to me”, “My religious beliefs influence my decisions”, and “It is important that
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my friends share my religious beliefs”, with response options ranging from “1” (strongly
disagree) to “4” (strongly agree).

Positive Parenting. Positive parenting was measured with a mean score of two items
about parents’ supportive verbal behaviors (α = 0.85). Items included “During the past
12 months, how often did your parents let you know when you’d done a good job?” and
“During the past 12 months, how often did your parents tell you they were proud of you
for something you had done?” with response options ranging from “1” (always) to “4”
(never). Both items were reverse scored so that higher scores represented more positive
parenting, and then an average was calculated.

School Engagement. We assessed school engagement using a mean score on four
items (α = 0.78). Items assessed how youth felt overall about going to school (1 = “you
liked going to school a lot” to 4 = “you hated going to school”), how often they felt their
schoolwork was meaningful (1 = “always” to 4 = “never”), how important they thought the
things they learned in school were (1 = “very important” to 4 = “very unimportant”), and
how interested they thought their classes were (1 = “very interesting” to 4 = “very boring”).
All items assessed youths’ feelings in the past 12 months. Items were reverse scored before
averaging so that higher scores reflected higher levels of positive school engagement.

Activities. An index of extracurricular activities was created that reflected youths’
participation in school-based, community-based, faith-based, and other activities. Adoles-
cents were asked four questions about the frequency of their involvement in school-based
activities (i.e., “During the past 12 months, in how many different kinds of school-based
activities, such as team sports, cheerleading, choir, band, student government, or clubs,
have you participated?”), community-based activities (“During the past 12 months, in
how many different kinds of community-based activities, such as volunteer activities,
sports, clubs, or groups have you participated?”), faith-based activities (“During the past
12 months, in how many different kinds of church or faith-based activities, such as clubs,
youth groups, Saturday or Sunday school, prayer groups, youth trips, service or volunteer
activities have you participated?”) and other activities (“During the past 12 months, in how
many different kinds of other activities, such as dance lessons, piano lessons, karate lessons,
or horseback riding lessons, have you participated?”). Response options ranged from “0”
(none) to “3” (three or more). A sum score was calculated from the four items.

Covariates. Covariates included sex, coded as 1 = male and 2 = female, and SES
risk, which was an index comprised of income (given a score of “1” if family income was
below $20,000), poverty (given a score of “1” if participants’ family fell at or below the
federal poverty threshold), and receipt of government assistance (given a score of “1” if
participants’ family received assistance from government programs such as food stamps or
cash assistance. The three items were summed so that a higher score represented greater
socioeconomic risk.

3.4. Data Analysis

All analyses accounted for the complex survey structure of the NSDUH by using the
Complex Samples utility in SPSS version 26, which allowed us to perform all analyses
with the appropriate design/nesting variables and weights. First, univariate analysis
wasconducted to investigate the associations connecting each of our hypothesized risk
and protective factors, separately, with suicidal thoughts and behaviors. Following this,
we tested three adjusted logistic regression models (i.e., in a multivariate analysis) that
were run separately for each outcome (suicidal ideation, suicide planning, and suicide
attempts). The adjusted logistic regression allowed us to determine the influence of each
risk and protective factor while adjusting (i.e., controlling) for the other predictor variables
in our model.

Missing data ranged from 0 to 19.1% depending on the study variable. Unadjusted
and adjusted logistic regressions were modeled using the sample with complete data (i.e.,
listwise deletion).
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4. Results
4.1. Preliminary Analyses

Descriptive statistics were first examined for all study variables (See Table 1). Among
Black youth with a history of arrest, the weighted frequency for suicidal ideation was 9.78%,
for suicide planning it was 6.48%, and for suicide attempts it was 7.17%.

Table 1. Descriptive statistics for study variables.

Predictor Mean Standard Error Range Unweighted N

Socioeconomic risk 1.50 0.07 0–3 415
Depression severity 0.48 0.07 0–5 513

Substance use 0.48 0.04 0–3 513
Positive parenting 3.25 0.05 1–4 505

School engagement 3.00 0.04 1–4 465
Activities 4.47 0.19 0–12 503

Religiosity 2.67 0.05 1–4 498

4.2. Univariate Logistic Regression Models

See Table 2 for full results. Youth sex was associated with suicidal thoughts and
behaviors such that boys were significantly less likely to exhibit ideation (OR = 0.10,
p < 0.001), planning (OR = 0.12, p < 0.001) and attempts (OR = 0.10, p < 0.001) compared
to females.

Depression severity was also associated with a significant increase in odds for suicidal
ideation (OR = 2.57, p < 0.001), suicidal planning (OR = 2.36, p < 0.001), and suicide attempts
(OR = 2.38, p < 0.001), as expected.

In terms of protective factors, higher levels of positive parenting were associated with
lower levels of suicidal ideation (OR = 0.61, p < 0.01), planning (OR = 0.54, p < 0.001), and
attempts (OR = 0.51, p < 0.001). Additionally, higher levels of school engagement were
associated with lower levels of suicidal ideation (OR = 0.47, p < 0.01), planning (OR = 0.61,
p < 0.05), and attempts (OR = 0.42, p < 0.01).

4.3. Multivariate Logistic Regression Models

See Table 3 for full results. The multivariate model included all independent variables
entered simultaneously to test the associations with suicidal ideation, sex and depression
severity remained the only significant factors (respectively: OR = 0.17, p < 0.01; OR = 2.51,
p < 0.001). Sex, depression severity, and positive parenting were all significant predictors of
suicide planning (respectively: OR = 0.30, p < 0.05; OR = 2.33, p < 0.001; OR = 0.52, p < 0.05).
Finally, sex and depression severity were significantly associated with suicide attempts
(respectively: OR = 0.85, p < 0.01; OR = 2.17, p < 0.001).
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5. Discussion

The connection between suicide and involvement with the youth punishment system
has been established, especially for adolescents who are detained or incarcerated [27,60,75].
Youth and criminal punishment system interventions often focus on the individual versus
contextual and/or macro level factors associated with their behavioral outcomes. Further,
there tends to be a primary focus on risk versus protective factors. Although risk factors
are amendable, there remains the opportunity to consider protective factors (i.e., strengths
and assets) that could be leveraged or promoted. The current study was guided by in-
tersectionality theory [18–20] and the bio-ecological model to investigate lifetime STBs
among Black adolescents with histories of arrest [24,25,32]. Results showed that both risk
and protective factors across their bio-ecological context matter in the etiology of STBs.
Specifically, the multivariate logistic regression indicated significant associations between
sex, depression severity, and positive parenting with youths’ likelihood of STBs. Sex and
depression severity were both significantly associated with suicidal ideation, planning and
attempts, as expected. Further, even in the context of all other risk and protective factors,
positive parenting emerged as a protective factor that decreased the odds of reporting
suicidal planning for the adolescents in this study, which is consistent with other study
findings [76–78]. This finding is important, as it highlights the significant role that families
can play with regard to suicide prevention for this population.

Our study sample of general population youth ages 12–17 years included 9.78% who
reported suicidal ideation, 6.48% who reported suicidal planning, and 7.17% who reported
a suicide attempt over their lifetime. When we compare them to other populations of
adolescents, the findings are mixed. For example, the National Comorbidity Survey noted
suicidal behavior over the lifetime of youth ages 13–18 reported ideation (12.1%) and
attempts (4.1%), respectively [26]. The rates are higher when the timeframe is restricted to
the past year. The Youth Risk Behavior Survey (YRBS) included youth ages 15–19 years
who reported higher rates of ideations (15.8%) and attempts (7.8%) in the past year [26,79].
In another study using YRBS data, 11.1% of youth reported suicidal planning in the past
year among families living in a Mid-Atlantic public housing development [28,79]. However,
for adolescents ages 12–18 years on probation in a Midwestern jurisdiction, 5.79% reported
STBs (suicidal thoughts or behaviors, including suicidal ideation: attempts or thoughts to
harm self) at the point they were assessed (in 2014, the agency that oversees the Courts
utilized the Youth Assessment Screening Instrument (YASI) as the primary risk assessment
and implemented it statewide; it comprised risk and protective indicators in 10 domains
(Legal History, Family, School, Community and Peers, Alcohol and Drugs, Mental Health,
Aggression, Attitudes, Skills, and Employment and Free Time) with 72 questions) [76]. A
higher prevalence of suicidal ideation and planning is likely in the present study, since
the Mid-Atlantic study only asked about suicidal planning in the last 12 months, whereas
in the present study, it asked about suicidal behavior at some point in their lifetime.
Further, the study in the Midwestern jurisdiction only asked about suicidal ideations and
attempts versus planning. Additionally, of note, the national studies reported higher rates
of ideation also comprised older populations than those in our study sample suggesting
that STBs could be an issue that exacerbates over time. The findings in this study on the
prevalence of ideation, planning as well as attempts, provides more detailed information
about the STBs for Black youth in the general population with arrest histories. One could
argue that Black adolescents in this study who did not report positive parenting (parental
support) may experience more difficulties based on the convergence of their multiple and
marginalized identities, including their involvement with and overrepresentation in the
youth punishment system [62,75,80,81], especially since they reported such high rates of
suicide attempts.

At the individual level of the bio-ecological model, we investigated sex, depression
severity, and substance use as risk factors for youth’s lifetime STBs. Study findings were
consistent with existing research about suicide risk [28,82,83]. Specifically, youth sex was
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significantly associated with STBs as boys were less likely to exhibit them than girls, which
is consistent with national statistics regarding gender differences [84].

At the family level, we also found participants who reported protective factors, in-
cluding higher levels of positive parenting, and were less likely to report suicidal ideations
and attempts. This is consistent with other empirical work that underscore the power
of parents’ roles in the lives of their children based on their levels of support and the
quality of the relationships [63–65,67,85]. Previous studies with Black adolescents suggest
noted variation in reporting ideations but not attempts, especially if they reported parental
support, i.e., when they viewed that their parent relationships were positive [67]. From
an intersectionality lens, it could be that Black adolescents may not want to be perceived
in a manner that may lead them to be further marginalized. Specifically, they may feel
comfortable indicating that they have thought about suicide, but some may not want their
parents to know that they have actually made an attempt. One way to think of this is
that Black adolescents may present both a public face (to their parents and other family
members) and a private face (to those who may share their sentiments and feelings), to
reduce the impact of a further marginalized identity.

We noted strong positive associations at the community level, where Black adolescents
who reported higher levels of school engagement also reported lower levels of suicidal
ideation. This is significant because many individuals involved in the youth punishment
system often face the stigma of arrest. Moreover, if the arrest occurs in school and the result
is detainment or incarceration, they face grave scrutiny and they experience stereotypes
and stigmatization when they return to school [11,12,15,80]. This reflects the multiple
oppressions associated with what intersectionality defines as the stress of trauma that
operates like a triple jeopardy of barriers (racism, sexism) for Black adolescents making
them more vulnerable to STBs. For example, youth in the punishment system are more
likely to have increased educational, health (physical, mental, sexual), social, legal, and
economic challenges than their non-system involved counterparts [86]. In addition, youths’
mental health problems are positively linked to the depth of their involvement with the
punishment system for Black youth [87]. Overall, youth engaged in the youth punishment
system demonstrate that experiences of adversity are related to poorer functioning over
time [88] and greater mental health and substance-related needs [89].

5.1. Limitations

Overall, these results contribute to the knowledge about an understudied subpopula-
tion, namely, Black youth with a history of arrest. Our work informs efforts to determine
the best ways to modify the individual, family and contextual factors to prevent STBs in
this population. Despite this, there are limitations to this study. The first is that it is a
secondary dataset, limiting the ability to answer research questions beyond those posed by
the original researchers. Related to this limitation, other relevant contextual risk factors
could not be included due to lack of data. In particular, there is a potential for ACEs
and racism, racial trauma and/or cultural resilience to be associated with STBs in this
population. Similarly, the dataset does not provide information on the timing of STBs, only
if they have ever occurred. Another limitation includes the single item used for youth
depression severity in this study. Ideally, a more precise depression measure, including
a clinical cut-off would have been more useful to identify symptomology among Black
youth. As such, findings should be interpreted with caution. Finally, we explored direct
relationships, but not interrelated independent variables or mediating pathways.

Future research should consider including further data collection focused specifically
on a wide range of culturally relevant risk and protective factors for STBs, more mixed
methods studies to provide contextual information about the risk and protective factor
assessments, and listening to youth’s voices in the creation, implementation and testing of
targeted interventions. Conducting mixed methods studies that incorporate both parents
and caregivers’ views on positive parenting would be useful to develop training programs
to enhance their skills in this area. In addition, future studies on suicide prevention and
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interventions with this population need to be prioritized by classifying specific risk and
protective factors as well as age-related mechanisms related to Black youth suicidal behav-
ior [90]. To implement effective suicide prevention programming, understanding targets
for intervention is necessary [90], and such programming would benefit from incorporating
parents to investigate treatment modalities specific to youth involved with the punishment
system, e.g., healing-centered engagement, mindfulness, and multisystemic therapy. There
is a need for further research using nonrandomized as well as randomized samples (with
control groups) to more confidently establish the efficacy of these interventions. More-
over, developing training on positive parenting skills, to strengthen the bond between
adolescents and their parents and caregivers is needed to lessen the odds of STBs.

5.2. Practice and Policy Implications

This study provides important current information for policymakers and practitioners.
For policymakers, the study highlights the significance of school engagement as a protective
factor for STBs, an activity often impacted by policies affecting school staffing and funding.
Additionally, depression was a significant predictor of STBs for Black youth, and it was
previously stated that white youth are more likely to have been treated for depression
prior to a suicide attempt than youth of color, and specifically Black youth are less likely
than their peers of other races and ethnicities to have expressed suicidal ideation or had a
prior suicide attempt before dying by suicide [16]. As such, it is prudent to direct policy to
increase and improve mental health services that reach Black youth and identify depression
(including culturally-tailored measures) and other suicidal risk factors before any attempts,
especially considering that for Black youth, their first attempt is often lethal.

For practitioners, the study highlights the importance of engaging parents and the
parent–child relationship in treatment of depression and reported STBs, as sex, depression
severity, and positive parenting were the only significant protective factors for suicide
attempts remaining after the multivariate logistic regression. Additionally, practitioners
should shift focus to reaching Black youth and identifying depression warning signs early
so that Black youth, like white youth, can receive mental health treatment before expressing
STBs, thus potentially preventing them all together.
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Abstract: Flourishing is linked with health and well-being in childhood and adulthood. This study
applied a promotive factors model to examine how neighborhood assets might benefit child and
adolescent flourishing by promoting family resilience. Using data from the combined 2018 and
2019 National Survey of Children’s Health, structural equation models tested direct and indirect
relationships between neighborhood physical environment, neighborhood social cohesion, family re-
silience, and flourishing among 18,396 children and 24,817 adolescents. After controlling for multiple
covariates that may influence flourishing, the models supported that higher levels of neighborhood
social cohesion were directly associated with higher levels of flourishing adolescents, and indirectly
by positive associations with family resilience for both children and adolescents. No indirect effects
between neighborhood physical environments and flourishing were supported by the data for either
children or adolescents. However, neighborhood physical environments were positively associated
with adolescent flourishing. Understanding social environmental factors that strengthen and enhance
child and adolescent flourishing are critical toward designing prevention, intervention, and policy
efforts that can build on the existing strengths of families and their communities.

Keywords: child flourishing; adolescent flourishing; neighborhood social cohesion; physical
neighborhood environments; family resilience

1. Introduction

Over the past two decades, the prevalence of child and adolescents mental health
problems continues to increase [1,2]. Identifying and understanding the social environ-
mental factors that promote mental health and flourishing is a necessary and pragmatic
step toward assuaging this growing public health concern. Because child and adolescents
psychological well-being is significantly linked to family environment [3], and families
are nested in communities, it is imperative to understand how the family context and
community context can help promote child and family well-being.

Research on child and family resilience traditionally centers on understanding if the
presence of protective and promotive factors divert or attenuate (i.e. moderate) the effects
of risk(s) on health and developmental outcomes [4–6]. Scholarship in this arena often
utilize moderation analyses to examine the interplay between intra-personal, inter-personal,
and community promotive and protective factors that can be incorporated into designing or
enhancing prevention, intervention, and policy efforts to promote optimal outcomes. While
these compensatory and protective models of risk and resilience help us understand how
children and adolescents yield favorable outcomes by factors that attenuate adversity [5],
the direct impact of promotive factors are not often the focus. It is plausible that promotive
factors can reach beyond those who are at-risk for undesirable outcomes. Whereas protec-
tive factors mitigate or buffer the effects of a risk on an outcome [5], promotive factors can
promote favorable outcomes regardless of the level (or presence) of risk; thus, their benefits
may extend to a broader population.
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1.1. Child and Adolescent Flourishing

Flourishing can be understood as the “combination of feeling good and functioning
effectively,” [6], (p.837) and is recognized as an indicator of mental well-being in diverse
child and adolescent populations [7]. More recently, general flourishing has been described
as the amalgamation of positive emotion and a sense of self-achievement and accomplish-
ment [8,9]. Characteristics of flourishing in children and adolescents include fostering
positive relationships, participating in familial, social, and academic endeavors, exhibit-
ing a sense of purpose, motivation, and self-fulfillment, as well as exhibiting positive
strategies of coping and resiliency through adversity [10–12]. Conversely, the inability to
develop or exercise these qualities is linked with adverse outcomes that may persist into
adulthood. For example, poor coping skills, impulsivity, and the lack of motivation and
interest in learning throughout childhood and adolescence may impede academic progress
or success [11].

Flourishing is related to favorable health and well-being outcomes among children and
adolescents. Previous research suggests that flourishing fosters the formation of healthy
relationships and positive outcomes in mental, emotional, and physical health throughout
adulthood [11,13]. Additionally, flourishing is inversely associated with depression, anxiety,
panic attacks, physical pain, chronic disease, and suicidality [13–15]. Further, longitudinal
research demonstrates that health and well-being are significantly better among those with
high levels of flourishing [15] and predicts functioning and longevity in adults [13].

1.2. Family Resilience and Child and Adolescent Flourishing

Family resilience refers to the process that families undergo to cope with or adapt to
demands and stress [16,17]. Because families play a pivotal role in child and adolescent
health, development, and well-being [18,19], family resilience can promote flourishing
in multiple ways. For example, family resilience can promote supportive relationships.
Positive and supportive parent–child relationships are salient predictors of healthy child
and adolescent outcomes [20].

In addition to directly supporting healthy development and well-being, supportive
family relationships can also foster favorable outcomes such as flourishing by facilitating
resilience among children and adolescents who face adversity [3]. For example, child psy-
chopathology risks are significantly reduced among children whose mothers experienced
depression if fathers engage in sensitive parenting practices characterized by displaying
affection, support, resourcefulness, and encouragement [21]. Further, because family rela-
tionships can extend beyond parent–child relationships, supportive sibling relationships
have also been found to buffer the effects of problematic relationships between parents
on children. When exposed to intra-parental conflict, children who have positive relation-
ships with their siblings demonstrate better adjustment than those without supportive
relationships [22].

Family resilience can promote child and adolescent flourishing by buffering the impact
of adversity. For example, a qualitative study of low-income, rural mothers reported
strategies mothers would implement so that they could provide their children with a
birthday celebration despite the economic challenges they faced [23]. Families can also
mitigate the effect of adversity on their children by implementing strategies to help children
and adolescents adjust to significant changes. In the global COVID-19 pandemic, children
experienced major life disruptions due to quarantines. One study found that parents’
development of new home routines and emotional support were associated with lower
levels of child internalizing and externalizing symptoms [24].

Family resilience can additionally influence flourishing among children and adoles-
cents by modeling healthy behaviors. According to Social Learning Theory [25], children
are constantly observing their parents and, over time, they can emulate the behaviors they
observed. By witnessing how their parents and other family members respond to stressors
and demands in healthy (e.g., seeking advice, relying on social support), children may also
develop these skills, preparing them to respond to future adversity.
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1.3. Neighborhood Physical and Social Environments and Child and Adolescent Flourishing

Neighborhood physical and social environments are vital contextual factors for the
health, well-being, and development of children and adolescents [26,27] and can promote
flourishing in various ways. Social cohesion, which refers to residents’ sense of belonging,
safety, and acceptance within their community [28], plays a significant role in residents’
health, safety, and well-being. The idea of “group belonging” can benefit children and
adolescents by encouraging them to explore and develop their identity and learn prosocial
behaviors. Parents can also benefit from group belonging because of increased social
support and the community’s monitoring of children and their activities [28–30].

Socially cohesive neighborhoods can directly protect and promote child and adolescent
health, development, and flourishing. Social cohesion is associated with reduced stress and
increased self-esteem, personal mastery, interpersonal autonomy, and mental health among
adolescents regardless of urban or rural environmental classification [28]. Moreover, higher
levels of neighborhood collective efficacy are inversely linked to adolescent depression
and anxiety after controlling for socioeconomic status, household income, and sex of the
child [31].

Socially cohesive neighborhoods can additionally foster safe environments for children
and adolescents by activating community safeguarding among residents. Several stud-
ies indicate that adolescents who live and stay in violent, disadvantaged neighborhoods
exhibited decreased levels of self-efficacy and increased levels of psychological distress
compared to their counterparts who live or relocate to advantaged, less violent neighbor-
hoods [26]. Equivalently, continued exposure to challenging environmental conditions
(poverty, crime, violence, abuse, etc.) encumber developmental factors central to flourishing
in adolescence [32].

Neighborhood social cohesion could also indirectly influence well-being and flour-
ishing among children and adolescents by enabling family resilience. When parents have
close ties with other neighborhood residents, they may draw on them for social and emo-
tional support. Additionally, social cohesion can enhance parental health and well-being
by facilitating health behaviors such as exercise [33]. These beneficial effects from social
cohesion may then pass through parents to advantage their children.

Living in challenging environmental conditions is associated with lower levels of
health and well-being among children and adolescents in the neighborhood [34,35]. How-
ever, the neighborhood built environment also plays a crucial role in adolescents develop-
ment [36]. The relationships among the physical environment, social environment, and
child and adolescent health and development are complex. The presence of positive physi-
cal neighborhood features like parks, roads, sidewalks, and recreation centers can promote
child and adolescent health and well-being [37]. These positive physical features can affect
adolescents directly by increasing physical activity, lowering stress, and reducing exposure
to negative stimuli [38,39]. In addition, they can indirectly bolster child and adolescent
well-being by creating opportunities for social interactions and social support for both chil-
dren and families [39,40]. By providing areas for families to gather, physical neighborhood
environments can facilitate relationship building among parents, thus providing parents
with opportunities to develop additional social support and social capital.

A published systematic literature review found that while studies examining the
relationship between the neighborhood built-environment and psychological processes
are scarce, yet they are an important area of research [41]. Further, few child development
studies have focused on the built environment [39], which could provide salient insights
as to how these elements promote child and family resilience. Despite the risk of adverse
outcomes associated with living in disadvantaged areas [34,35], children and adolescents
living in such environments are more likely to demonstrate coping skills, a concept related
to resilience [42,43]. Further, additional indirect paths may activate family processes, which
could also bolster child and adolescent well-being.
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1.4. Current Study

We aim to expand the study of community and family promotive factors in child and
adolescent well-being by focusing on how they might work directly and indirectly to foster
flourishing among children and adolescents. Much of the previous resilience research in
child and adolescent well-being tends to focus on the roles of protective and promotive
factors as averting or attenuating an adverse outcome in the presence of risk(s). Conversely,
less attention has focused on promotive models to understand how assets and resources
can work together and lead to favorable child and adolescent outcomes regardless of risk.

Few studies examining relationships between child and adolescent mental health and
well-being have examined social and built environments together. The majority of studies
reviewed tended to focus on problems or adverse outcomes instead of positive mental
health outcomes, processes, or functioning [41]. Further, prior research has traditionally
focused on children or adolescents instead of both groups. The current study aims to
address some of these limitations by applying a promotive factors approach to understand-
ing how social and built neighborhood environments can support familial resilience and,
consequently, flourishing in children and adolescents.

Two complementary frameworks guided our study. First, the social-ecological model [44]
posits that child and adolescent outcomes are dynamically shaped by surrounding social
and structural environments at the inter-personal level, community level, and societal level.
This model guided us to examine if community-level promotive factors, neighborhood
social cohesion and a favorable neighborhood environment, were directly associated with
child and adolescent flourishing and indirectly associated through an inter-personal level
promotive factor, family resilience. In order to examine the potential of these possible direct
and indirect promotive effects, we applied a promotive factors model [45], which focus
on the main effects between promotive factors and outcomes, as opposed to interactional
effects. To the best of our knowledge, no prior study has applied a promotive factors
model to understand how community and family promotive factors may and directly
and indirectly relate to child and adolescent flourishing through relationships with family
resilience among a nationally representative sample of US children and adolescents.

2. Materials and Methods
2.1. Participants and Procedure

Data were obtained from the publicly available combined 2018–2019 National Survey
of Children’s Health (NSCH), a nationally representative survey of US children adminis-
tered by the US Census Bureau and maintained by the Data Resource Center for Child and
Adolescent Health (DRC) and the Child and Adolescent Health Measurement Initiative
(CAMHI) [46]. In efforts to increase sample size, CAMHI combined the NSCH surveys
from 2018 and 2019 [46]. Child development, physical and mental health, well-being, and
social experiences and characteristics of children 0–17 years old questions were answered
by the focal child’s parent or caretaker via online and paper surveys. Data collection for the
2018 NSCH occurred between June 2018 to January 2019, and data for the 2019 NSCH was
collected between June 2019 and January 2020. The Child and Adolescent Health Measure-
ment Initiative (CAMHI) combined the 2018 NSCH and 2019 NSCH into a single data file
to enhance statistical power for researchers conducting analyses of the data because some
variables had smaller sample sizes. The combined data file resulted in a total sample size
of 59,963 (see [46] for detailed methodological information about the combined 2018–2019
NSCH data set). We selected an analytic subset of 43,213 children between the ages of
6–17 years old from the 2018–2019 combined NSCH data as these cases contained the ages
of children and adolescents that were the focus of our study. We separated the analytic
sample of children into two groups, (1) children between 6–11 years old and (2) adolescents
aged 12–17 years old and ran the model separately for each group in the event relationships
might differ by developmental timing (i.e., childhood vs. adolescence).
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2.2. Measures
2.2.1. Independent Variables

Neighborhood Social Cohesion. Neighborhood social cohesion characterizes residents’
perceptions of close-knit social ties and a sense of safety within their community. It was
assessed as a latent variable using four items that described the neighborhood’s social
environment, including perceptions of neighbors helping one another, watching out for
children, the safety of children, and knowing where to go for help. Participants rated
these items using a four-point scale (definitely disagree to definitely agree). The reliability
coefficient for this scale demonstrated acceptable internal consistency for both the 6–11 and
12–17-year-old groups (alpha = 0.814 and 0.82, respectively).

Physical Neighborhood Environment. The latent variable neighborhood physical en-
vironment aimed to capture the conditions of the physical neighborhood environment and
was assessed by four binary items that characterized physical environmental conditions
(presence of walkways, parks/playgrounds, recreation centers, and libraries). Partici-
pants reported yes or no on the presence of these conditions; reliability analyses yielded
acceptable internal consistency for both 6–11- and 12–17-year-olds (alpha = 0.734 and
0.749 respectively).

2.2.2. Mediating Variable

Family resilience was assessed as a latent variable using four indicators, each measured
on a four-point scale (none of the time, some of the time, most of the time, and all of the
time). Participants were asked to rate their perceptions about the degree to which their
family talked together, worked together when facing a problem, drew on strengths, and
stayed hopeful. Reliability analyses demonstrate good internal consistency for the 6–11
and 12–17-year-old groups (alpha = 0.891 and 0.895, respectively).

2.2.3. Dependent Variable

A latent variable for child and adolescent flourishing was assessed using three items
that gauged participants’ perceptions of their child’s interest in and curiosity in learning
new things, ability to complete the tasks they start, and ability to remain calm when chal-
lenged using a four-point scale (never to always). These items were developed for the
NSCH to measure flourishing for children 6–17 years old [46]. Items were coded so that
higher scores indicated greater flourishing. Scale reliability demonstrated acceptable thresh-
olds for both children aged 6–11 and 12–17 years (alpha = 0.724 and 0.749, respectively).

2.2.4. Covariates

We controlled for several social determinants of health and health conditions that
may affect child and adolescent flourishing. Economic hardship assessed participants’
perceptions of the frequency they could not afford family needs and was collapsed into
two categories (never or rarely, and very often or somewhat often). Public assistance
was measured as a binary variable using the receipt of at least one form of government
assistance (Medicaid, food stamps, reduced lunches, subsidized housing). Child global
health was measured on a five-point scale (excellent to poor) and was collapsed into three
categories due to the small variability observed in the original five categories (by NSCH
study personnel). Biological sex was measured as binary using males as the reference
group. Race/ethnicity was measured using dummy variables for Black, Hispanic, Asian,
and Multiracial, with White as the reference group. Chronic health condition was measured
as a binary variable in which the child was reported to have at least one chronic health
condition or none.

2.3. Analytic Strategy

We employed structural equation modeling (SEM) to test the hypotheses such that
neighborhood social cohesion and neighborhood physical environment directly predicted
child and adolescent flourishing, and indirectly via family resilience. Covariates were
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regressed on the dependent variable to control for the possible effects of the children and
adolescents’ biological sex, health, race/ethnicity, and family economic disadvantage and
hardship. Identical mediation models were performed for each age group separately to
examine whether relationships differed by age group. We used the maximum likelihood
estimator (MLR) because it is a robust modal estimation method that can deal with non-
normality and missing data. Measurement and structural models were evaluated using
recommended thresholds for model fit non-significant chi-square of model fit (χ2

df) [47,48],
root mean square of error of approximation (RMSEA) < 0.06 [49], comparative fit index
(CFI) and Tucker-Lewis Index (TLI) < 0.90 [48], and standardized root mean square residual
(SRMR) < 0.08 [49]. Survey weights were applied to the analyses to account for the complex
design of the 2018–2019 combined NSCH data. All SEM procedures were performed using
Mplus version 8.3 [50].

3. Results
3.1. Descriptive Statistics

Weighted descriptive statistics of the 6–11-year-old child samples demonstrated similar
characteristics as those of the 12–17-year-old adolescent samples. Both samples for children
and adolescents were nearly evenly divided between biological sex with males comprising
51.0% of the child sample, and 51.2% of the adolescent sample. The majority of children in
both the child and adolescent samples identified as White, non-Hispanic (49.8% for both
groups), and the majority resided with married parents (70.4% and 67.8%, respectively).
Further, most of the children (58.6%) and adolescents (59.7%) resided in homes that were
200% of the US Federal Poverty Rate (sample characteristics are provided in Table 1).

Table 1. Sample characteristics.

Characteristic
Children

6–11 Years Old
Adolescents

12–17 Years Old

Unweighted Frequency Weighted Percent Unweighted Frequency Weighted Percent

Age (years)
6–8 8484 48.3%
9–11 9912 51.7%

12–14 11,124 50.4%
15–17 13,693 49.6%

Child’s biological sex
Male 9571 51.0% 12,956 51.2%

Female 8825 49.0% 11,861 48.8%
Race/ethnicity

White (non-Hispanic) 12,514 49.8% 17,501 49.8%
Black (non-Hispanic) 1251 13.9% 1639 14.0%
Asian (non-Hispanic) 870 4.7% 1218 4.6%

Multiple race
(non-Hispanic) 1493 6.4% 1630 5.2%

Hispanic (any race) 2268 25.2% 2829 26.3%
Child has at least one

chronic health condition 8545 43.0% 12,978 47.3%

FPL of household
0–99% 2278 19.6% 2675 18.9%

100–199% 3140 21.8% 3917 21.4%
200% or greater 12,978 58.6% 18,225 59.7%

Primary parent/caretaker
Employed 13,758 69.4% 19,127 70.8%
Married 13,640 70.4% 18,367 67.8%

Divorced/separated 1968 10.4% 3499 15.6%
Never married 1085 8.1% 1011 6.4%

Child’s health is
excellent or very good 16,912 90.1% 22,189 87.4%

Family economic
hardship frequency

Very or somewhat often 2466 16.2% 3252 16.0%
Never or rarely 15,616 83.8% 21,130 84.0%
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3.2. Measurement Models

Measurement models for the latent variables were assessed via confirmatory factor
analysis (CFA). Initial model fit indices for both the 6–11-year-old and 12–17-year-old
groups did not meet recommended thresholds for several model fit indices (Table 2). Thus,
we made minor model re-specifications which resulted in correlating item measurement
errors between two indicators for each age group’s CFA; re-specifications were informed by
evaluating the model modification indices and theory as to what may have contributed to
the model misfit among these items (e.g., similar wording between items). Factor loadings
for items assessing latent variables for child and adolescent models were statistically
significant and ranged within acceptable thresholds (Table 3).

Table 2. Measurement models.

Model Fit Index Child Model Adolescent Model

Initial χ2
df χ2

84 = 989.702 ** χ2
84 = 839.470 **

RMSEA 0.024 (0.023–0.026) 0.019 (0.018–0.020)
CFI 0.951 0.963
TLI 0.938 0.9954

SRMR 0.029 0.079
Modified χ2

df χ2
82 = 488.463 ** χ2

83 = 557.513 **
RMSEA 0.016 (0.015–0.018) 0.015 (0.014–0.016)

CFI 0.978 0.977
TLI 0.972 0.971

SRMR 0.024 0.032
** p < 0.01; df = degrees of freedom; RMSEA = root mean square of error of approximation; CFI = comparative fit
index; TLI = Tucker-Lewis Index; SRMR = standardized root mean square residual.

Table 3. Standardized factor loadings (λ) for the final measurement models.

Latent Variable Item Child Model λ Adolescent Model λ

Neighborhood Cohesion
People in neighborhood help each other out 0.838 ** 0.856 **

People In neighborhood watch out for
other’s children 0.822 ** 0.835 **

Child is safe in neighborhood 0.610 ** 0.601 **
Know where to go for help in neighborhood 0.660 ** 0.627 **

Physical Environment
Neighborhood has sidewalks or walking paths 0.483 ** 0.538 **

Neighborhood has park or playground 0.679 ** 0.720 **
Neighborhood has recreation center 0.636 ** 0.655 **

Neighborhood has library or bookmobile 0.687 ** 0.655 **
Family Resilience

Family talks together when facing problems 0.773 ** 0.881 **
Family works together when facing problems 0.824 ** 0.942 **

Family draws on strengths when
facing problems 0.890 ** 0.786 **

Family stays hopeful when facing problems 0.703 ** 0.667 **
Flourishing

Child shows interest and curiosity in
learning new things 0.584 ** 0.632 **

Child works to finish the tasks they start 0.820 ** 0.798 **
Child stays calm and in control when faced

with a challenge 0.685 ** 0.690 **

Items have been paraphrased for purposes of brevity. ** p < 0.01.
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3.3. Structural Models
3.3.1. Children

The structural model for children aged 6–11 years yielded adequate model fit with
exception to the model chi-square (Table 4), which can be sensitive to a large sample
size. The model chi-square can be sensitive to large sample sizes [51], thus, multiple in-
dices were used to assess fit. Statistically significant structural paths indicated that the
physical environment was not a significant predictor of either family resilience or child
flourishing (Figure 1). Conversely, neighborhood social cohesion is directly associated with
child flourishing (β = 0.093, p < 0.01). The indirect relationship between neighborhood
social cohesion and child flourishing, in which neighborhood social cohesion is associated
with family resilience (β = 0.270, p < 0.01) and family resilience associated with child
flourishing (β = 0.293, p < 0.01), was also statistically significant. Significant covariates in-
cluded inverse relationships between child flourishing and economic hardship (β = −0.070,
p < 0.01), public assistance (β = −0.047, p < 0.01), and having at least one chronic health
condition (β = −0.237, p < 0.01). On the contrary, higher levels of global health (β = 0.220,
p < 0.01), male biological sex (β = 0.104, p < 0.01), and identifying as Black, Asian, or His-
panic (β = 0.111, 0.069, 0.058, p < 0.05, respectively) were associated with higher levels
of flourishing.

Table 4. Structural model fit statistics.

Fit Index Child Model Adolescent Model

χ2
df χ2

208 = 1526.939 ** χ2
209 = 1781.037 **

RMSEA 0.019 (0.018–0.020) 0.018 (0.017–0.019)
CFI 0.939 0.930
TLI 0.929 0.920

SRMR 0.054 0.060
** p < 0.01; df = degrees of freedom; RMSEA = root mean square of error of approximation; CFI = comparative fit
index; TLI = Tucker-Lewis Index; SRMR = standardized root mean square residual.

Figure 1. Child structural model. All model coefficients are standardized. * p < 0.05, ** p < 0.01.
Solid lines represent statistically significant relationships. Dashed lines represent non-statistically
significant relationships.

3.3.2. Adolescents

Model fit indices, with the exception of model chi-square, suggested acceptable fit
(Table 4). Significant structural paths identified that physical environment, neighborhood
social cohesion, and family resilience were positively associated with higher levels of
adolescent flourishing (Figure 2). As observed in the child model, indirect effects were
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statistically significant (p < 0.05). The relationship between neighborhood social cohesion
and adolescent flourishing was, in part, accounted for by family resilience. Given the
positive relationships between variables, as neighborhood social cohesion increased, family
resilience and adolescent flourishing also increased. Unlike the child model, the physical
environment was directly associated with higher levels of adolescent flourishing, but
it was not associated with nor mediated by family resilience. Relationships between
adolescent flourishing and model covariates paralleled the child structural model; economic
hardship (β = −0.050, p < 0.01), public assistance (β = −0.050, p < 0.01), and having at
least one chronic health condition (β = −0.202, p < 0.01) were negatively associated with
adolescent flourishing whereas male biological sex (β = 0.120, p < 0.01), global health
(β = 0.209, p < 0.01) identifying as Black, Asian, or Hispanic (β = 0.039, 0.056, 0.067, p < 0.05,
respectively) were associated with higher levels of flourishing.
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4. Discussion

Identifying elements that bolster flourishing within the child and adolescent pop-
ulation are imperative to promote health and success later in life. Moreover, a greater
understanding of the individual, familial, and environmental predictors of flourishing will
further inform and increase the effectiveness of future programs and policies in schools,
communities, and adolescent service agencies. Therefore, research must begin to unravel
the socioecological influence on flourishing and provide continued support for the growth,
development, and resilience of today’s adolescents. Resilience studies can benefit by ex-
panding beyond investigating how protective factors avert or mitigate risks. Specifically,
investigations examining how promotive factors can work with or through other protective
and promotive factors offer critical insights into how children and adolescents can benefit
from multiple sources of resilience. The current study was guided by a social ecological
framework to examine the latter by applying a promotive factors model to investigate how
community-level and family-level assets and resources might work in tandem to promote
child and adolescent flourishing.

4.1. Family Resilience

At the family-level, our findings demonstrated that higher levels of family resilience
were related to higher levels of flourishing among children and adolescents while statis-
tically controlling for multiple social determinants of health (e.g., SES, race/ethnicity).
Family resilience may promote flourishing by fostering nurturing social environments that
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provide children and adolescents with support, hope, and encouragement. Additionally,
resilience processes within families can enable flourishing by helping children and adoles-
cents to develop healthy coping and problem-solving skills via parental modeling, direction,
and experience. Young children may witness how their families collectively work to resolve
problems while also encouraging one another and instilling hope. Family resilience could
promote flourishing among adolescents by providing adolescents with direct problem-
solving experiences. For instance, because adolescence is a developmental time when
adolescents begin to build autonomy, parents help their adolescent children’s responses to
adversity by coaching them and incorporating them into family problem-solving decisions.

4.2. Physical and Social Neighborhood Environments

At the community level, for both children and adolescents, living in a socially cohesive
neighborhood was associated with higher levels of flourishing. Neighborhood social
cohesion may foster a sense of security for children and parents. Additionally, when
parents have close ties with neighbors, they may be more willing to let their children
interact with other neighborhood children [52]. Among adolescents, a socially cohesive
neighborhood can offer parents additional monitoring and supervision [53]. Similar to
children, parents/caretakers who assess their communities to be safe and supportive may
be more willing to permit their adolescents to get outside and engage with others in the
community [52].

Neighborhood physical environment was significantly related to higher levels of
flourishing among adolescents but not children. This finding may be due to the increased
independence and autonomy that often comes with adolescence. Parents typically place
more trust in adolescents to safely navigate their neighborhoods as they age. As a result,
adolescents are more likely to spend time in their neighborhood than younger children and
are more likely to be affected by their physical environment [54].

4.3. Indirect Relationships

Given that the social ecological model suggests that the surrounding social and
structural environments can influence child and adolescent outcomes, we examined if
community-level promotive factors and a family-level promotive factor might work in
tandem to associate with child and adolescent flourishing. Indirect relationships between
neighborhood social cohesion, family resilience, and flourishing were significant for adoles-
cents but not children. Because the child model sample included children between the ages
of 6–11 years old, it may be that their parents were less willing to allow their children to
spend much time around the neighborhood without their supervision. Further, it is also
possible that parents of younger children may be more conservative when assessing their
family’s neighborhood and physical environment; parental assessments of neighborhood
social environments have been linked with children’s independent mobility [55]. More re-
cent research supports that parents’ permission for their children’s independent mobility is
declining [56,57]; future research should examine how this trend may impact relationships
between social cohesion and child flourishing.

Among families with adolescent children, living in socially cohesive neighborhoods
might contribute to their resilience in multiple ways. First, when parents/caretakers have
supportive connections with others in their community, they have access to additional
emotional and social support outside of their family. Raising adolescents entails both
rewarding and challenging experiences—having neighbors who can provide emotional
support may be beneficial for the parent/caretaker’s well-being and thus explain the
indirect relationship between neighborhood social cohesion and adolescent flourishing.
Additionally, trusting relationships between parents and neighbors could facilitate seeking
help with material support if needed. Parents who believe they can draw on this support
if the need arises may feel more confident in their parenting role, thus bolstering family
resilience. Further, communities with high levels of social cohesion may be more likely
to watch out for the children and adolescents within the neighborhood, providing higher
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levels of safety. As a result, parents may feel reduced stress in their caretaking tasks
because they feel that the neighborhood, in general, is a place where their child will be
protected. Fourth, social cohesion may contribute to the ability of children and adolescents
to engage within their neighborhood and make connections with other children and adults
living in the neighborhood. Safe, stable, and nurturing relationships are critical for healthy
child development [58]. Taking all of these together, we suggest that neighborhood social
cohesion increases positive outcomes for children and parents alike, resulting in improved
functioning of the family unit as a whole and the interactions within. Improved family
functioning, in turn, contributes to positive outcomes in children and adolescents.

Contrary to our hypothesis and prior literature, indirect effects between physical
neighborhood environments, family resilience, and flourishing were not statistically signifi-
cant for either children or adolescents. In a previous study that used data from the 2007
NSCH, family functioning was found to mediate the relationship between neighborhood
physical resources and global child health among children aged 6–17 years old [59]. There
is overlap between family resilience and family function, but the latter captures other
processes not related to resilience, including parenting stress. Therefore, the neighborhood
physical environment may relate more to a constellation of family processes than resilience.
Additionally, our null finding may also be due to the limitation that the measure for neigh-
borhood physical environment only asked whether amenities like parks and recreation
centers were present, not if the families were using them or how they perceived their
quality. Future research is warranted to examine further what might hinder relationships
between physical neighborhood environments and family resilience.

4.4. Limitations

The current study’s findings should be considered with the following limitations.
First, as with all secondary data analyses, the original data were not designed to address
the research questions of the current study. We believe that the available data offered
suitable measures of the constructs of interests, and the models still offer important insights.
Second, given the cross-sectional nature of the data, temporal support for causality is not
possible. However, we drew from theory and prior literature, such as other studies that
have tested indirect effects using cross-sectional data from the NSCH (e.g., [60–62], to
support the hypothesized relationships. Future studies should examine the relationships
between neighborhood social and physical environments, family resilience, and child and
adolescent flourishing over time. As with any study examining the neighborhood-built
environment, it is necessary to discuss the role of socioeconomic status in shaping the built
environment. Typically, higher socioeconomic status neighborhoods are more walkable
and have amenities such as parks [63]. Hence, we were careful to select covariates for
the dependent variable that could control for such effects, including economic hardship
and public assistance receipt. Despite these limitations, we believe that the current study
offers important insights in the arena of child and adolescent flourishing, and these data
allowed us to make estimates of the general population of non-institutionalized children
and adolescents residing in the US.

5. Conclusions

Children and adolescents thrive in social and built environments that support their
health and well-being. While these young persons spend most of their time in the family
environment, the sociological model suggests that family environments are influenced
by additional surrounding environments (e.g., neighborhoods, communities). Hence,
individual family members are also affected by these extra-familial environments.

We found that above and beyond the effects of chronic health problems, economic
disadvantage, race/ethnicity, and biological sex, child and adolescent flourishing was
bolstered by socially cohesive neighborhoods and family resilience. Further, while the
neighborhood physical environment did not associate with family resilience for children
and adolescents, it directly associated with higher levels of flourishing for adolescents,
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though not children. Understanding what strengthens and enhances the protective and
promotive factors of child and adolescent flourishing is critical for designing prevention,
intervention, and policy efforts aimed at realizing optimal health and well-being for these
vulnerable members of society. Such efforts should consider incorporating community
social cohesion and family resilience into programs and other endeavors that aim to
promote child and adolescent well-being. Tapping into these promotive factors may not
only bolster new or existing programs, but they honor and recognize strengths that may
already be present in communities and families. Resilience research is further enriched by
expanding its scope to include models that examine how promotive factors contribute to
child well-being and development, despite the level of risk.
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Abstract: Early developmental success and school readiness strongly influence future skill devel-
opment, occupational opportunities, and health. Therefore, it is critical to identify and address
early determinants of school readiness for supporting children’s overall well-being and success. In
this retrospective cohort study, we examined the effects of pre-birth household challenges, such as
homelessness or experiences of intimate partner violence, on children’s early school readiness. We
linked data from the Alaska 2009–2011 Pregnancy Risk Assessment Monitoring System (PRAMS)
to administrative and education records through 2019. Education records included kindergarten
developmental scores, third grade reading assessments, and attendance records. Generalized linear
models with Quasi-Poisson distributions for each outcome of interest examined the predictive value
of pre-birth household challenges on the risks of not meeting school readiness expectations. We
found that experiencing higher numbers of pre-birth household challenges was related to higher risk
of the child not meeting developmental and reading proficiency and having chronic absenteeism.
These results suggest that it is imperative support systems for pregnant persons and their families
be introduced as soon as possible in pre-natal care routines to address current pre-birth household
stressors and prevent future challenges. Such early prevention efforts are needed to ensure the best
possible developmental start for children.

Keywords: household challenges; ACEs; pre-birth; early development; reading; school readiness; PRAMS

1. Introduction

The pre-natal period, including the health and well-being of the pregnant parent, is
crucial for a child’s early developmental success [1]. High pre-natal stress experienced by
the birthing parent is associated with suboptimal cognitive and socio-emotional outcomes
for school aged children (for reviews, see [2,3]). Such outcomes underly a child’s school
readiness, or how prepared they are to succeed in school cognitively, socially, physically,
and emotionally [4]. Early developmental success and school readiness influence future
skill development, occupational opportunities, and health [5–7]. Therefore, identifying and
addressing early determinants of school readiness is important for supporting children’s
overall well-being and success. As such, major stressful pre-birth challenges experienced
by the birthing parent around the time of pregnancy may have profound negative impacts
on their child’s school readiness and future achievement. The current study aimed to clarify
this relationship between pre-birth household challenges experienced by the birthing parent
and their potential impact on the child’s school readiness and achievement in a longitudinal
Alaskan cohort.

Before children enter kindergarten, they have already experienced a plethora of early
educational experiences that shape their cognitive and socio-emotional development [8].
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The ongoing interaction between a child and learning opportunities within their environ-
ment influences the child’s level of readiness to learn upon entrance into school (i.e., school
readiness). This presenting “readiness” further interacts with a school’s ability to receive
and support the various abilities of children, which also interacts with the underlying
family’s and community’s ability to support continued optimal early child development [9].
Readiness to learn typically includes a child’s physical well-being and sensory motor de-
velopment, social and emotional development, approaches to learning (e.g., enthusiasm,
temperament), language development, and general knowledge and cognition (e.g., liter-
acy and math skills) [4,10]. Higher levels of school readiness consistently predict higher
later academic achievement [11–13], which in turn has been linked to multiple improved
economic and health outcomes [5–7]. The focus of the current study was to identify early
determinants of a child’s personal school readiness and early academic achievement, key
pieces in the chain of influences to future educational success.

Prior research demonstrates that both mutable and immutable pre-birth factors are
linked to early childhood outcomes. In a predictive risk model for school readiness devel-
oped by Camacho and colleagues [14], the most important pre-natal or at birth variables
found in predicting school readiness were related to socioeconomic conditions (i.e., social
class, maternal education, and family income) and the child’s ethnicity. This model falls in
line with prior studies identifying socioeconomic determinants of school readiness, such
as maternal education, economic disadvantage, and single-parent family status [15,16].
Treatable parental health factors such as pre-natal substance use [17–21] and mental health
concerns experienced by the birthing parent [22,23] (for reviews, see [2,24]) also increase the
risk of the child not meeting developmental standards needed for proper school readiness.
It should be noted that certain substance uses during pregnancy, such as smoking, may be a
consequence of or may interact with deeper familial socioeconomic and psychopathological
risk factors, rather being than a causal determinant of school readiness in and of itself [25].
Overall, multiple mutable pre-birth challenges and risk factors interact with demographic
factors to predict risk for children not meeting school readiness ideals by the time they
enter the education system at kindergarten.

Additional research has connected the accumulation of the above and other types of
pre-birth stressors to school readiness. Children born to birthing parents who self-reported
experiencing higher levels of pre-natal stress through natural disaster exposure (e.g., loss of
personal and/or business income, exposure to physical dangers, change in family dynamic
or place of residence) demonstrated lower general intellectual and language abilities at
age 2 [26], prior to entering kindergarten. One study documented that exposure to four
or more pre-birth stressors, such as job loss and marital issues, was negatively associated
with literacy scores at an even later developmental stage (age 10) for female children [27].
Potentially, experiencing such high levels of stress during pregnancy could make it difficult
for the family to provide the extra needed support for optimal early development to their
future child due to a focus on current basic needs.

While prior research has identified risk factors for not meeting early school readiness
related to perinatal stressors, no study to these authors’ knowledge has directly studied
the effect of pre-birth household challenges experienced by the birthing parent around
pregnancy on multiple measures of school readiness and early academic achievement
of the child in a representative statewide longitudinal cohort. To fill this knowledge
need, the current study examined whether the number of pre-birth household challenges
experienced by the birthing parent predicted the child’s school readiness and early academic
achievement, as measured by performance on the Alaska kindergarten developmental
profile assessment, third grade reading assessments, and average school attendance.

2. Materials and Methods
2.1. Data Sources

This project used retrospective data from the Alaska 2009–2011 Pregnancy Risk Assess-
ment Monitoring System (PRAMS). Alaska PRAMS is a population-based weighted sample
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of birthing parents delivering live births in Alaska. Birthing parents are surveyed about
factors related to pre-pregnancy, pregnancy, and post-birth experiences. The 2009–2011
PRAMS phase sampled 5578 of the 33,709 eligible Alaska resident births, with oversam-
pling on birthing parents who identified as Alaska Native and who had newborns with
low birthweight status (<2500 g). The average weighted response weight was 66%. The
complete PRAMS survey methodology is described elsewhere [28].

Leveraging the Alaska Longitudinal Child Abuse and Neglect Linkage Project (AL-
CANLink), which links PRAMS survey responses with multiple administrative records
(see [29,30] for description of sources linked), we integrated PRAMS survey responses with
Department of Education and Early Development (DEED) records through 2019. DEED
records included the cohort children’s 3rd grade Performance Evaluation for Alaska’s
Schools (PEAKS) English language arts assessment scores, Alaska Developmental Profile
(ADP) scores, and attendance records. PEAKS English language arts (ELA) evaluation
assesses students’ skills in reading complex texts, writing with clarity, and presenting
and evaluating ideas. Students can receive a PEAKS ELA score of Advanced, Proficient,
Below Proficient, or Far Below Proficient. The ADP is an Alaskan developed evalua-
tion tool given to students entering kindergarten or first grade which identifies whether
students are consistently demonstrating 13 goals and indicators in the following five
domains from Alaska’s Early Learning Guidelines: (1) physical well-being, health, and
motor development; (2) social and emotional development; (3) approaches to learning;
(4) cognition and general knowledge; (5) communication, language, and literacy. Stu-
dents can receive a score range of 0–13 goals met, and meeting at least 11 out of 13 goals
overall is considered to be the developmental gold standard in this assessment (DEED,
https://education.alaska.gov/assessments/developmental, accessed on 14 March 2022).

2.2. Measures
2.2.1. Exposures

The 2009–2011 PRAMS cohort (n = 3549 respondents) data were used to identify
household challenges experienced by the birthing parent during the pre-birth period
(typically during the 12 months before birth). Household challenges were identified
from Centers for Disease Control and Prevention (CDC) standardized PRAMS questions
regarding stressful life events [20]. Self-reported pre-birth household challenges included:
having a close family member become very sick and go into the hospital, experiencing a
divorce or separation, moving to a new address, experiencing homelessness, the birthing
parent losing their job, the partner or spouse losing their job, arguing with a partner or
spouse more than usual, having a lot of bills that could not be paid, being in a physical
fight, the birthing parent or partner or spouse being jailed, someone close to the birthing
parent having a problem with drugs or drinking, experiencing a death of someone close to
the birthing parent, experiencing intimate partner violence, and the birthing parent being
checked or treated for anxiety or depression by a medical professional.

The total number of household challenges experienced was calculated by adding up
the number of components respondents endorsed with a “yes”. Missing responses were
treated as a 0 or “no” response when calculating the total household challenges. Due
to small sample size, we then categorized the number of pre-birth household challenge
components experienced into a single construct with the following categories: 0–1 reported,
2–3 reported, and ≥4 reported. Categories were developed based on prior research of
household-challenge-based risk groups [23]. Respondents who did not answer any of the
exposure questions were excluded from the analyses.

2.2.2. Outcomes

The first outcome of interest was the child’s kindergarten developmental profile (ADP
score). We created a bivariate (≥11 goals met, <11 goals met) ADP variable consistent with
DEED’s developmental gold standard definition. The second outcome of interest was the
child’s 3rd grade PEAKS ELA score. We created a bivariate PEAKS variable by categorizing
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Advanced and Proficient (A/P) scores together as “met proficiency” and Below Proficient
and Far Below Proficient (BP/FBP) as “did not meet proficiency.” The final outcome of
interest was chronic absenteeism, defined as missing at least 10% of the days in which a
student was enrolled in school. The child’s school attendance records were averaged across
the 2015–2019 school years, and we created a bivariate variable from the resulting average
to indicate the presence of chronic absenteeism (≥90% attendance, <90% attendance).

2.2.3. Covariates

Prior research working with Alaska population data [31,32] identified demographic
variables significantly associated with negative early childhood outcomes: Alaska Na-
tive/American Indian race status, lower maternal education, and unmarried maternal
marital status. Maternal education status has been associated with school readiness out-
comes in non-Alaska data as well [14]. Therefore, Alaska Native race status, maternal
education, and maternal age at the time of the birth were included as a priori covariates
in multivariate analyses. It is important to note that the above demographic variables do
not represent causal factors or biological predispositions toward certain early childhood
outcomes, but likely represent a population experiencing differential distribution of under-
lying modifiable risk factors (e.g., systemic challenges, lack of additional social or economic
supports).

2.3. Statistical Analysis

Using the PRAMS post-stratification population weights, we derived the estimated
proportion of the birth population reflective of each component of the demographic, expo-
sures, and outcome classifications.

We separately examined the bivariate association of each individual pre-birth house-
hold challenge component and risk of not meeting PEAKS proficiency, not meeting the
11-goal threshold on ADP, and being chronically absent by calculating risk ratios with “no
exposure” as the reference category. We then constructed two generalized linear models
with Quasi-Poisson distributions for each outcome of interest to examine the predictive
value of pre-birth household challenges on the risks of not meeting school readiness expec-
tations. We used Quasi-Poisson models to account for overdispersion, which relaxes the
assumption that the variance is equal to the mean and instead assumes the variance is a
linear function of the mean. First, we separately modeled the association of the total num-
ber of pre-birth household challenges (categorized as 0–1, 2–3, and 4+ challenges) on ADP
scores, PEAKS scores, and attendance records. Outcome reference categories were A/P
(PEAKS), ≥11 goal met (ADP), and ≥90% attendance (attendance), respectively. Secondly,
we constructed a multivariate model adjusting for Alaska Native race (Native, non-Native),
maternal education (≥12 years, <12 years), and maternal age (≥20 years, <20 years) at the
time of the birth to understand the individual association of each component. We used
backward elimination stepwise regression to remove nonsignificant covariates to establish
our final most parsimonious prediction models. Covariates were retained in the final model
if their removal produced a >10% change in the effect estimate.

All analyses were conducted using R version 4.1.0 and either the survey [33] or
srvyr [34] package.

2.4. Institutional Review Board

The PRAMS, DEED, and administrative records used in this study were examined
retrospectively under routine public health surveillance. Full details on the PRAMS institu-
tional review board (IRB) approval are found in the Institutional Review Board Statement
subsection at the end of this article. The remainder of the current study involved the
linkage of existing legally authorized administrative databases housed within the Alaska
Department of Health and Social Services (DHSS) and DEED. Under these circumstances,
IRB approval was not required or sought for the current study.
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3. Results
3.1. Participant Characteristics

A total of 3549 birthing parents responded to the PRAMS survey, which represents
33,417 (±233) children born in Alaska during 2009–2011. Table 1 presents demographic
characteristics of the respondents. The distribution of the number of household challenges
within the population is presented in Table 2.

Table 1. Demographic characteristics of PRAMS respondents (birthing parents) and offspring.

Variable N Weighted Mean
(95% CI)

Sex of Child
Male 1822 0.52 (0.49, 0.54)

Female 1727 0.49 (0.47, 0.51)
County Type

Urban 2843 0.87 (0.86, 0.89)
Rural 477 0.13 (0.11, 0.14)

Missing 7 -
Marital Status

Married 2067 0.62 (0.60, 0.64)
Not Married 1477 0.38 (0.36, 0.40)

Missing 5 -
Level of Education

≥12 Years 2843 0.87 (0.86, 0.89)
<12 Years 477 0.13 (0.11, 0.14)
Missing 229 -

Race
Alaska Native/Native American 1257 0.26 (0.25, 0.26)

Non-White/Non-Native 387 0.12 (0.11, 0.14)
White 1715 0.62 (0.61, 0.64)

Missing 190 -
Medicaid

Yes 2053 0.53 (0.51, 0.55)
No 1496 0.47 (0.45, 0.49)

PRAMS: Pregnancy Risk Assessment Monitoring System. Medicaid: Whether Medicaid covered birthing ex-
penses.

Table 2. Distribution of number of household challenges reported by PRAMS survey respondents.

Stressor Count N Weighted Mean (95% CI)

4+ 680 0.19 (0.17, 0.21)
2–3 955 0.26 (0.24, 0.27)
0–1 1914 0.56 (0.54, 0.58)

PRAMS: Pregnancy Risk Assessment Monitoring System.

3.2. Pre-Birth Household Challenges and Developmental Profile Score

Overall, 69% of the population fell below the developmental profile gold standard
(<11 goals met; Supplemental Figure S1). Supplemental Table S1 presents the pre-birth
household challenge components’ unadjusted association with developmental profile score.
Experiencing homelessness was associated with the highest risk of not meeting ADP gold
standards (Risk Ratio (RR) = 1.23, 95% Confidence Interval (CI) = 1.09, 1.38), followed by
experiencing a divorce or separation (RR = 1.16, 95% CI = 1.05, 1.28). Children born to
mothers who reported experiencing ≥4 pre-birth household stressors had 1.16 times the
risk of not meeting developmental profile standards than those who were born to mothers
who reported experiencing 0–1 household stressors, after adjusting for birthing parent
Alaska Native race and years of education at the time of the birth (Table 3). Experiencing
2–3 pre-birth household challenges did not significantly predict risk of not meeting the
standard developmental goals.
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Table 3. Relative comparison of expected kindergarten developmental profile score, third grade
reading proficiency score, and average school attendance rate by number of pre-birth household
challenges.

Number of
Pre-Birth

Household
Challenges

PRAMS Respondents
(n = 3549)

Risk Ratio
(95% CI)

Adjusted Risk
Ratio (95% CI) a

ADP ≥11 Goals * <11 Goals
4+ 106 358 1.15 (1.07, 1.24) 1.16 (1.07, 1.25)
2–3 176 465 1.03 (0.95, 1.12) 1.02 (0.94, 1.11)
0–1 404 916 Referent Referent

PEAKS A/P * BP/FBP
4+ 53 208 1.40 (1.24, 1.57) 1.36 (1.21, 1.53)
2–3 94 253 1.29 (1.15, 1.45) 1.27 (1.14, 1.42)
0–1 252 424 Referent Referent

Attendance ≥0.90% * <0.90%
4+ 369 148 1.38 (1.12, 1.70) 1.29 (1.04, 1.60)
2–3 515 203 1.20 (0.99, 1.46) 1.12 (0.93, 1.36)
0–1 1105 351 Referent Referent

a Education outcome scores adjusted for birthing parent Alaska Native race and years of education at time of the
birth. * Referent category for outcome variable. PRAMS: Pregnancy Risk Assessment Monitoring System. ADP:
Alaska Developmental Profile. PEAKS: Performance Evaluation for Alaska’s Schools Reading Assessment. A/P:
Score of Advanced or Proficient on PEAKS. BP/FBP: Score of Below Proficient or Far Below Proficient on PEAKS.

3.3. Pre-Birth Household Challenges and Third Grade Reading Score

Overall, 64% of the population did not meet proficiency in PEAKS third grade reading
assessment. Supplemental Table S2 presents the pre-birth household challenge components’
unadjusted association with third grade reading score. The presence of any pre-birth
household challenge, except the birthing parent losing their job or having a sick family
member in the hospital, was significantly associated with increased risk of the child not
meeting PEAKS third grade reading score proficiency.

The number of reported pre-birth household challenges predicted third grade readings
scores in a stepwise, dose–response manner (Table 3). Children born to mothers who
reported experiencing ≥4 and 2–3 household stressors during the 12 months before birth
had 1.36 and 1.27 times the risk of not meeting reading proficiency, respectively, than
those who were born to mothers who reported experiencing 0–1 household stressors, after
adjusting for birthing parent Alaska Native race and years of education at the time of
the birth.

3.4. Pre-Birth Household Challenges and School Attendance

Within the population of interest, 22% met the definition for chronic absenteeism
(school attendance <90%). Chronic absenteeism was significantly associated with the
birthing parent facing homelessness, being jailed or their partner being jailed, divorce or
separation, death of a close friend or family member, increased frequency of arguments
with partner or spouse, or drug or alcohol abuse by someone close to the birthing parent
during the pre-birth period (Supplemental Table S3). Only children born to birthing parents
who reported experiencing ≥4 pre-birth household stressors had a significantly higher risk
of chronic absenteeism than those who were born to mothers who reported experiencing
0–1 household stressors, after adjusting for birthing parent Alaska Native race and years of
education at the time of the birth (Table 3).

4. Discussion

This study investigated the relationships between pre-birth household challenges and
children’s school readiness and academic achievement within an Alaska statewide represen-
tative birth cohort. Indicators of school readiness and achievement included performance
on kindergarten developmental profiles, third grade reading evaluation scores, and average
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school attendance across five years. We discovered that children born into households
that experienced high levels of pre-birth household challenges (4+ challenges) were at an
increased risk of not meeting future kindergarten developmental goals and experiencing
chronic absenteeism compared to children born in households that experienced one or no
pre-birth challenges. The level of pre-birth household challenges experienced also had a
dose–response relationship with the child’s third grade reading evaluation scores, with
higher levels of pre-birth household challenges (2–3 and 4+ challenges) being associated
with a stepwise increase in the risk of the child not meeting reading proficiency compared
to children born in households who experienced 1 or no pre-birth challenges. Considering
that early developmental success and school readiness influences future achievement, these
results suggest that it is imperative support systems for pregnant persons and their families
are introduced as soon as possible in the normal pre-natal care routine to address current
pre-birth household stressors and prevent future challenges. Such early prevention efforts
are needed to ensure the best possible developmental start for children.

Results from this study align with and expand upon prior research highlighting links
between individual pre-natal stressor exposure and negative education outcomes of off-
spring. Consistent with prior research linking economic disadvantage during the pre-natal
period with the future children not meeting school readiness expectations [14–16], in our
study, we documented that heavy financial burden, such as homelessness, job loss, and
divorce, were consistently independently associated with greater negative impacts on
school readiness. Furthermore, when taking each challenge together, our results strongly
suggest an additive effect, and the most noticeable school readiness consequences can be
seen at the highest levels of pre-natal household challenge experiences. The prevailing
rationale for the additive influence of stressors on child development suggests that com-
bined financial and other pre-birth stressors may simply overwhelm parents and lead them
to be focused on survival and basic needs (e.g., paying rent, putting food on the table),
making it difficult to provide the optimized physical and psychological home environ-
ment supportive of learning and development for the child [35]. Finally, a strength of
this study was that it used multiple measures and timepoints to examine these pre-birth
household challenge effects on school readiness and achievement rather than relying on
a single snapshot of early education abilities. In this way, we were able to not only show
pre-birth household-challenge-related consequences on early, pre-grade school readiness
outcomes, but also continuous negative impacts within the same cohort in later education
achievement and engagement.

There are several potential reasons why a parent’s experiences of stress or challenges
prior to the birth of their child would affect the child’s eventual school readiness and
early academic achievement. Parents experiencing financial-based challenges, such as
homelessness or losing their job(s), may not be able to afford basic pre-natal care or, if the
challenge continues post-birth, to enroll their child in beneficial early success programs
such as preschool. Poor or absent pre-natal care can negatively affect the child’s physical
development (e.g., low birth weight), which in turn can have negative effects on school
readiness [36]. In addition, parents may not be able to afford to purchase quality children’s
books or to spend long periods of time reading to their child (as opposed to searching
for work or housing), both of which are influential to a child’s early reading skills and
development [37,38]. Furthermore, experiencing higher pre-birth household challenges
predicts an increased risk of the child having higher adverse childhood experiences by
the age of 3 years [31], and adverse childhood experiences have long been linked to poor
developmental, health, and educational outcomes (e.g., for review, see [39]), including
reduced school readiness [40]. Finally, the parents’ stress may limit their awareness of,
and thus access to, beneficial child development programs such as Head Start and other
early childhood educational opportunities. Therefore, pre-birth household challenges
that the birthing parent experiences can lead to a chain reaction of maladaptive events or
experiences that eventually disadvantage the child’s school readiness.
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Person- or family-level prevention efforts and programs may mitigate the effects of
pre-birth household challenges on children’s school readiness and early learning develop-
ment. In the pre-birth window, primary care physicians and related health care providers
can screen pregnant individuals for the presence of these household challenges. If sig-
nificant challenges are present, health care providers can guide the pregnant individual
and their family toward public health resources and care coordinators aimed at helping
families navigate and connect with financial, social, or other supports services needed.
Comprehensive programs that address family-specific challenges are effective. Children
whose families participated in a nurse home visiting program from the pre-natal period
through the child’s infancy demonstrated higher intellectual functioning and fewer clinical
behavioral issues [41]. Other interventions can be engaged in at the perinatal and early
childhood periods to mitigate the transmission of stress and subsequent risk of poor out-
comes from the parent to the child. One example of this is the Child FIRST program [42],
which identifies children in high-risk families as early as possible and provides in-home
assistance geared toward decreasing psychosocial stress, promoting connection to inte-
grated services and supports, and promoting responsive, nurturing caregiving through
a relationship-based psychotherapeutic approach. Children in families enrolled in Child
FIRST had improved language development compared to those who experienced usual
care, and birthing parents in the program had less parenting stress and protective service
involvement compared to those following usual care. Evidence-based pre-natal and perina-
tal programs that not only address pre-birth household challenges, but work to mitigate
their effects on the child and birthing parent post-birth should be readily available and
easily accessible for any pregnant individual and their family in order to curb risks of the
child not meeting early educational development markers.

There are some limitations to the current study. One limitation is that the study
was conducted using an Alaska-based population, making the population demographic
distribution different from the general United States population. However, this study
can serve as a generalizable platform for other states and areas to adopt when examining
pre-birth effects on children’s school readiness. Another limitation is that PRAMS responses
are self-reported and may reflect social-desirability bias toward not reporting on sensitive
experiences. However, results from the PRAMS survey show 19% of our cohort reported
high levels of household challenges (4+), which is comparable to the U.S. percentage of
adults who reported feeling high levels of stress over the years during which PRAMS
was conducted (24% in 2009 and 2010, 22% in 2011; www.stressinamerica.org, accessed
on 19 February 2022). However, it should be noted there are individual differences in
subjective feelings of stress following challenging experiences. This study is also limited
by the lack of potential heterogeneity in education outcomes, with over 50% of Alaskan
children not meeting the developmental profile standard or third grade reading score
proficiency levels. Additional research that accounts for the pre-birth and early childhood
experiences are critical, especially considering the length of time between the stressors
being experienced in this study and the school outcomes being measured. However, the
current study indicates that despite this limitation, initiating and supporting families in
some key areas may have impacts on school readiness of offspring years later. Finally,
there is a limitation in the calculation of the household challenge total scores used in the
bivariate analyses. In constructing these scores, any missing response was counted as a
“no” response, which could lead to underestimated counts.

Future research should focus on ways in which public health can target and mitigate
the effects of pre-birth household stressors on children’s school readiness and development
and the impact of care coordination to assist families dealing with multiple challenges.
Several intervention strategies were mentioned above, but none specifically addressed the
relationship between pre-birth household challenges and targeted comprehensive school
readiness measures as outcomes of interest. It is important to note that the relationship
between pre-birth household stressors and school readiness is likely mediated by several
factors, such as parent−child attachment, that were beyond the scope of the current project.
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These factors and intervention efforts to target them can be addressed by future public
health and education researchers.

Education readiness and early school performance are strong predictors of future
education success and graduation. Education success and graduation are strong predic-
tors of health and economic attainment. Understanding these relationships is critical for
developing a cross-sector approach including education, public health, and medical profes-
sionals. Thus, while efforts are made to restructure and improve the educational system,
we also need to focus on supporting families early on and to recognize them as the first
“educational institution” that establishes the learning foundation. This would increase the
number of children entering school ready to learn.

5. Conclusions

The current study examined whether the number of pre-birth household challenges
experienced by the birthing parent predicted the child’s early school readiness, as measured
by kindergarten developmental profiles, third grade reading assessments, and average
school attendance. We found that experiencing higher numbers of pre-birth household
challenges was related to higher risk of the child not meeting developmental and reading
proficiency and having chronic absenteeism. Experiencing homelessness was consistently
the highest risk pre-birth challenge for poor school readiness outcomes. These results
demonstrate how important the pre-birth window is for providing familial support pro-
grams, particularly financial, early on in an individual’s pregnancy to start children on a
path to educational success immediately at birth.
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Abstract: This study addresses gaps in knowledge of protective factors that support adaptive func-
tioning among maltreated adolescents. The sample included 1003 high-risk youths participating
in the Longitudinal Studies of Child Abuse and Neglect (53% female, 56% Black, and 82% living
in poverty). Adolescent neglect (Exposure to Risky Situations, Lack of Monitoring, Inattention to
Basic Needs, Permitting Misbehavior, Lack of Support) and physical, sexual, and emotional abuse
were self-reported at age 16. Age 18 adaptive functioning measures included healthcare receipt
(medical, dental, and mental health), self-rated global health, high school graduation or enrollment,
prosocial activities, peer relationships (Companionship, Conflict, Satisfaction, and Intimacy), and
independent living skills. Previous childhood maltreatment, demographics, and earlier prosocial
activities and peer relationships were controls. Structural equation modeling showed that adolescent
neglect and abuse were associated with lower adaptive functioning. Multigroup models showed
protective effects for food security on the relationships between sexual abuse and self-rated health
and between Inadequate Monitoring and Companionship. Housing stability buffered relationships
between Inadequate Support and high school graduation or enrollment and between Permitting Mis-
behavior and independent living skills. Findings imply the need for adolescent-focused prevention,
including the promotion of food security and housing stability to support adaptive functioning in
maltreated adolescents. However, notable mixed findings show the need for additional research.

Keywords: child maltreatment; adaptive functioning; protective factors; neglect; abuse; adolescence;
resilience; healthcare; educational functioning; social functioning

1. Introduction

According to the National Survey of Children’s Exposure to Violence, more than a
third (38%) of adolescents in the United States have experienced child maltreatment in
their lifetime [1]. Similarly, a synthetic cohort lifetable analysis estimated that 37% of
youths are reported to child protective services (CPS) for child maltreatment by 18 years
of age [2]. The estimated lifetime economic burden of investigated child maltreatment
during 2015 in the United States was USD 2 trillion [3]. In addition, many studies have
identified that child maltreatment is associated with subsequent psychopathology, risk
behaviors, and victimization [4–6]. Compounding the problem, unmet basic material needs
for secure food and stable housing exist at disproportionately higher rates among families
with maltreatment [7].

Though previous studies have articulated the consequences of maltreatment that
occurs during childhood, limited research has focused on neglect and abuse that occurs
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during adolescence. In addition, prior studies have primarily been framed from a problem-
focused or deficit perspective of child maltreatment, examining its effects on later maladap-
tation. Relatively little research has been framed from a resilience-focused perspective,
considering the relationship between child maltreatment and adaptive functioning [8]. A
resilience-focused perspective may provide clearer and more effective targets for preven-
tion to advance the healthy development of maltreated youths. This study contributes to
knowledge in this area by examining the relationships between neglect and abuse types
during adolescence and subsequent adaptive functioning. In addition, it examines potential
moderating effects of two potential key modifiable protective factors: food security and
housing stability.

1.1. Child Maltreatment and Adaptive Functioning

A resilience-focused perspective considers the capacity of an individual to adapt suc-
cessfully to risks and challenges (e.g., child maltreatment) that could undermine adaptive
functioning [9]. Adaptive functioning is the degree to which individuals perform well at
social and interpersonal activities consistent with their development [10]. Given the key
task of transitioning to independent adulthood in adolescence, key domains of adaptive
functioning include health, high school completion, social connectedness (e.g., involvement
in prosocial activities, positive relationships with friends), and independent living skills;
these have been shown to predict health and well-being in emerging adulthood [11–13].
It is important to consider that resilience assumes adaptive functioning across multiple
systems or domains, as an individual could be functioning adaptively in one domain (e.g.,
social connectedness) and maladaptively in another (e.g., high school completion) [9]. Thus,
it is important to understand factors that can promote adolescent adaptive functioning
across a variety of domains.

Among other factors, a substantial body of research has documented that child mal-
treatment is inversely associated with adaptive functioning [8,14], including health-related
life quality [15], academic performance [16], and social connectedness [17,18]. In a proba-
bility sample of Vietnamese adolescents (N = 1851), Tran et al. found that self-reports of
lifetime physical and sexual abuse were associated with lower quality of physical health;
however, emotional abuse was associated with better academic performance [19]. Alink
et al. found that children (Mage = 7.6) with CPS-reports of maltreatment struggled to de-
velop social functioning relative to non-maltreated children (i.e., without CPS reports) [20].
Lower levels of social functioning were related to lower morning cortisol levels one year
later, which is a physiological indicator of stress response. Oshri et al. examined the growth
patterns of social skills among adolescents reported to CPS for maltreatment (N = 1179);
maltreated adolescents who had higher or increased levels of social skills (approximately
30% of the sample) reported better physical health, higher independent living skills, and
higher grades [18].

Among different types of maltreatment, neglect specifically has been negatively asso-
ciated with adaptive functioning, such as academic performance and peer relations [21–23].
An investigation on a rural Chinese sample (N = 2397) found that diverse dimensions of
neglect (physical, educational, and medical) were inversely associated with social living
ability (prosocial activities, social and educational functioning, communication, indepen-
dent living, and self-management) [24].

1.2. Child Maltreatment during Adolescence

Adolescence is the developmental period spanning childhood to adulthood during
which multiple social and physical transitions take place [25]. Given neurological, cogni-
tive, and social changes that occur during adolescence, it may be a sensitive period for
child maltreatment exposure [26]. However, limited studies have focused on maltreatment
specifically during adolescence [4,16,27]. An even smaller subset has included develop-
mentally sensitive conceptualizations of maltreatment [4]. For example, neglect would be
differently interpreted depending on development: leaving an infant or young child at
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home unsupervised is considered neglect, whereas doing so for an adolescent usually is
not [28]. Finally, the limited existing research with developmentally specific measures of
adolescent maltreatment has been framed from a deficit perspective, focusing on health risk
outcomes [4]. This does little to enlighten the effective promotion of adaptive functioning
during adolescence.

1.3. Food Security and Housing Stability as Potential Protective Factors

Research that can identify malleable factors to promote adaptive functioning in the
face of child maltreatment is highly relevant to intervention. Most research and existing
maltreatment interventions to date have targeted parent and parent–child relationship
factors, such as parenting knowledge, behavior, and parental health [8,29]. Given the
well-established relationship between child maltreatment and poverty, however, increasing
calls have been made to further address the material needs of families at risk for maltreat-
ment [30]. This includes interventions to assure that children’s basic needs for shelter (i.e.,
housing stability) and nutrition (i.e., food security) are met to hopefully prevent maltreat-
ment and mitigate its deleterious effects. Of note, poverty and parental neglect are related
but distinct factors that may both jeopardize housing and nutrition.

Food security and housing stability are basic needs that are integral to daily function-
ing [31,32]. Consistent with family stress theory, the absence of housing stability and food
security can seriously strain the family system, compromising child adjustment [33,34].
Preoccupation and stress within the family system around not having enough food or
stable shelter and physiological effects of their absence, such as hunger, fatigue, irritabil-
ity, and difficulty concentrating [31,32], could compromise adaptive functioning among
maltreated adolescents. Thus, the presence of food security and housing stability may
promote resilience in children and adolescents in the face of maltreatment through their
stabilizing effects on family systems, including their contribution to basic physiological
needs, by promoting attendance to non-emergency health, educational and social needs,
and skill development.

Empirical work supports food security and housing stability as potential moderators
for the effects of child maltreatment on adolescent adaptive functioning. Inverse relation-
ships between child maltreatment and housing stability and, to a lesser extent, food security,
have been established [7,35]. For example, a systematic review of 21 articles found that
housing instability, including homelessness, eviction, and multiple moves, is associated
with caregiver-reported, child self-reported, and CPS indications of maltreatment [35].
Similarly, a study using a large United States sample found an inverse relationship between
food security and child maltreatment [36].

DuMont et al. found that children who had experienced maltreatment were more
likely to be successful in at least four of five domains of functioning, including graduating
from high school, mental health, fewer substance use problems, fewer arrests, and less
self-reported violence, if they grew up with both parents until age 18 or remained in
their first out-of-home child welfare placement for more than 10 years [37]. Housing
stability has been linked to children’s educational attainment and cognition/learning,
healthcare receipt, health, and wellbeing [38]; this may buffer the negative effects of
maltreatment. Similarly, consistent access to adequate, nutritious food has been linked to
better educational, social, and health outcomes [31,39], potentially mitigating the effects of
maltreatment during adolescence.

1.4. The Current Study

The overarching objective of this study is to address gaps in knowledge on protective
moderating factors—food security and housing stability—to inform interventions that will
support adaptive functioning among maltreated adolescents. Using a developmentally
sensitive, multidimensional measure of adolescent neglect with known psychometric
properties [40], this study examines the effects of adolescent neglect and abuse types on
adolescent adaptive functioning in the high-risk Longitudinal Studies of Child Abuse and
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Neglect (LONGSCAN) sample. Guided by resilience theory [9], we examine multiple
domains of adaptive functioning, including health (healthcare receipt and self-rated global
health), high school graduation or enrollment, social connectedness (prosocial activities
and peer relationships), and independent living skills. We address three research questions.
First, to what extent do adolescent neglect and abuse types at age 16 relate to later adolescent
adaptive functioning at age 18, above and beyond childhood maltreatment, poverty, and age
16-year prosocial activities and peer relationships? We hypothesized that adolescent neglect
and abuse types would be inversely associated with all domains of adaptive functioning.
Second, does food security moderate the relationships between adolescent neglect and
abuse types and adaptive functioning? We hypothesized that food security would play
a protective role, such that associations between adolescent neglect and abuse types and
adaptive functioning would be weaker for individuals with food security than those with
food insecurity. Third, does housing stability buffer the relationships between adolescent
abuse and neglect types and adaptive functioning? We hypothesized that housing stability
would play a protective role in the same manner as food security.

2. Method
2.1. Sample and Procedures

The study sample was derived from LONGSCAN, a multi-site longitudinal cohort
study following children and adolescents at risk for maltreatment from age 4 to age 18 in the
United States [41]. Data collection was conducted every two years beginning in 1991 when
children were 4 years old and ending in 2012, when the 18-year data collection was com-
pleted. Parent–child dyads were interviewed at years 4–16 and children were interviewed
at 18 years. Except for interviews at age 10, which were conducted by phone, data were
collected via in-person interviews, with sensitive information collected by Audio Computer-
Assisted Self Interviews. In addition, relatively brief telephone interviews with parents were
conducted the years between biannual interviews (i.e., the odd-numbered child ages) to fa-
cilitate a more complete picture of the family environment and the children’s development.

Each of the five sites used the same data collection protocols and measures but different
sampling strategies. Sampling frames included children investigated by CPS (northwest-
ern and southwestern sites), children with risk factors for maltreatment (poverty, etc.)
served by pediatric clinics (eastern site) and in public health tracking systems (southern
site), and children reported to CPS or in high-risk groups that were matched on neigh-
borhood, race/ethnicity, and SES (midwestern site). Adolescents in the analytic sample
of N = 1003 are a subset of the original N = 1354 study participants and were included if
they completed the age 16-year and/or the 18-year study measures and had valid data
on the hypothesized moderators (i.e., food security, housing stability). Black youths were
overrepresented in the analytic sample (56%) relative to those who were excluded (45%),
χ2(1) = 13.485, p < 0.001. White youths were underrepresented (24% analytic sample vs.
33% excluded), χ2(1) = 10.033, p < 0.001. No other differences were found. This study
involved secondary data analysis of deidentified data obtained from the National Data
Archive on Child Abuse and Neglect; it was thus determined to be non-human subjects
research by Temple University’s institutional review board.

2.2. Measures
2.2.1. 16-Year Adolescent Neglect

The Mid-adolescent Neglect Scale, a LONGSCAN-developed instrument, was ad-
ministered to youths at 16 years of age to assess past-year experiences of parental neglect.
Youths responded on a 4-point Likert response scale (strongly disagree, disagree, agree,
strongly agree). The scale has five confirmed dimensions of neglect: Inadequate Monitoring
(e.g., “wanted to know where I was if not at home”; α = 0.81), Inattention to Basic Needs (e.g.,
“made sure I had a safe place to be when I was not at school”; α = 0.93), Permitting Misbehavior
(e.g., “if I had wanted to smoke cigarettes, my parents would have been upset”; α = 0.78), Exposure
to Risky Situations (e.g., “were involved in loud fights that may have included hitting; α = 0.81),
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and Inadequate Support (e.g., “helped me when I had a problem”; α = 0.91). These scales have
demonstrated convergent validity [40].

2.2.2. 16-Year Adolescent Abuse

At age 16, the adolescents self-reported physical abuse, sexual abuse, and emotional
abuse from the age of 12. The scales included 12 physical abuse (α = 0.67), 11 sexual abuse
(girls α = 0.95, boys α = 0.89), and 12 emotional abuse (α = 0.81) yes/no items [42]. They
were based on Barnett et al.’s conceptualizations of abuse [43]. Responses were yes (1) or
no (0). Sum scores of items where abuse was indicated were calculated for each measure.

2.2.3. 18-Year Adaptive Functioning Variables

Healthcare Receipt. Youths responded to three yes/no questions about the receipt of
routine medical care (“did you get a healthcare check-up?”) dental care (“did you get dental care,
or a dental check-up?”), and psychological counseling (“did you get counseling or therapy for a
psychological or emotional problem?”) in the past 12 months. The psychological counseling
question was combined with another question about whether these services were needed,
since psychological counseling is not appropriate for everyone. The resulting variables
indicated receiving (or not needing) routine medical, dental, or psychological care (1) and
not receiving routine medical care, dental care, or needed psychological care (0).

Self-rated Global Health. The youths self-reported their health to a single item: “com-
pared to others, how would you say your health is?”. Responses were poor (1), fair (2),
good (3), and excellent (4). This item is reliable and widely used [44].

Independent Living Skills. Independent living skills were assessed by the Ansell Casey
Life Skills Assessment, Ages 11–18, Short Form. This 20-item scale measures adolescents’
practical life skills in 5 domains: money management, work-study skills, self-care, daily
living skills, and social development. The total raw score was used, which represents the
percentage of overall possible mastery (α = 0.90). Psychometric studies on the instrument
have demonstrated internal consistency and test–retest reliability [45,46] with other work,
demonstrating criterion validity [47].

High School Graduation or Enrollment. Caregivers reported by phone whether or not
(yes/no) the youth “graduated from high school or received a GED” and were currently en-
rolled in high school. These questions were merged into a dichotomous variable indicating
high school graduation or enrollment (yes = 1, no = 0).

Prosocial Activities. Youths responded to 11 yes/no questions about participation in
sports, clubs, performing arts, scout troops, volunteer groups, religious or church groups or
activities, an apartment, block, neighborhood, or community meeting, political or advocacy
group meeting, political rally or march, and solidarity or ethnic support groups [42]. The
items were summed for a total count of activities within the past year (α = 0.68).

Peer Relationships. Adapted from Furman and Burhmester, LONGSCAN’s Network
of Relationships inventory was used to measure the quality of peer relationships [48]. The
scale has four dimensions with 3 items each: Companionship (e.g., how much free time do you
spend with [friends]; α = 0.75), Conflict (e.g., how much do you disagree and quarrel with [friends];
α = 0.81), Satisfaction (e.g., how happy are you with the way things are between you and [friends];
α = 0.85), and Intimacy (e.g., how much do you tell everything to [friends]; α = 0.82). Each
question was asked separately about the best female friend, best male friend, male friend
who is not a brother or boyfriend, female friend who is not a sister or girlfriend, boyfriend,
and girlfriend. Youths indicated levels of satisfaction, frequency etc. on 5-point Likert-type
response scales. Mean scores for each dimension were used (potential range: 15).

2.2.4. Moderating Variables

Food Security. Food security was measured by caregiver reports to 8 items. At 12,
14, and 16 years of age, caregivers reported on whether or not (yes = 1/no = 0) in the past
30 days the household ran out of money to buy food or the following occurred because
there was not enough money to buy food: the household relied on a limited number of
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food items, caregivers ate less food, caregivers cut their own meal sizes or skipped meals,
children said that they were hungry, children ate less than caregivers felt they should,
caregivers cut children’s meal sizes or children skipped meals, and children went to bed
hungry. Once summed, a score of zero indicated food security (1) and a score of one or
higher indicated food insecurity (0).

Housing Stability. Housing stability was derived from annual administrations of
LONGSCAN’s Life Events Scale from 12–17 years. At each interview, the caregiver reported
whether in the past year: the family moved, the child moved away from the family, the
child “didn’t have a place to stay and spent some nights with friends or relatives?”, “the
child didn’t have a place to stay and spent some nights at a shelter”, and whether the
child/family was evicted from their home. Housing stability (1) was indicated by one or
fewer family moves over the 6-year period and no indication of the other experiences of
housing stability. Housing instability (0) was indicated by two or more moves with the
family over the 6-year period or any indication of other housing instability experiences.

2.2.5. Control Variables

Childhood Maltreatment. Experiences of childhood abuse and neglect from 0 to
12 years were measured by self-report assessments at 12 years of lifetime physical abuse
(15 items; α = 0.65), sexual abuse (11 items; α = 0.81), and emotional abuse (18 items;
α = 0.82), and CPS reports of neglect through age 12. To accommodate for loss of memory
for early childhood maltreatment, we also included CPS reports of any physical, sexual, or
emotional abuse from age 0 to 4 years. These various indicators were combined to create a
single dichotomous variable for childhood maltreatment (1 = yes, 0 = no).

16-year Adaptive Functioning. At 16 years, youths reported prosocial activities and
peer relationships for measures parallel to those used for the 18-year outcome measures.
These were used as control variables to assist in establishing temporal ordering.

Demographics. Sex (male = 0, female = 1) and race/ethnicity were reported by
caregivers at baseline. Multiple responses were not allowed. Due to small distributions
of Hispanic (6.8%), Native American (0.6%), Asian (0.3%), Mixed Race (11.8%) and Other
(0.6%) categories, race/ethnicity was recoded as White (reference), Black (1), or Other (1).
Poverty was ascertained by whether youths lived under the federal poverty level at ages 4,
6, 8, 12, 14, or 16 (indication at one or more timepoints was coded as poverty). These were
based on caregiver reports of household income, the number of dependents living in the
household, and the federal poverty limit for the year corresponding with data collection.

2.3. Analysis
2.3.1. Descriptive and Bivariate Analyses

Means and standard deviations were assessed for all continuous variables. For cate-
gorical and ordinal variables, frequency distributions were assessed (Table 1). Bivariate
subgroup (i.e., food secure and insecure, housing stable and unstable) differences were
assessed using t-tests and chi-squared tests. Bivariate correlations were examined to check
for multicollinearity, using Allison’s criteria of R2 < 0.60 [49].
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2.3.2. Structural Equation Modeling

Single Group. Using a previously specified measurement model for adolescent neglect
(see Figure S1), we conducted structural equation modeling in the overall sample [4,40].
Structural equation modeling was selected for its ability to incorporate the adolescent
neglect latent variable and multiple outcome variables into a single model, reduce mea-
surement error, and easily apply advanced missing data techniques to reduce bias [50]. In a
single model, the eleven outcome variables were regressed on the 5-factor measurement
model for adolescent neglect, adolescent sexual abuse, physical abuse, and emotional abuse
scores, and control variables (i.e., race/ethnicity, sex, poverty, and childhood maltreatment).
In addition, 18-year measures of prosocial activities and peer relationships were regressed
on the corresponding 16-year measures. Weighted least squared square means and variance
adjusted (WLSMV) estimation was used. Independent living skills, peer relationships, and
prosocial activities were treated as continuous; standardized betas are reported for these.
All other variables were treated as categorical or ordered categorical. No interpretable
effect size is provided by Mplus for categorical and ordered categorical outcomes with
WSLMV [51]; therefore, unstandardized betas are reported for these. Hu and Bentler’s fit
criteria were applied: Root Mean Square Error of Approximation (RMSEA) < 0.06, Tucker
Lewis Index (TLI) > 0.95, and Standardized Root Mean Squared Residual (SRMR) < 0.08 [52].
Pairwise present was used to manage item-level missingness.

Multigroup. Following analysis of the one-group structural equation model, we con-
ducted multigroup analysis to assess moderated effects for housing stability and food
security status. In order to rule out the possibility that any group differences in struc-
tural paths were due to measurement bias, measurement invariance analyses were first
conducted to assess whether the configuration of the items (configural invariance) and
the contribution of items to factors (metric invariance) in the 5-factor adolescent neglect
measurement model were equivalent between groups [53]. Configural models were first
run to simultaneously examine the measurement model across the subgroups with no
constraints, examining the direction and significance of item loadings. Metric invariance
was then tested to assess the group equivalence of the relationships between scale items
and latent variables. This was accomplished by comparing the configural model to the
subsequent model in which factor loadings were constrained to be equal across groups.
Deteriorations in model fit, including a significant log likelihood ratio test and deterioration
in RMSEA, TLI, and SRMR would indicate metric non-invariance [54].

Next, multiple group structural equation modeling analysis was conducted. Two
sets of models determined whether (1) food security and (2) housing stability moderated
relationships between adolescent neglect and abuse and subsequent adaptive functioning.
Group differences were tested by labeling and creating difference terms for individual
structural paths with the Mplus’ “Model Constraint” command (e.g., “path1_secure −
path1_insecure = path1_difference”). Mplus provides estimates for difference terms (i.e.,
moderated effects) and associated Wald tests.

3. Results
3.1. Descriptive and Bivariate Statistics

In the overall sample, two thirds of the youths (65%) reported receiving dental care
in the past year, making it the least frequently met healthcare need followed by regular
medical check-ups (79%) and counseling/therapy (93%). Three quarters (76%) of youths
perceived themselves to be in excellent or good health. Total scores indicated 81% mastery
of independent living skills (range: 33–100). On average, the youths engaged in 2 out of
11 prosocial activities (range: 0–9). Four fifths (79%) of the youths had graduated from
or were currently enrolled in high school. Half (49%, n = 486) were food secure and 62%
(n = 618) had stable housing.

Several statistically significant group differences were found at the bivariate level. Of
note, more youths who were food secure had graduated from or were enrolled in high
school (87%) compared to those experiencing food insecurity (73%), and they had lower
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conflict with friends at age 18 (M = 2.3 vs. 2.4). Significantly more youths with stable
housing had graduated from or were enrolled in high school (84%) than those who had
experienced housing instability (72%), and they had lower adolescent sexual abuse scores
(0.18 vs. 0.38).

3.2. Structural Equation Model—Single Group

Parameter estimates for the single group model are shown in Table 2. Model fit
indices were within range (see Table 3). More Inadequate Monitoring was related to
lower Companionship (β = −0.13, SE = 0.06, p = 0.037), Satisfaction (β = −0.13, SE = 0.06,
p = 0.023), and Intimacy with friends (β = −0.15, SE = 0.06, p = 0.010), but higher self-rated
health (B = 0.19, SE = 0.07, p = 0.008). Greater Inattention to Basic Needs was associated
with a lower likelihood of receiving dental care in the past year (B = −0.61, SE = 0.24,
p = 0.011), but higher independent living skills (β = 0.48, SE = 0.18, p = 0.006). Permitting
Misbehavior was related to engagement in fewer prosocial activities (β = −0.13, SE = 0.06,
p = 0.026). Greater Exposure to Risky Situations (β = −0.29, SE = 0.09, p = 0.001) and
Inadequate Support (β = −0.40, SE = 0.12, p = 0.001) were related to lower independent
living skills. Greater Inadequate Support was also related to higher conflict with friends
(β = 0.29, SE = 0.12, p = 0.015).

Physical abuse was associated with lower independent living skills (β = −0.12,
SE = 0.04, p = 0.004). Emotional abuse was related to lower self-rated health (B = −0.06,
SE = 0.03, p = 0.028) but higher independent living skills (β = 0.13, SE = 0.05, p = 0.014).
Sexual abuse was associated with lower Companionship (β = −0.08, SE = 0.04, p = 0.038)
and Intimacy (β = −0.11, SE = 0.05, p = 0.030).

3.3. Structural Equation Model—Food Security Multigroup Analysis

Measurement invariance testing for the food security groups revealed configurations
within groups were as expected and there was no significant deterioration in fit between
the configural and metric models (Table 3). Thus, structural analysis proceeded with this
support for measurement invariance. Structural models for the individual outcomes were
run separately due to non-convergence of the larger model. Problems with nonconvergence
and larger standard errors associated with the small subgroup sizes were addressed by
simplifying the race variable to Black or non-Black, and removing childhood maltreatment
from the independent living model.

The multigroup analysis identified several significant group differences for the food
secure and insecure groups (see underlined coefficients in Table 4). Sexual abuse was
related to higher self-rated health in the food secure group, but not the food insecure group
(Difference = 0.26, SE = 0.08, p = 0.001). Another moderated effect indicated a relationship
between Inadequate Monitoring and lower Companionship in the food insecure group, but
no relationship in the food secure group (Difference = −0.20, SE = 0.08, p = 0.013). Finally,
sexual abuse was related to higher Conflict with friends, but only in the food secure group
(Difference = −0.12, SE = 0.05, p = 0.014).
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Table 3. Fit Indices.

χ2/∆χ2 RMSEA (90% CI) TLI SRMR

Measurement Invariance Testing
Food Security

Configural 0.063 (0.060, 0.065) 0.944 0.082
Metric 56.265 (42), p = 0.070 0.051 (0.049, 0.054) 0.962 0.084

Housing Stability
Configural 0.059 (0.057, 0.061) 0.951 0.068
Metric 68.322 (42), p = 0.006 0.049 (0.046, 0.051) 0.966 0.072

Structural Models
Single Group 4818.46 (1802), p < 0.001 0.041 (0.039, 0.042) 0.936 0.059

Multigroup Models for Food Security
Healthcare 4245.03 (2366), p < 0.001 0.040 (0.038, 0.042) 0.963 0.071
Dental care 4251.46 (2366), p < 0.001 0.040 (0.038, 0.042) 0.963 0.071
Mental healthcare 4242.73 (2366), p < 0.001 0.040 (0.038, 0.042) 0.963 0.072
Self-rated health 4244,03 (2366), p < 0.001 0.040 (0.038, 0.042) 0.963 0.071
High School graduation/ enroll. 4261.42 (2366), p < 0.001 0.040 (0.038, 0.042) 0.963 0.072
Prosocial Activities 4341.50 (2447), p < 0.001 0.039 (0.037, 0.041) 0.963 0.072
Companionship 4323.87 (2549), p < 0.001 0.037 (0.035, 0.039) 0.965 0.071
Conflict with friends 4343.98 (2447), p < 0.001 0.039 (0.038, 0.041) 0.963 0.072
Satisfaction with friend 4171.64 (2445), p < 0.001 0.038 (0.036, 0.040) 0.967 0.069
Intimacy 4380.97 (2447), p < 0.001 0.040 (0.038, 0.042) 0.962 0.072
Independent Living Skills 4127.18 (2240), p < 0.001 0.041 (0.039, 0.043) 0.962 0.065

Multigroup Models for Housing Stability
Healthcare 4309.47 (2366), p < 0.001 0.041 (0.039, 0.043) 0.961 0.073
Dental care 4308.49 (2366), p < 0.001 0.041 (0.039, 0.042) 0.961 0.073
Mental healthcare 4303.22 (2366), p < 0.001 0.041 (0.039, 0.042) 0.961 0.074
Self-rated health 4226.24 (2466), p < 0.001 0.038 (0.036, 0.040) 0.965 0.073
High School graduation/ enroll. 4313.71 (2366), p < 0.001 0.041 (0.039, 0.043) 0.961 0.073
Prosocial Activities 4400.82 (2447), p < 0.001 0.040 (0.038, 0.042) 0.961 0.072
Companionship 4378.14 (2549), p < 0.001 0.038 (0.036, 0.040) 0.964 0.073
Conflict with friends 4409.02 (2447), p < 0.001 0.040 (0.038, 0.042) 0.961 0.073
Satisfaction with friend 4392.32 (2447), p < 0.001 0.040 (0.038, 0.042) 0.961 0.072
Intimacy 4439.41 (2447), p < 0.001 0.040 (0.039, 0.042) 0.960 0.073
Independent Living Skills 4249.95 (2240), p < 0.001 0.042 (0.040, 0.044) 0.958 0.065

Notes: RMSEA = Root Mean Square Error of Approximation; TLI = Tucker Lewis Index; SRMR = Standardized
Root Mean Squared Residual.

3.4. Structural Equation Model—Housing Stability Multigroup Analysis

Modifications were made to address errors in model identification at the measurement
invariance testing stage for the housing stability groups: (1) item 20 was cut from the
Inattention to Basic Needs factor and (2) an error covariance between items 1 and 2 was
removed. As shown in Table 3, the log ratio test of model differences between the configural
and metric models was significant. However, all other model fit indices remained within
thresholds. Thus, analysis proceeded with this partial support for measurement invariance.

Several differences were also found for the housing stability groups (see underlined
path coefficients in Table 5). More Inadequate Support was associated with a lower likeli-
hood of graduating from or being enrolled in high school, but only in the unstable housing
group (Difference = 1.65, SE = 0.57, p = 0.004). More Permitting Misbehavior was related to
lower independent living skills only when housing was unstable, but not in the stable hous-
ing group (Difference = 3.77, SE = 1.77, p = 0.033). In addition, more Inadequate Monitoring
was associated with a greater likelihood of high school graduation or enrollment when
housing was unstable, but a lower likelihood of graduation or enrollment when housing
was stable (Difference = 0.85, SE = 0.28, p = 0.002). Emotional abuse was unrelated to
prosocial activities in the stable housing group but was related to higher prosocial activities
in the unstable housing group (Difference = −0.25, SE = 0.10, p = 0.014).
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4. Discussion

The present study fills an important gap in the literature by examining the association
between neglect and abuse during adolescence and later adaptive functioning, as well as
factors that could mitigate this association. Overall, findings from this study show that
neglect and abuse during adolescence impairs later adolescent adaptative functioning.
We also found evidence that food security and housing stability have protective effects,
mitigating many of these associations, though the directions for some effects were not
as hypothesized. The results of this study provide important insights into the potential
protective roles of food security and housing stability for promoting adaptive functioning
among adolescents who have been maltreated.

4.1. Healthcare Receipt and Perceived Health

Our findings extend prior research that has connected child maltreatment to poorer
health [15,19] to adolescent neglect and abuse types. Poverty and Inattention to Basic
Needs (e.g., arranging for healthcare needs, ensuring appropriate clothing and shelter)
were independently associated with lower odds of receiving dental care, consistent with
research showing effects of neglect above and beyond poverty, as well as the conceptual
distinction of poverty and basic needs neglect [55]. It was surprising that no adolescent
neglect or abuse types were associated with receiving routine medical care or needed
psychological counseling. It is important to note, however, that less than 8% reported
unmet psychological healthcare needs and receiving needed psychological healthcare is
confounded with having mental health challenges.

Though emotional abuse was related to lower self-rated health, sexual abuse was asso-
ciated with better self-rated health among youths who experienced food security but not
food insecurity. The latter finding may indicate protective effects for food security against
the putative negative health impacts of sexual abuse [56]. However, it was surprising that
the negative association between sexual abuse and self-rated health was not significant
among adolescents who experienced food insecurity. There were also counterintuitive
findings between Inadequate Monitoring and higher self-rated health. Moderation analyses
revealed that this association was only significant among youths who experienced food
security; this is consistent with the hypothesized protection of food security. Nonetheless
this finding was surprising. It is possible that the temporal ordering of the relationship
was reversed, such that greater parental monitoring is observed in response to poorer
adolescent health, particularly among families who are food secure. This could also explain,
in part, unexpected findings in the multigroup analysis showing that Inadequate Moni-
toring was linked to higher high school graduation when housing is unstable, but lower
graduation/enrollment when housing is stable. Of note, however, this same construct was
found to predict lower substance use in a previously published study [4]. The Inadequate
Monitoring scale contains only three items of parental knowledge and interest in children’s
activities; unexpected findings therefore may suggest a lack of validity for the complex
monitoring construct.

4.2. High School Graduation or Enrollment

Past research has shown a detrimental effect of child and adolescent maltreatment on
academic outcomes [16,18,22,23]. Although adolescent maltreatment did not predict high
school graduation or enrollment in the single group analysis, in the multiple group analysis,
Inadequate Support was associated with lower high school graduation or enrollment for
adolescents who experienced housing instability. However, this association was nonsignifi-
cant for adolescents who experienced housing stability. Consistent with our hypotheses,
this may suggest a protective effect of housing stability against the negative effects of poor
parental support on high school graduation or enrollment and extends evidence on the
protective effects for housing stability [38].
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4.3. Social Connectedness

Findings generally corroborate past research demonstrating relationships between
child maltreatment and social connectedness [17,18,20,24] and extend these findings to
neglect during adolescence. In line with study hypotheses, Permitting Misbehavior was
associated with less involvement in prosocial activities. Emotional abuse was associated
with more involvement in prosocial activities among adolescents who experienced unstable
housing. It is possible that adolescents experiencing the stresses of emotional abuse and un-
stable housing seek out positive adult and peer support and attention through engagement
in prosocial activities.

Regarding peer relationships, Inadequate Monitoring was related to less Companion-
ship, Satisfaction, and Intimacy; sexual abuse was additionally related to less Companion-
ship and Intimacy, and Inadequate Support was associated with more Conflict. Surprisingly
though, sexual abuse was related to higher conflict with friends only when food was se-
cure. This finding may indicate that food security promotes stability in dysfunctional
peer relationships.

Consistent with our hypothesis that food security would mitigate the effects of adoles-
cent maltreatment on peer relationships, moderation analyses revealed that the negative
association between Inadequate Monitoring and Companionship was only significant
among youths who experienced food insecurity. However, inconsistent with our hypothe-
ses, Inadequate Monitoring was only associated with less involvement in prosocial activities
among adolescents who experienced housing stability. These findings should be inter-
preted with caution though given the previously mentioned concerns about the validity of
this construct.

4.4. Independent Living Skills

In line with past research [18,24], Exposure to Risky Situations, Inadequate Support
and physical abuse were associated with poorer independent living skills. Moderation
showed that Permitting Misbehavior was also associated with poorer independent living
skills among youths who experienced unstable housing, a potential additional cost of
permissiveness in an unstable environment. Emotional abuse and Inattention to Basic
Needs, on the other hand, were associated with better independent living skills. Though
unexpected, these findings have some precedent in the literature [19]. Neglected children
have been found to have stronger adaptive functioning (problem solving, abstraction, and
planning) than non-maltreated children in some research [21]. This may be related to
adolescents being forced to take on adult responsibilities for their own survival.

4.5. Limitations

This paper has several limitations. The high-risk nature of the sample limits general-
izability; for example, we may have found more or different moderated effects for food
security and housing stability in a sample with lower poverty. Second, although we used a
longitudinal design, repeated measures of most dependent variables were not available,
leaving questions about temporal sequencing. Third, race and ethnicity were not measured
separately in LONGSCAN, and were reported by caregivers at birth versus being reported
by the youths themselves. In addition, because of low frequencies in individuals who
were not Black or White individuals, our analysis combined heterogeneous subgroups.
Fourth, the childhood maltreatment variable may not be sensitive enough to detect unique
effects (e.g., subtype differences). Fifth, we relied on self-reported measures of adolescent
maltreatment; although these have greater sensitivity than CPS reports, they are subject
to self-report bias [57]. Last, given model complexity and limitations in LONGSCAN
measures of social interventions, we were unable to adjust for their potential influence.

4.6. Implications

The results of this study suggest several implications for research and policy. Findings
indicate the importance of maltreatment prevention for adolescents. This is currently a
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notable gap in the literature and real-world practice, where prevention has overwhelmingly
focused on early childhood. Evidence provided by this study suggests that concerted
efforts to prevent maltreatment from occurring (or recurring) during the adolescent years
may foster a strong foundation for independent adulthood.

Findings further suggest the importance of providing strength-based services to en-
hance the resilience of adolescents who experience neglect and abuse. Specifically, they
infer that strength-based services to buffer impacts of earlier maltreatment on adaptive
functioning over time might focus on supporting the basic, material needs of adolescents
for food security and housing stability. These may include enhancing outreach services
that support food and housing needs. For example, facilitating enrollment in government
support programs such as the Supplemental Nutrition Assistance Program (SNAP) and
housing voucher programs, as well as programs such as those to enhance overall family
income (e.g., Temporary Aid for Needy Families, Earned Income Tax Credit) may sup-
port adaptive functioning in adolescents. However, for families living with high levels of
poverty, public support programs are often not enough to fill the financial hardship gaps
and many families in need may not consistently meet eligibility requirements. For example,
waitlists for housing assistance are several years-long [58]. In our study sample, 52% of
families reported receiving food stamps, 83% reduced/free lunches, and 27% housing sub-
sidies, but far fewer (20%, 48%, and 12%, respectively) received these benefits consistently
over the 12–18-year time period. Receipt of those benefits did not equate with food security
and housing stability; therefore, greater efforts are needed. These might include advocacy
to expand safety net programs and otherwise make safe housing and nutritious food more
affordable and available as well as poverty reduction efforts, such as raising the minimum
wage. Greater integration between child welfare and safety net systems is needed [30]. For
example, some child welfare jurisdictions have partnered with housing authorities and
local landlords to connect families with Housing Choice Vouchers to apartments [35].

Although our analysis demonstrates some promise for housing stability and food
security to help promote adaptive functioning among maltreated youths, notable mixed
findings suggest these approaches are not a panacea. Nor are they a replacement for
programs focused on parent or child health. In addition, further research is needed to
clarify many of the relationships examined in this analysis, to examine additional protective
and risk factors that may moderate these relationships, and mediated pathways. These
might include studies considering the role of housing quality as well as stability and in-
depth analyses of individual adaptive functioning domains and childhood maltreatment.
Future research is also needed to replicate these findings, including in light of pandemic-
related changes to safety net programs, food costs, and housing markets.

5. Conclusions

This study demonstrates effects of neglect and abuse during adolescence on subse-
quent adaptive functioning, using a developmentally specific, multidimensional measure
of neglect and controlling for prior childhood maltreatment. Findings indicate that neglect
and abuse during adolescence impairs later adolescent adaptative functioning. Findings
also suggest that food security and housing stability are potential protective factors that
may mitigate the deleterious effects of maltreatment on adaptive functioning.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/children9030390/s1. Figure S1: Measurement model for adoles-
cent neglect.
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Abstract: Mothers who experience intimate partner violence can be resilient in maintaining em-
ployment during periods of abuse. The current qualitative study examines mothers’ experiences of
abusive workplace disruptions as well as helpful responses from workplaces. Two main research
questions are addressed: 1. What ways do abusive partners use issues related to children to disrupt
mothers’ employment? 2. How do workplaces respond to mothers experiencing IPV? How do moth-
ers show resilience? Mothers (n = 18) receiving services for abuse explained that abusive partners
disrupted their work through compromising or withholding childcare, manipulating them through
children, and jeopardizing child safety during work hours. However, mothers showed resilience
when coworkers extend housing, childcare, and genuine concern for their situations. Implications for
researchers, practitioners, and employers of survivors are discussed.

Keywords: intimate partner violence; qualitative research; mothers; employment

1. Introduction

Employment instability or loss of paid work time and unemployment persists for
weeks, months, and years in the lives of intimate partner violence (IPV) survivors in the
United States [1–3]. In a longitudinal study of the effect of IPV on employment trajectories,
researchers found that experiencing IPV relates to unemployment six years after abuse
occurred among mothers [4]. IPV survivors who are mothers may be more prone to
experiencing unemployment. The added responsibility of parenthood and manipulation
from abusers to prioritize children over work can lead mothers to leave their jobs [5–7].
However, previous research indicates that mothers who feel supported in the workplace
may show resiliency and continue to stay employed despite abuser efforts to sabotage
them [2,6]. The current study expands understanding of mothers’ employment instability
by using a qualitative approach to clarify the effect of parenting-specific abusive workplace
disruptions on employment status and the potential protective effect of workplace support
from coworkers.

Literature Review

There are various typologies of IPV including forms of abuse, types of violence, and
types of perpetrators [8]. The forms of abuse include physical violence, sexual violence,
and psychological violence. The types of violence examine the patterns within which
the violence occurs, while the types of perpetrators typology focus on factors about the
perpetrators themselves [8]. In the current study, we examine a slightly different typology
of IPV, in which we are examining the specific situations (work) in which abuse occurs, and
specific tools (childcare and children) that abusers use to commit violence.

Abusive workplace disruptions are tactics used by abusive partners to prevent sur-
vivors from attending work and performing to their full potential. In the context of
parenthood, abusive workplace disruptions include excessive contacting about children
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(40.6%), sabotaging childcare arrangements (38.0%), and having to take time off work due
to child-custody disputes (22.5%) [9,10]. Abuser-initiated workplace disruptions are closely
related to survivors’ employment instability [3,11,12]. About half of survivors (n = 133)
in a study of women experiencing abuse in the last 12 months reported that they were
reprimanded or lost their job during abuse periods [13]. Workplace disruptions also lead to
employment instability through indirect pathways. In a Banyard and colleagues [14] study
of women living in New Hampshire (n = 1079), survivors reported problems concentrating
at work, working at a slower pace, and feeling exhausted at work significantly more often
than women who did not experience IPV.

Motherhood poses an opportunity for abusive partners to confound victims’ employ-
ment and financial stability. Several previous studies with samples of mothers find that
IPV is significantly related and negatively impacts employment outcomes [3,11,15–19]. In a
study comparing abusive workplace disruption tactics across multiple samples, 38% of
survivors reported experiencing childcare threats and 11% reported that a partner told
them “women shouldn’t work outside the home” or “women who work outside the home
are bad mothers” [9] (p. 749). Researchers analyzing abusive workplace disruptions with
item response theory found that having childcare arrangements purposely sabotaged by
abusers was a common experience among survivors [19]. Thus, employment instability is
likely especially common among mothers.

Working parents face significant challenges in the United States because of the avail-
ability, hours, quality, and cost of childcare [20]. Working mothers who are survivors of IPV
face additional challenges due to their experience of IPV. The high cost of childcare may be
factored into a mother’s decision to leave an abusive partner; that is, to the extent that the
abusive partner contributes to the overall finances of the home, the survivor may be unable
to separate themselves from the partner because of the inability to afford childcare on their
own. Across multiple studies, survivors report that childcare assistance is a significant
need [21,22].

Mothers who are IPV survivors may be reluctant to leave their children home with
their abuser, for fear that the abusive partner will harm the children when the mother is not
home to protect them [7]. Children of parents experiencing IPV are at significantly greater
risk for child maltreatment [23]. In homes where IPV is present, children are 2.5 times more
likely to experience physical abuse and 9.5 times more likely to experience psychological
abuse [24].

Several researchers have explored employment experiences of IPV survivors [25,26]
and about 35 known published papers have investigated survivors’ employment using
qualitative approaches previously (see [27]). Of these, eight focus on aspects of motherhood,
intimate partner violence, and employment but none of them focus on mothers’ resilience
at work. In a related qualitative study utilizing the same data as the current study, but that
did not focus on motherhood or resilience, subjects reported leaving work when abusive
partners left young children home alone, missing work to help children emotionally recover
after IPV incidents, and being unable to provide for children without employment [28].
The current study addresses the following research questions:

1. What ways do abusive partners use issues related to children to disrupt
mothers’ employment?

2. How do workplaces respond to mothers experiencing IPV? How do mothers
show resilience?

2. Materials and Methods

This study was approved by the Institutional Review Board (IRB) of a large midwestern
university and was given full consideration. The research utilized a sample of 19 clients
receiving counseling services for IPV at a Midwest social services agency from 2017 to 2018.
A convenience sample of participants were recruited by agency counselors by phone and
in person if they met the following eligibility criteria: 18 years of age or older, English-
speaking, identify as female, and currently or previously employed while experiencing
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IPV. Sampling was determined to be complete when saturation was reached and additional
interviews did not provide further insight into survivors’ employment instability [29].
The current sample excludes one participant who did not have children.

If agency clients agreed to participate, an interview time was made by the counselor
after their regularly scheduled counseling session in a private room at the agency or in
a public library. The first author, a White female, who had no personal experience with
IPV, conducted all semi-structured interviews. In an exercise of researcher reflexibility, the
author recognized her position as both an outsider and an educated expert. She utilized
engagement and interview skills obtained through her social work education to establish
rapport and positively influence the relationship between interviewer and participant.
All conversations started by obtaining verbal consent, agreement to record the interview,
and answering any participant questions. During the subsequent 45–65 min conversa-
tions, participants responded to demographic questions and approximately 15 open-ended
questions related to their experiences of employment instability. Participants received a
USD 20 incentive for their time and travel.

Analysis

Audio data were transcribed by professionals approved by the IRB and uploaded to
NVivo Pro 12 for Windows for analysis [30]. Two coders were used to analyze the data
to enrich the quality of analysis and to avoid individual researcher bias. A constructivist
paradigm framed the analysis whereby the researchers served to interpret participants’
unique realities which emerge from their individual experiences and life contexts [31].
As guided by grounded theory experts [32], the following coding steps included (1) reading
transcripts carefully, (2) open coding, (3) axial coding (grouping codes into categories),
and, last, (4) selective coding and comparison of categories. Throughout completion of
the independent coding of the data, the first and third/fourth authors met weekly to
discuss codes, potential themes, and their interpretations, and questions that arose during
analysis. Additionally, coding memos and an audit trail were maintained to ensure further
trustworthiness of the study [33]. The final selection of themes was made in consultation
after resolving the few areas where suggested themes differed.

3. Results

Descriptive statistics illustrate a homogenous sample. Interview participants had an
average age of 38 (SD = 10.76) and a majority had more than a high school education (66%).
Approximately two thirds of interview participants identified as White and about 11%
identified as Hispanic. Participants on average had two children.

Using research questions as guidance, four major thematic categories were identi-
fied: childcare challenges; manipulation through children and parenting; child safety and
wellbeing; workplace supports. Within themes, quotes from participants offer insight into
mothers’ experiences. See Table 1 for complete descriptions of themes.

Table 1. Themes, theme definitions, and codes.

Themes Theme Definitions Codes

Childcare Challenges Abusive partners use childcare as a way to force
survivors to leave work to take care of their children.

Transportation, leave work,
parenting disruption.

Manipulation through Children
and Parenting

Maternal responsibilities were used to make mothers
feel guilty about going to work.

Guilt, maternal duty,
parenting ability.

Child Safety and Wellbeing Children were put at risk by abusive partners
through threats of kidnapping or abandonment. Danger, maternal fear, kidnapping.

Workplace Supports Coworkers offered physical and emotional
supports to mothers.

Childcare assistance, housing,
listening, checking in.
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3.1. Childcare Challenges

Approximately one-third of the sample reported that abusive partners used childcare
as a means to make participants late to work and/or leave work early. One participant,
employed as a nursing professional, explained “I had to call off for the kids when the kids
were under stress . . . It was just a lot of call offs and a lot of tardiness”.

Survivors expressed that abusers did not see transporting children or taking care
of them during work hours as their responsibility, not even on rare occasions. One
survivor explained

“I would be all ready to go, and he [abusive partner] would be lying in bed. He would
say, ‘Where the hell are you going?’ I’m like, ‘Okay. Well, this is the day that I have to be at
work at 6:00 . . . ’. He goes, ‘I’m not taking those effing kids to daycare’”.

Further, another mother who had a long commute stated she would have to pay late
fees to childcare providers for not picking up the children on time:

“It was a constant stress thinking about the traffic home, and driving on the highway,
and not knowing whether it was going to go or stop. Just knowing that I would not be able
to call him and say, ‘Hey, I’m stuck in traffic, will you please pick up the kids?’. I ended up
paying extra sometimes for them at daycare”.

3.2. Manipulation through Children and Parenting

Still, about one in four participants recalled that they were not able to work at all
because of childcare responsibilities. Abusive partners prevented mothers from working by
stating that childcare was too expensive or that the children would suffer if mothers/both
parents went to work. One survivor recalled the excuses she received from her partner:

“Well, you can’t work, we can’t afford daycare, the kids will miss you, and what are
you gonna do with the kids?”.

Additionally, one participant experienced prolonged isolation and financial abuse that
resulted from not working or utilizing childcare:

“For years I was a stay-at-home mom because he [partner] didn’t want me to work.
He wanted to take care of me and wanted me to do the motherly duties, but then I had no
access to funds. I had no right to know how much money he was making. It was none of
my business”.

Abusive partners even manipulated children to call their mothers and beg them
to leave work. One survivor explained her suspicion when her young child left her a
voicemail: “Mommy, I really miss you. Can you please come home? I’m going, ‘You’re
three years old. You do not do this on your own’”.

To exacerbate situations, abuse partners continued to use children to manipulate and
scare mothers even after they separated. One survivor recalled her abusive partner ruined
her confidence to provide for her children by saying “You’ll never get custody. You’re a
bad mom, you don’t have a job, you don’t have this and that”.

3.3. Child Safety and Well-Being

As primary caregivers, participants who experience violence in their homes struggle
to keep their children safe. Concerns of children’s safety and well-being was mentioned by
about 20% of participants. One survivor explained the difficulty of lying to coworkers to
keep her daughter safe. She told her coworkers:

“‘Well, I’ve gotta pick my daughter up. I don’t have nobody to watch her’, and it
was just like that wasn’t the truth. I had somebody to watch her, but I didn’t trust where
he [abuser] was gonna take her cuz he has something’ to do, but it wasn’t work. It was
whatever he wanted to do”.

Other survivors had abusive partners that threatened harm or neglect to children
if mothers did not leave work. One survivor with two young children remembered her
partner’s frightening words and actions:

“‘You leave, I’m gonna leave the kid.’ I’m like, ‘You’re not gonna leave my kid. I have
to go back to work.’ No, he left my kids home alone so I had to go back”.
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Similarly, survivors were afraid that if they did not leave work that abusers might
kidnap or take their children. This fear was present for one survivor:

“I just was to the point where I was just so scared like, where is he gonna take my
baby? Then I get off work and not know where she’s at. I would leave early cuz I’m like, ‘I
gotta get my baby’”.

3.4. Workplace Supports

Coworkers, managers, and employers did offer support to mothers who were experi-
encing IPV. Specifically, supports included watching children, talking through safety plans,
offering a safe place to stay, and regularly checking in. These supports were reported by
about 30% of the sample and contributed to the resilience of mothers in terms of continuing
to work through periods of abuse.

Some coworkers took a very active role in protecting mothers and their children. One
participant recalled help from her supervisor: “She offered actually for a place for me to
stay. Like for me and my kids to move in with her until I figure things out”. Additionally,
a participant mentioned that her coworker would watch her children on days off, not
charging the survivor for babysitting.

More commonly however, survivors shared that coworkers would help de-escalate
stressful situations involving abusive partners and check in with survivors. One mother stated

“Honestly, she [coworker] just listened and she wanted to make sure that I was safe
and that my daughter was safe. We only had one kid the first time around. She really just
did a lot of regular check ins”.

4. Discussion

Previous research has found irregularity in the effect of IPV on employment outcomes
as well as the longevity of employment instability for survivors [1,17]. The current study
sought to explore the ways in which abusers use children to sabotage employment among
mothers as well as to understand how mothers show resilience with workplace support.
We found that IPV among mothers causes unique challenges that impacts their ability
to work.

While childcare is a concern for all working parents, for survivors this is even more
challenging [19]. Mothers in the current study reported that their abusive partner was
unwilling to assist with logistics of childcare in any way. Childcare centers typically follow
standard work schedules and charge exorbitant fees to parents who are late to pick up their
children. Participants in this study emphasized how difficult it was to meet their required
work schedules while also meeting the requirements of childcare drop-off and pick-up.
Mothers in the study sometimes had to weigh the demands of these two systems, having
to decide whether they could afford to leave work early and face the consequences of the
employer, or afford the fees imposed by the childcare center.

Within the typologies of IPV examined for the current study, we found that abusers
use childcare as a tool to commit violence against their partners. Specifically, the study
found that abusers use childcare as a justification to prevent mothers from working at all,
pointing to the high cost of childcare as referenced in previous literature [20]. In doing so,
they limit the survivor’s contact with others who may be supportive to them and make
them financially dependent on the abuser. Financial abuse is a significant problem within
the context of IPV. In a review of quantitative studies (n = 46), researchers found that
most studies only ask one or two questions to survivors about financial abuse and so it
is difficult to determine prevalence, but financial abuse is often correlated with physical
and psychological abuse [32]. Additionally, survivors who are not working are less able to
leave the violent relationship.

We found that abusers also use threatened or implied violence or neglect of children in
order to wield power and control over their partners. Mothers reported fearing leaving their
children home with the abusive partner, which supports previous research suggesting that
this is a problem for working mothers who are survivors [7]. Because child maltreatment
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and IPV commonly co-occur [23,24], there is a significant risk to children. In addition to
concern about violence against the children, mothers also reported abusers threatening
to kidnap children or refusing to supervise children. In addition to the harm caused to
mothers, the violence and threat of violence to children is also harmful to child development.
This finding builds on related literature [12,15–17,28] by illustrating that survivors are solely
responsible for the safety of their children.

Abusers used the children themselves as a tool against the mother while she was
working. Mothers reported the child calling them while they were at work to tell them that
they missed them and wanted them to come home. This manipulation may contribute to
mothers leaving work early, being distracted at work, or even experiencing disciplinary
action at work for receiving too many personal phone calls. Interestingly, in contrast to
a previous qualitative study of mothers, there was no mention of substance abuse from
abusive partners around children being a concern [25].

Although the IPV situation contributed to stress and disruptions to employment,
mothers in the sample displayed resilience. They were committed to keeping their children
safe and worked hard to maintain their employment, despite challenging circumstances.
Some mothers reported that their workplaces provided supports to them that were helpful.
Coworkers and supervisors talked through safety plans with survivors, offered them a
place to stay, and provided a listening ear to them. There was not mention of other survivors
in the workplace recognizing signs of IPV and stepping in, as has been reported in related
literature [25,28]. Workplaces can support survivors further by providing education and
training to employees about IPV and how to support each other. Informally, coworkers
have been found to counter abusive behavior by showing concern, asking if survivors are
okay/safe, or offering to make phone calls to access resources [28].

4.1. Limitations

The current study expands upon employment instability concepts and addresses
questions of maternal caregiving and financial stability during intimate partner violence
experiences. However, limitations of the current study exist within the data source and
analysis. Interview data is limited because it is not representative of all survivors’ employ-
ment experiences. Specifically, the sample reflects a group of women who volunteered
to participate, had some type of education after high school, largely identified as White
and non-Hispanic, experienced IPV requiring professional treatment, and volunteered to
participate in the study. Further, both researchers of the data may have exerted bias during
the coding process based on feminist ideals and individual privileges.

4.2. Implications

Employers have a responsibility to protect employees from harm during work hours
and that includes IPV. Workplaces that help survivors work consistently over time not
only financially protect survivors but also avoid costs of employee turnover and absence.
Given qualitative findings, survivors likely need time off from work to physically and
emotionally recover from abuse as well as to provide for their children. If policies such as
the Family Medical Leave Act (ACT) could be adapted to cover incidents of IPV, survivors
could take needed time off from work without risk of being fired and losing their families’
financial livelihood.

Research on the interventions for employment instability among IPV survivors is
needed. To start, the employment services offered to IPV survivors are largely focused on
financial well-being, such as Moving Ahead through Financial Management or asset build-
ing with Individual Development Accounts [34]. However, these programs are not focused
on employment. While one known evidence-based practice exists (i.e., ACCESS; Advancing
Career Counseling and Employment Support for Survivors of Domestic Violence) [35],
it is limited in generalizability and accessibility. Further, none of these interventions fo-
cus on mothers who are struggling to care for their children. As researchers continue to
develop interventions and sector-specific support, we recommend that service providers
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support mothers at work by utilizing safety planning or helping them to enforce state-level
protections [36].

5. Conclusions

Clarifying mothers’ employment experiences and resiliency while enduring partner
abuse is a significant contribution of the study. Childcare, manipulation through children,
and child safety emerged as significant concerns of women who experienced IPV. Thus, at
the practitioner level, advocates need to implement workplace safety planning and connect
survivors with human resource services. Further, policymakers need to extend housing
and childcare funding to mothers experiencing intimate partner violence as they are key in
keeping survivors working. Last, instead of treating IPV as a “private matter”, employers
need to take responsibility for employees’ safety and wellbeing so that women may gain
financial independence from abusive partners.
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Abstract: This study employs the ecodevelopmental theory to examine the influence of mother
and father bonding, family engagement in healthcare, and family support on PrEP stigma among
BLMSM. We used a cross-sectional sample from wave five of the Healthy Young Men (HYM) study,
with a survey sample of 399 participants aged 16–24 years. We conducted two-path analyses to test
multiple hypotheses: (1) mother/father bonding is associated with an increase in family engagement
in healthcare; (2) family engagement in healthcare is associated with family social support; and
(3) family social support is associated with PrEP stigma. Family social support was negatively
correlated with PrEP stigma (r = −0.15; p < 0.001). The findings show that families either led by a
Black/Latino father or mother have a significant impact on the sexual health-seeking behavior of
BLMSM and their perception of HIV and PrEP.

Keywords: HIV; PrEP; adolescents; families; stigma; MSM

1. Introduction

Although pre-exposure prophylaxis (PrEP) proves efficacious in reducing HIV trans-
mission, not all populations benefit from the advancement equally [1,2]. Black and Latino
men who have sex with men (BLMSM) have lower rates of access and uptake of PrEP com-
pared with their white counterparts [3–6]. Among MSM qualifying for a PrEP prescription
in 2019, Black and Latino men showed 8% and 14% prescription rates, respectively, com-
pared with white men at 63% [7]. Meanwhile, BLMSM continue to be disproportionately
infected by HIV, with Black and Latino MSM representing 37% and 30% of MSM with new
HIV diagnoses in 2018, respectively, compared with white MSM of 27% [8].

Social and structural factors have impacted PrEP uptake among BLMSM. These factors
are structural health care barriers, such as lack of access, insurance status, and discrimi-
nation/racism. Social factors emanating from homophobia, HIV stigma, and additional
personal elements within the cultural/community context have also contributed to low
PrEP use [5,6,9–11]. Stigma continues to create challenges to PrEP uptake. Stigma is the
social process of ascribing “negative” perceptions or disapproval to a specific individual or
personal attribute. Stigma could result in actions such as discrimination against persons
with such ”spoilt” identities or supposed “negative” qualities [5,12]. In certain Black and
Latino communities, the notion that PrEP is meant exclusively for gay men reduces the
interest of PrEP for BLMSM if they are concealing their sexual identity or disassociating
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from homosexuality [5,10]. Sexual orientation concealment and/or disassociation from
homosexuality in many cases are due to fear of negative consequences within the family
unit. Improvement in family relationships and parental bonding may extend the reach of
PrEP among adolescents [13,14].

Parental bonding is a subjective experience of affection from a parent towards a child.
The core tenet of the bond is the perceived feeling of “love” expressed in parental behav-
ior [15–17]. There is a dearth of literature on parental bonding in BLMSM and its effects
on their PrEP attitudes, stigma, and use and perceptions of stigma. However, previous
studies associate child–parent communication to current PrEP use and the perceived lack
of parental support of PrEP use to low interest in initiating PrEP [14–17]. Parental bonding
or parental communication may improve many sexual health outcomes, such as the age
of sexual debut, number of sexual partners, reduction in HIV risk behaviors, and the
acquisition of other sexually transmitted infections [15–17]. For example, adolescents who
talk to their parents about condoms are more likely to use them [18]. However, findings
show some inconsistency in the role of family and HIV prevention behaviors with mother
support positively predicting condom use compared with a negative prediction by father
bonding [15–17,19]. Hence, more research is needed to understand the role of parental
bonding and other familial factors in reducing HIV and PrEP-related stigma.

To address the gaps in knowledge surrounding this area, this study used the ecode-
velopmental theory to examine how mother and father bonding, family engagement in
healthcare, and family support influence PrEP stigma among BLMSM and fills a critical
gap in the literature on the same. We hypothesized the following:

Hypothesis 1 (H1). Mother and Father Bonding will predict Family Sexual Health.

Hypothesis 2 (H2). Family Sexual Health will predict Family Social Support.

Hypothesis 3 (H3). Family Social Support will predict PrEP Stigma.

Ecodevelopmental Theory

The ecodevelopmental theory guided this study to investigate how the family context
(i.e., mother bonding, father bonding, and family engagement in healthcare) influences
PrEP stigma among BLMSM. Based on Bronfenbrenner’s social-ecological model, the the-
ory frames the social ecology of an individual in the context of four interrelated systems:
microsystem, mesosystem, exosystem, and macrosystem [20,21]. To date, the ecodevelop-
mental theory has been useful in framing the influence of family factors on HIV attitudes,
HIV testing, and social support [15–17]. Furthermore, the ecodevelopmental theory stresses
how family functioning and interactions within the family contribute to youth risk or serve
as a protective mechanism through a developmental lens [22].

In understanding how stigma influences HIV prevention behaviors such as PrEP, it
is critical to recognize the intersecting identities of BLMSM and the potential operation
of these identities in the family context. Intersectionality can complement and enhance
the ecodevelopment theory, as intersecting stigmas may be critical drivers of PrEP-related
stigma among BLMSM [23]. While both ecodevelopment theory and intersectionality
research enhance our understanding of oppression and disparities in public health and the
family context, these theoretical frameworks can jointly highlight the importance of family
and health and how to reduce stigma around PrEP and HIV.

2. Methods
2.1. Procedures

This secondary analysis used wave five data from the Healthy Young Men’s (HYM)
cohort study, a longitudinal study conducted with a sample (n = 498) of MSM of color. The
HYM research aims to prevent and reduce HIV acquisition among MSM of color by investi-
gating barriers and protective factors that contribute to their engagement in care. Young
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men who were HIV negative (n = 448) and positive (n = 50) were eligible to participate in
the study. Inclusion criteria were: (1) between the ages of 16 to 24 years; (2) assigned as
male at birth; (3) self-identified as gay, bisexual, or uncertain about their sexual orientation;
(4) reported a sexual experience with a man within the last 12 months; (5) self-identified as
of African American/Black, Hispanic/Latino, or multiracial ethnicity; and (6) resided in
Los Angeles city or county with no plans on moving for at least six months.

Described in a meticulous manner [24], the study procedures included both venue
(e.g., bars, coffee shops, and parks) and social media-based (e.g., Facebook, Instagram,
and Grindr). Participants were recruited in Los Angeles, California, and the surrounding
cities/counties. There were 1371 people screened for the study, and among those, 40% (550)
were eligible to participate. Respondents were asked to participate in data collection at
baseline and follow-up every 6 months. Participants were asked to contact their interviewer
monthly (e.g., text message, phone call, or Snapchat). In return, they would receive a USD
7 monthly incentive (the additional USD 42 added to their data collection incentive) [24].
They were provided written informed consent during a face-to-face recruitment event, and
each person received USD 65 for their study visit. This study received Institutional Review
Board approval from the Children’s Hospital, Los Angeles.

2.2. Measures

The outcome variable for this study was PrEP stigma and was measured by an 11-item,
5-point Likert scale, with values ranging from 1 (strongly disagree) to 5 (strongly agree),
with a higher score indicating lower stigma (α = 0.84). Sample items provided here were in
response to the prompt, stating, “Please decide how much you agree with the following
statements: (1) “I think people should take PrEP.” (2) “Having sex with someone on PrEP
is risky”, and (3) “People have different opinions about PrEP.”

PrEP attitudes were measured by a 3-item, 5-point Likert scale with values ranging
from 1 (strongly disagree) to 5 (strongly agree), with higher scores reflecting positive
attitudes towards PrEP (α = 0.83). A sample item stated, “I think people should take
PrEP” [25].

Family social support was measured using a 4-item Likert scale (ranging from 1
(strongly disagree) to 4 (agree)), asking the respondents to agree or disagree with the
following: (1) “My family tries to help”, (2) “I can talk about my problems with my family”,
(3) “My family is willing to help me make decisions”, and (4) “I get the emotional help and
support I need from family”. Family Social Support (FSS) scores were created by averages
across item responses (α = 0.91). Mother and father bonding were two separate measures
created using a 2-item scale (ranging from 0 = no, 1 = yes), asking about participants’
receiving love and support from their mother and father. Sample items included (1) “Would
you say this woman/man was loving?” and (2) “Would you say this woman/man was
very supportive?”. The scores were achieved by averaging across item responses, and the
Cronbach’s alpha for fathers was α = 0.76 and mothers α = 0.80.

Family engagement in healthcare was measured by two items, consisting of 5-point
Likert-type questions, with values ranging from 1 (strongly disagree) to 5 (strongly agree)
and a higher score indicating more family engagement in healthcare (α = 0.70). A sample
item includes “When I was growing up, my parent(s) or guardian(s) made sure I had
regular check-ups with my doctor”.

2.3. Statistical Analysis Plan

All analyses were conducted on observations inclusive of non-missing data for the
outcome of PrEP stigma. Table 1 presents the sample characteristics of Black and Latino
MSM (n = 498). Table 2 shows the bivariate correlations between the predictors and the out-
come variable (PrEP stigma). Tables 3 and 4 present the standardized and unstandardized
results of path analysis. Two path analyses were used to examine the associations between
mother and father bonding history, history of family healthcare, family social support,
and PrEP stigma. The model fit was considered good if the χ2 value was non-significant,
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comparative fit index (CFI) 0.95, Tucker–Lewis index (TLI) 0.95, and the root mean square
error of approximation (RMSEA) was ≤0.06 (adequate if ≤0.08). The Akaike information
criterion (AIC) and Bayesian information criterion (BIC) were utilized to compare the
fit between the models. These fit indices were assessed as generated path models. The
Bollen–Stine bootstrap procedures with 6000 bootstraps resampled were also used to assess
the consistency of the proposed model with the sample data, which was indicated by the
results with a p-value greater than 0.05. A mean score of the scale items was generated for
participants with non-missing data for survey scales. All analyses were conducted using
STATA 17.

Table 1. Sample Characteristics (n = 399).

Variable Frequency (%)

Age, in years (mean, (SD)) 22 (2.01)

Race

Latino 250 (59%)
Black 174 (41%)

Education

College graduate and above 282 (22%)
Some college/AA 631 (50%)
High school/AA 239 (19%)

9th–12th 36 (3%)

Employment

I am not working at this time 43 (10%)
Yes, part-time 172 (38%)
Yes, full-time 123 (27%)

Not working at this time and NOT looking 20 (4%)
Not working at this time but looking for work 84 (19%)

Sexual Orientation

Homosexual (gay or bisexual) 334 (76%)
Heterosexual (straight) 1 (0.22)

Bisexual 74 (17%)
Other same sex (e.g., MSM) 20 (4%)

Pansexual 11 (2%)
Unsure/questioning 4 (0.89%)

Other—please specify 2 (0.45)
Do not know 2 (0.45)

In the last 30 days, how often did you use a condom during ANAL receptive sex?

0–25% of the time 98 (36%)
26–50% of the time 30 (11%)
51–75% of the time 33 (12%)
76–99% of the time 39 (14%)

100% of the time 70 (26%)

In the last 30 days, how often did you use a condom during ANAL insertive sex?

0–25% of the time 113 (39%)
26–50% of the time 35 (12%)
51–75% of the time 20 (7%)
76–99% of the time 42 (14%)

100% of the time 82 (28%)

PrEP Use

Yes 56 (14%)
No 343 (86%)
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Table 2. Bivariate Correlations on PrEP Stigma (n = 399).

PrEP Stigma 1
PrEP attitudes −0.41 *** 1

Family social support −0.15 *** 0.07 1
Family engagement in healthcare −0.04 * 0.03 * 0.21 *** 1

History of mother bonding 0.01 0.01 0.34 *** 0.13 * 1
History of father bonding −0.02 0.06 0.40 *** 0.04 0.50 *** 1

Mean 4 3.62 5 7.01 0.81 0.66
SD 1.1 0.69 1.49 2.2 0.29 0.36

Range 2.0–8.0 2.0–5 1.0–7.0 2.0–11.0 0.0–1.0 0.0–1.0

p < 0.05 *, p < 0.001 ***.

Table 3. Path Analysis Mother Bonding on PrEP Stigma (n = 399).

Observed B 95% CI SE β

Direct Effects

Family engagement in healthcare
Mother bonding 0.44 0.02, 0.85 0.21 0.11 **

Family social support
Family engagement in healthcare 4.05 0.29, 7.80 1.91 3.27 **

PrEP stigma
Family social support −0.11 −0.18, −0.04 −0.04 −0.15 **

Indirect Effects

Family social support

Mother bonding 1.78 *** 1.29, 2.26 0.24

PrEP stigma

Family engagement in healthcare −0.45 −0.96, 0.06 0.26

Mother bonding −0.20 * −0.33, −0.05 0.07
p < 0.05 *, p < 0.01 **, p < 0.001 ***.

Table 4. Path Analysis Father Bonding on PrEP Stigma (n = 245).

Observed B 95% CI SE β

Direct Effects

Family engagement in healthcare
Father bonding 0.35 10.01, 0.71 0.18 0.09

Family social support
Family engagement in healthcare 5.27 0.08, 10.47 2.64 4.25 **

PrEP stigma
Family social support −0.11 −0.18, −0.04 0.04 −0.15 **

Indirect Effects

Family social support

Father bonding 1.86 *** 1.37, 2.34 0.25

PrEP stigma

Family engagement in healthcare −0.58 −1.27, 0.10 0.35

Father bonding −0.20 * −0.35, −0.06 0.07
p < 0.05 *, p < 0.01 **, p < 0.001 ***.

2.4. Sample Characteristics

Table 1 provides sample characteristics of participants in the HYM study. The study
sample consisted of 399 MSM color between the ages of 18 to 29. The mean age was 22
during wave 5. Most of the sample self-identified as Latinx (59%), followed by 41% as
African American. Seventy-six percent self-identified as gay, 17% bisexual, 4% MSM, 2%
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pansexual, 1% heterosexual, and approximately 1% unsure or questioning. Additionally,
27% of the participants reported working full time. Nineteen percent reported not working
but looking for work. Twenty-six percent of the individuals stated that they use a condom
during receptive anal sex all the time, and 28% said that they use a condom as the insertive
partner all the time. Most of the sample (86%) reported not using PrEP.

Overall, approximately 50% of BLMSM experienced some form of PrEP stigma. Gen-
erally, 72% harbored positive attitudes towards PrEP, and 71% reported having family
support. Moreover, only 63% of the sample reported their family being engaged in health-
care. Most of the sample reported having strong bonds with their mothers (89%), and 66%
reported strong bonds with their fathers.

2.5. Bivariate Correlations

Table 2 presents the bivariate correlations between the criteria and outcome variables.
PrEP attitudes were negatively correlated with PrEP stigma (r = −0.41; p < 0.001). Family
social support was negatively correlated with PrEP stigma (r = −0.15; p < 0.001). Family
engagement in healthcare was negatively associated with PrEP stigma (r = −0.04; p < 0.05)
and positively associated with PrEP attitudes (r = 0.03; p < 0.05) and family social support
(r = 0.21; p < 0.001). History of mother bonding was positively associated with family social
support (r = 0.34; p < 0.001) and family engagement healthcare (r = 0.13; p < 0.05). History
of father bonding was positively correlated with family social support (r = 0.40; p < 0.001)
and mother bonding (r = 0.50; p < 0.001).

2.6. Path Analysis
2.6.1. Mother Bonding

The model demonstrated a good overall model fit for the sample data (χ2 = 71.0 (6),
p = 0.67; CFI = 0.99; TLI = 0.99; RMSEA = 0.01; AIC = 45; and BIC = 46). Table 3 lists the
unstandardized and standardized results for mother bonding (Figure 1) (n = 399). Results
indicated that a history of mother bonding was statistically significant and directly linked
to family engagement in healthcare (β = 0.13; p = 0.011). Family engagement in healthcare
was significant and directly linked to family social support (β = 2.67; p < 0.011). Family
social support was significant and negatively associated with PrEP stigma (β = −0.15;
p < 0.010). Mother bonding was significant and indirectly associated with family social
support (β = 1.78; p < 0.001). Lastly, mother bonding was significant and indirectly linked
with PrEP stigma (β = −0.20; p < 0.001) (Figure 2).
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2.6.2. Father Bonding

The model demonstrated a good overall fit for the sample data (χ2 = 77.65 (6), p = 0.99;
CFI = 0.99; TLI = 0.99; RMSEA = 0.01; AIC = 46; and BIC = 47). Table 3 shows the
unstandardized and standardized results for father bonding (Figure 3) (n = 245). Family
engagement in healthcare was significant and directly associated with family social support
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(β = 4.25; p < 0.01). Family social support was significant and negatively linked with PrEP
stigma (β = −0.15; p < 0.001). Father bonding was significant and indirectly associated
family social support (β = 1.86; p < 0.001). In addition, father bonding was significant and
indirectly associated with PrEP stigma (β =−0.20; p < 0.05) (Figure 4).

Children 2022, 9, x FOR PEER REVIEW 7 of 10 
 

 

 
Figure 2. Indirect pathways to reduction in PrEP stigma (n = 399) mother bonding. Note: standard-
ized path coefficients presented. * p < 0.05; *** p < 0.001. 

2.6.2. Father Bonding 
The model demonstrated a good overall fit for the sample data (χ2 = 77.65 (6), p = 

0.99; CFI = 0.99; TLI = 0.99; RMSEA = 0.01; AIC = 46; and BIC = 47). Table 3 shows the 
unstandardized and standardized results for father bonding (Figure 3) (n = 245). Family 
engagement in healthcare was significant and directly associated with family social sup-
port (β = 4.25; p < 0.01). Family social support was significant and negatively linked with 
PrEP stigma (β = −0.15; p < 0.001). Father bonding was significant and indirectly associated 
family social support (β = 1.86; p < 0.001). In addition, father bonding was significant and 
indirectly associated with PrEP stigma (β =−0.20; p < 0.05) (Figure 4). 

 
Figure 3. Pathways to PrEP stigma through father bonding (n = 245). Note: standardized path coef-
ficients presented. ** p < 0.01. 

 
Figure 4. Indirect pathways to reduction in PrEP stigma (n = 399) through father bonding. Note: 
standardized path coefficients presented. * p < 0.05; *** p < 0.001. 

3. Discussion 
The purpose of this study was to use the ecodevelopment theory to examine the im-

pact of family-level factors on PrEP stigma among BLMSM. Despite the low PrEP use 
among BLMSM and the significant public health implications, few studies have examined 
the contextual factors associated with mother and father bonding, family engagement in 
healthcare, and family social support on PrEP stigma [13–17], making our study novel and 
relevant. Overall, our findings highlighted that the influence of the familial microsystem 
is pronounced in modifying PrEP stigma. Results also indicated that mother and father 
bonding predicted family engagement in healthcare, which in turn predicted family social 
support and reduction in PrEP stigma. These findings allow for a more nuanced under-
standing of the extent to which family-level factors may affect PrEP stigma, which holds 
implications for the health and well-being of BLMSM. 

Studies examining the effects of the ecodevelopmental theory in the family context 
on BLMSM health, HIV, and stigma are limited [26]. Ecodevelopmental theory postulates 
that youth are embedded in an interrelated and interconnected context [26], and research-
ers have focused primarily on the family microsystem. These study findings demonstrate 
the importance of family factor influences on PrEP stigma among BLMSM. This is signif-
icant because our study expands the current state of the science by indicating the im-
portance of the family and its dynamics within a developmental framework. Our research 
findings suggest that the family context contributes to engagement in healthcare, social 

Figure 3. Pathways to PrEP stigma through father bonding (n = 245). Note: standardized path
coefficients presented. ** p < 0.01.

Children 2022, 9, x FOR PEER REVIEW 7 of 10 
 

 

 
Figure 2. Indirect pathways to reduction in PrEP stigma (n = 399) mother bonding. Note: standard-
ized path coefficients presented. * p < 0.05; *** p < 0.001. 

2.6.2. Father Bonding 
The model demonstrated a good overall fit for the sample data (χ2 = 77.65 (6), p = 

0.99; CFI = 0.99; TLI = 0.99; RMSEA = 0.01; AIC = 46; and BIC = 47). Table 3 shows the 
unstandardized and standardized results for father bonding (Figure 3) (n = 245). Family 
engagement in healthcare was significant and directly associated with family social sup-
port (β = 4.25; p < 0.01). Family social support was significant and negatively linked with 
PrEP stigma (β = −0.15; p < 0.001). Father bonding was significant and indirectly associated 
family social support (β = 1.86; p < 0.001). In addition, father bonding was significant and 
indirectly associated with PrEP stigma (β =−0.20; p < 0.05) (Figure 4). 

 
Figure 3. Pathways to PrEP stigma through father bonding (n = 245). Note: standardized path coef-
ficients presented. ** p < 0.01. 

 
Figure 4. Indirect pathways to reduction in PrEP stigma (n = 399) through father bonding. Note: 
standardized path coefficients presented. * p < 0.05; *** p < 0.001. 

3. Discussion 
The purpose of this study was to use the ecodevelopment theory to examine the im-

pact of family-level factors on PrEP stigma among BLMSM. Despite the low PrEP use 
among BLMSM and the significant public health implications, few studies have examined 
the contextual factors associated with mother and father bonding, family engagement in 
healthcare, and family social support on PrEP stigma [13–17], making our study novel and 
relevant. Overall, our findings highlighted that the influence of the familial microsystem 
is pronounced in modifying PrEP stigma. Results also indicated that mother and father 
bonding predicted family engagement in healthcare, which in turn predicted family social 
support and reduction in PrEP stigma. These findings allow for a more nuanced under-
standing of the extent to which family-level factors may affect PrEP stigma, which holds 
implications for the health and well-being of BLMSM. 

Studies examining the effects of the ecodevelopmental theory in the family context 
on BLMSM health, HIV, and stigma are limited [26]. Ecodevelopmental theory postulates 
that youth are embedded in an interrelated and interconnected context [26], and research-
ers have focused primarily on the family microsystem. These study findings demonstrate 
the importance of family factor influences on PrEP stigma among BLMSM. This is signif-
icant because our study expands the current state of the science by indicating the im-
portance of the family and its dynamics within a developmental framework. Our research 
findings suggest that the family context contributes to engagement in healthcare, social 

Figure 4. Indirect pathways to reduction in PrEP stigma (n = 399) through father bonding. Note:
standardized path coefficients presented. * p < 0.05; *** p < 0.001.

3. Discussion

The purpose of this study was to use the ecodevelopment theory to examine the
impact of family-level factors on PrEP stigma among BLMSM. Despite the low PrEP use
among BLMSM and the significant public health implications, few studies have examined
the contextual factors associated with mother and father bonding, family engagement in
healthcare, and family social support on PrEP stigma [13–17], making our study novel and
relevant. Overall, our findings highlighted that the influence of the familial microsystem
is pronounced in modifying PrEP stigma. Results also indicated that mother and father
bonding predicted family engagement in healthcare, which in turn predicted family social
support and reduction in PrEP stigma. These findings allow for a more nuanced under-
standing of the extent to which family-level factors may affect PrEP stigma, which holds
implications for the health and well-being of BLMSM.

Studies examining the effects of the ecodevelopmental theory in the family context on
BLMSM health, HIV, and stigma are limited [26]. Ecodevelopmental theory postulates that
youth are embedded in an interrelated and interconnected context [26], and researchers
have focused primarily on the family microsystem. These study findings demonstrate the
importance of family factor influences on PrEP stigma among BLMSM. This is significant
because our study expands the current state of the science by indicating the importance
of the family and its dynamics within a developmental framework. Our research findings
suggest that the family context contributes to engagement in healthcare, social support, and
reduction in HIV stigma. Additionally, in this study, both mothers and fathers are critical to
reducing PrEP stigma. Utilizing the ecodevelopment theory allows further understanding
of the role and need of parents and families as support in reducing PrEP stigma and
increasing uptake among these populations, as indicated in the three-study hypothesis.

Our study results indicated that mother bonding both positively predicted family
engagement in healthcare but not for father bonding (Figure 1), which is consistent with
prior literature that parental bonding influences communication, self-esteem, positive
health outcomes, and positive attitudes towards HIV prevention behaviors [13–17]. The
presence of family constitutes an important source of psychological stability for individuals
who need healthcare [27], in this case, BLMSM disproportionately affected by HIV, who can
use PrEP. Our results underscore the importance of mothers being involved in their son’s
healthcare and understanding their roles in ensuring their children learn the importance of
visiting a healthcare provider at early stages in life. Mothers have opportunities to continue
to nurture their bond by engaging their sons around sexual health communication, the
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importance of HIV/STD testing, condom use as a family, or using a healthcare provider.
Even though father bonding was not significant with family healthcare engagement, this
allows researchers to explore the father’s role in their son’s healthcare and how we can
further engage them in this process. This is critical because families who share bonds
improve mental health and support while engaging in healthcare and reducing the stress
and stigma around certain topics such as HIV.

The path analyses indicated that family engagement in healthcare was associated with
family social support. Past research has shown that family engagement and support in
care are essential for optimal health outcomes [27]. Additionally, families play a significant
role in promoting health and wellness [27], which is critical for BLMSM, who are dispro-
portionately affected by HIV and less likely to use PrEP. Moreover, one study indicated
that black males consistently visited the doctor because their fathers always engaged in
healthcare [28]. This is a form of socialization and a tangible expression of the Black male
influence through role modeling of healthy behaviors, which can help improve the health
and well-being of BLMSM [27,29]. BLMSM who have a history of family engagement
in healthcare may live in healthy environments. They may have the support needed to
understand the importance of routine care [29]. Through understanding the importance
of routine care and family social support, they may have positive experiences with their
providers who can provide essential and accurate information on HIV testing and PrEP,
reducing their stigmatizing views towards PrEP and HIV.

Our study findings indicated that family social support in both path analyses (mother
and father) was independently associated with a reduction in PrEP stigma. This is an
important finding because PrEP stigma has been linked to lower PrEP interest, intentions,
comfort discussing PrEP with a provider, and uptake [10,11,28]. Previous literature has
found that higher levels of support increase HIV testing and PrEP use [13–17]. As parents
are critical to the well-being of BLMSM, increased attention is needed to family-based
HIV prevention, such as efforts to integrate parent–son discussions regarding PrEP, as
parents often serve as gatekeepers to biomedical intervention and can function as a support
system [28]. Engaging parents in HIV prevention may reduce PrEP stigma. This finding
further disproves the perceived belief among the youth that parents will not support the
utilization of PrEP. There are mixed findings indicating that father bonding will impede
healthcare usage, thus, highlighting that it is essential to bond with parents regardless of
their being mothers or fathers.

Surprisingly, our results indicated that mother and father bonding was indirectly
associated with reducing PrEP stigma. This is critical as PrEP stigma minimizes the
likelihood of engagement in PrEP [10,11]. However, if we can increase parents’ awareness
of PrEP and the importance of their sons using PrEP through education, we may reduce
their stigmatizing views on HIV and PrEP. This is an opportunity for health educators,
researchers, and practitioners to talk with parents about HIV prevention and care as a
continuum. It will then help underscore the importance of PrEP and may lead to an overall
reduction in stigma around PrEP. As noted in our findings, parental bonding with their
sons is the first step in removing stigma.

Although our study findings contribute to the literature on family social support and
PrEP stigma, there are several limitations. The analysis was conducted using secondary
data, so we were dependent on the pre-existing measures to determine variables related
to family context. Additionally, the landscape for the availability and administration of
PrEP (as an oral medication or as an injectable) is ever changing. We are unsure how the
availability of PrEP may or may not influence its uptake in the future. The data analyzed
were cross sectional, and we cannot predict changes in family dynamics, including divorce
or single parenthood, from the data. Future studies should examine the longitudinal impact
of family bonding and how it changes over time in different household settings. We plan
to augment our research findings by examining the differences between household types
based on socioeconomic factors and demographics such as single parenthood.
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4. Conclusions

The purpose of our ecodevelopmental study was to examine family-level factors on
PrEP stigma among BLMSM. Based on our findings, there is an urgent need to optimize HIV
outcomes by including the family unit in Black and Latino HIV prevention. Utilizing the
family unit and providing comprehensive resources to increase HIV prevention awareness
may reduce stigma around PrEP and encourage use.

Attention to family dynamics and leveraging the strengths of BLMSM may help reduce
PrEP stigma and negative attitudes towards PrEP. Much bio-behavioral research focuses
on risk factors associated with PrEP [11]; however, to optimize HIV prevention outcomes
for BLMSM, we need to include the family unit as a means of support in HIV preven-
tion. Family-based interventions have been proven efficacious in HIV prevention [13].
Research should consider the benefits that PrEP offers in addition to HIV protection (e.g.,
reduced HIV anxiety, increased sexual autonomy, and enhanced comfort with serodiscor-
dant relationships), which could help to reshape PrEP messaging and delivery and, more
importantly, reduce stigma.
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Abstract: Black youth who experience community violence occupy multiple environments with
varying levels of influence on how they display resiliency to prevent adverse mental health outcomes.
Considering the recent rise of mental health concerns (i.e., increase in suicidal outcomes) among
Black youth, along with the abundance of research illustrating the detrimental impact of community
violence, more research is needed to examine how different environmental factors (e.g., family
and school) shape how youth protect their mental health while displaying resiliency navigating
community violence. The purpose of this study was to examine how family and school contexts
predict Black youths’ ability to display resiliency to navigate community violence and prevent adverse
mental health outcomes. This study utilized a path analysis to examine the associations between
parent relationships, parent bonding, school climate, resilience to adverse community experiences,
community violence, and mental health among 548 Black adolescents in Chicago. Findings highlight
that parent relationships, parent bonding, and school climate influence the association between
resilience to community violence and mental health outcomes among Black youth. Implications for
mental health practice and policy among Black youth are discussed.

Keywords: mental health; community violence; families; black youth; resilience

1. Introduction

Today, Black adolescents in the United States grapple with unique contextual and
structural hurdles specific to their generation, including the rise in racial unrest due to
police brutality against Black people, terrorism, crime, racism, poverty, and a global pan-
demic [1–4]. Generally, adolescent development is a stage that is characterized by unique
stressors to their mental health [5]. However, mental health struggles of Black youth in
the United States have been a cause for even greater concern. Among adolescents in the
United States, suicide is the second leading cause of death [6] and among Black youth,
recent research indicates a significant spike in the rate of suicide for Black children and
adolescents [6].

Black youth often experience community and neighborhood factors (e.g., neighbor-
hood poverty) that disproportionately put them at risk of being exposed to contextual
factors that can have detrimental effects on their psychological wellbeing [7–9]. Specifically,
research demonstrates that Black youth are more likely to live in low income and under-
resourced communities that puts them at risk of being exposed to community violence in
their neighborhoods [10–14]. Moreover, researchers have found community violence to be
associated with detrimental mental health outcomes for youth [15–17].

Unfortunately, despite the current evidence that highlights the detrimental impacts
of community violence for Black youth, research that examines Black youth’s resilience
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in navigating community violence, specifically as it relates to their mental health, is lim-
ited [18]. Focusing on the environmental context of Black youths’ resilience dealing with
community violence is of the upmost importance because research highlights that not only
does community violence negatively impact their personal mental health, but the repeated
exposure to community violence has significant impacts on youths’ familial relationships
as well as their school experiences [19].

Research highlights the importance of considering the family context of Black youth
when assessing their ability to successfully navigate community violence [18]. Specifically,
research demonstrates that parent support can mitigate future acts of violence for male
youth who have witnessed community violence [20]. Further, family support can be a
significant protective factor for youth who have been victims of community violence [21].
However, family dynamics that involve high levels of stress and instability can lead to
youth who do not rely on family support when dealing with community violence [21].

In addition to general family dynamics and parent support, literature has highlighted
parent bonding as an important factor to consider when investigating how youth cope with
community violence. A review conducted by Ozer and colleagues [22] demonstrated that
close and warm relationships with parents was a protective factor for both internalizing
and externalizing symptoms among youth exposed to community violence. However,
there is research which indicates the effectiveness of parent bonding is impacted by levels
of exposure to community violence [23]. Specifically, greater community violence exposure
has a negative effect on the protective mechanism of parent bonding. Importantly, research
illustrates that youth who are exposed to higher levels of community violence have more
negative perceptions of their parent [24].

With respect to school experiences and academic outcomes, research has also demon-
strated that youth who are exposed to community violence are at higher risk for several
lower levels of academic achievement [25]. Additionally, exposure to community vio-
lence can lead youth to display disciplinary issues in school that may likely be associated
with polyvictimization, i.e., trauma, and thus lead them to involvement with law en-
forcement and court-related delinquency [26,27]. The study carried out by Borofsky and
colleagues [28] demonstrated that community violence negatively impacted school engage-
ment over time. Overall, previous literature emphasizes the importance of considering both
the school and family context when considering community violence among Black youth.

2. The Present Study

As highlighted in the introduction, the context of community violence and its impact
on developmental outcomes in the lives of Black youth is not a sequestered phenomenon.
Their experiences are instead embedded within networks of relationships—relationships
that occur within multiple environments with varying positions of influence. Given that,
we used ecodevelopment theory to frame this study. Specifically, ecodevelopment offers a
useful way to conceptualize how Black youth interact within different relationships based
on the role of factors associated with their growth and development or lack thereof. Further,
it elucidates risk but especially protective factors that function during adolescence [29].
Ecodevelopment theory is based on the creation of social ecology, which notes that youth
develop based on conditional effects from four interconnected systems: (1) the microsystem
(i.e., parent conversations on sexual health and drug use), (2) the mesosystem (i.e., how
peers are monitored by their parents), (3) the exosystem (i.e., parent support systems), and
(4) the macrosystem (i.e., culture and cultural shifts) in which they are positioned [30,31].
In addition, ecodevelopment theory suggests that youth interactions are influenced by
these outer systems and the impact of their actions and views and form the matching risk
and/or protective factors, including their relationships. This theory is important to center
Black adolescent health outcomes due to their social status across these systems based on
parent–child communication among other factors as a family system [32].

Subsequently, proposed relationships between parents and youth, school climate
resilience, violence exposure, and mental health must be considered in context with multiple
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dimensions of influence. The present study examines how the family and school contexts
influence how Black youth display resilience to protect their mental health when grappling
with community violence. The present study fills a gap in the literature by examining
how environmental contexts (e.g., family and school) influence how Black youth display
resiliency to navigate community violence and prevent detrimental mental health outcomes.
This study hypothesizes: (1) strong parent relationships will be associated with resilience
to adverse experiences to community violence; (2) higher levels of parent bonding will
be associated with resilience to adverse experiences to community violence (3) parent
relationships will be associated with school climate; (4) and school climate will be associated
with mental health.

3. Method

The data for this study come from the parent study, the Resilience Project collected
in 2013–2014, a study examining the risk and protective mechanisms related to sexual
behaviors of Black adolescents living in four urban neighborhoods of concentrated poverty
in Chicago: Englewood, Woodlawn, Kenwood, and South Shore. Youth were recruited
from three high schools, one youth church group, two community youth programs, and
four public venues (e.g., parks and fast-food venues). The response rate for this study
was 87% and the total participants for the study were 548 Black adolescents, ages 12 to 17.
These participants were recruited from low-income communities consisting predominantly
of Black residents where the average annual median income ranged from USD 24,049
to USD 35,946, which is below the Chicago city average of USD 43,628. The percentage
of single-mother households in these areas ranged from 28.9% to 32.3%, with the city
average being 13.9%.

To recruit adolescents, flyers with information regarding the study were posted at
schools, community programs, and churches, where the school principals, leaders of
church groups, and youth programs had permitted the researchers to recruit participants
for the study. Participants were required to have both parent consent and youth assent to
participate in the study. Youth who returned consent forms signed by a parent or guardian
were enrolled in the study. Youth recruited in public venues were only asked to participate
if a parent was present to provide consent. Trained research assistants introduced the study
to all potential participants recruited from the locations with a detailed letter describing
the study along with parent consent forms.

Participants recruited from schools, community programs, and churches were given
a questionnaire at those respective locations. Youth who were recruited in public venues
were given questionnaires in quiet spaces at or near those venues. In such instances, ques-
tionnaires were only administered to youth if a parent or a guardian was present to provide
consent and the questionnaire could be immediately administered. The questionnaire took
approximately 45 min to complete, after which the youth participant was given a USD
10 cash compensation. The University Institutional Review Board of the last author who
collected the data approved the study.

3.1. Measures

The outcome variable for this study was Mental Health that assessed behaviors using
the Brief Symptom Inventory [33,34] and contains 18 items about mental health symptoms
during the past seven days (e.g., nervousness or shakiness inside, spells of terror or panic,
thoughts of ending your life). Response options were based on a five-point scale (not at
all, a little bit, moderately, quite a bit, or extremely). A composite mental health score was
calculated by summing the responses for the 18 items. Cronbach’s alpha was α = 0.92
(range 0 to 61).

School Climate assessed school engagement. School Climate was assessed by 5 items
from the modified School Bonding Scale [35]. For example, items included, “how much do
you like school?” and “how much do you try in school?” Cronbach’s alpha was acceptable
(α = 0.92) (range = 0–4).
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Parent Bonding was measured using a 4-item scale, and the respondents were asked
questions such as “how close do you feel to your father?” and “how close do you feel to
your mother.” The response categories ranged from 1 = not at all to 5 = very much, and
higher scores indicated an increase in parent–child relationships. The Cronbach’s alpha for
this scale was 0.75 (range = 1–5) [36].

Parent Relationships was measured using a 7-item scale, and the items have been
used in prior research [37–39]. Study respondents were asked questions such as “how
disappointed would your parents be if you did not graduate from high school” and “how
well do your parents know how you spend money?” The response categories ranged from
1 = not at all to 5 = very much, and higher scores indicated an increase in parent–child
relationships. The Cronbach’s alpha for this scale was 0.86 (range = 1–5).

Resilience to Adverse Community Experiences to Violence (RACV) was assessed by
utilizing an 10-item scale, from the Exposure to Violence Probe [40]. Participants responded
to items such as “I try to attend school regularly, so that I can graduate and get out of
my community”, “I try to work hard in an activity that may help me to get out of my
community”, and “I try to work hard in school, so that I can get out of my community”. The
response categories ranged from 1 = never to 4 = very often, and higher scores indicated an
increase in resilience to adverse community experiences to violence. The Cronbach’s alpha
for this scale was 0.75 (range = 1–4).

Community Violence was assessed by a single item, and asked respondents “I just ac-
cept that there is crime and violence my community” The response categories ranged from
1 = never to 4 = very often, and higher scores indicated an increase in parent–child relationships.

3.2. Statistical Analysis

All analyses were conducted on observations that included non-missing data for the
outcome, mental health. Statistical tests of association were conducted between measures
described in the “Section 3”, including the outcome variable. Table 1 presents the descrip-
tive statistics for this study. A bivariate correlation was conducted between the study
variables (Table 2). Next, a path analysis (Table 3) examined the associations between
RACV, parent bonding, parent relationships, community violence, school climate, and
mental health (Figure 1, direct paths) and Figure 2 represents the path analysis with only
the indirect paths. For the model generated for this study, the model fit was considered
good if the χ2 value was non-significant, comparative fit index (CFI) > 0.95, Tucker–Lewis’s
index > 0.95 (TLI), the root mean square error of approximation was ≤0.06 (adequate
if ≤0.08) (RMSEA). The Akaike information criterion (AIC) and Bayesian information crite-
rion (BIC) were used to compare the fit between the models. These fit indices were assessed
as path models were generated. The Bollen–Stine bootstrap procedures with 6000 bootstrap
resamples were also used to assess the consistency of the proposed model with the sample
data. All analyses were carried out using STATA 17, and all statistical tests of significance
accounted for the effect of weighting.

Table 1. Sample Characteristics (N = 636).

Variable Frequency %

Gender
Male 290 45%

Female 346 54%
Age

12–14 118 19%
15–17 428 67%
18–22 89 14%

Government assistance
Yes 476 76%
No 154 24%

Sexual orientation
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Table 1. Cont.

Heterosexual 475 81%
Gay 25 4%

Bisexual 59 10%
Pansexual 7 1%

Transgender 2 0.34%
Other 14 2.40%

Living in the Household
Two parents 194 31%

Single mother 357 56%
Single father 24 4.0%
Grandfather 24 4.0%

Grandmother 94 15%
Brothers 326 51%
Sisters 324 50%

Legal guardian 54 8.0%
Adoptive Parent 6 0.01%
Other Relative 98 16%

Table 2. Bivariate Correlations on Mental Health (N = 548).

Mental Health 1
School Climate −0.14 * 1

Parent Relationships −0.11 ** 0.42 *** 1
Parent bonding −0.14 ** 0.34 *** 0.56 *** 1

RACV 0.10 0.23 *** 0.13 * 0.07 ** 1
Community Violence 0.11 ** −0.03 −0.02 0.01 0.31 *** 1

Mean, (SD) 11.86 (12.41) 14.68 (4.16) 3.89 (0.28) 3.85 (1.06) 1.29 (0.58) 1.42 (1.06)
Range 0–61 0–20 0–5 0–5 0–3 0–3

p < 0.05 *, p < 0.01 **, p < 0.001 ***.

Table 3. Path Analysis on Mental Health (N = 548).

Observed B 95% CI SE β

Direct Effects
Structural

School Climate
Parent Bonding 0.46 *** 0.10, 0.82 0.18 0.12 *

Parent Relationships 1.39 *** 0.97, 1.81 0.21 0.30 ***
RACV

School Climate 0.46 ** 0.02, 0.07 0.02 0.32 **
Community Violence

RACV 0.62 *** 0.46, 0.78 0.08 0.33 ***
Mental Health −0.42 *** −0.67, −0.17 0.12

Community Violence 1.22 ** 0.26, 2.18 0.49 0.11 *
Parent Bonding −1.42 * −2.60, −0.24 0.60 −0.12 *

Parent Relationships −0.29 *** −1.67, 1.08 0.70 −0.02
Indirect Effects

Community Violence
School Climate 0.03 ** 0.01, 0.05 0.01
Parent Bonding 0.01 * −0.00, 0.03 0.01

Parent Relationships 0.04 * 0.01, 0.07 0.02
Mental Health
School climate 0.03 −0.00, 0.07 0.02

RACV 0.76 ** 0.13, 1.39 0.32
RACV

Parent Bonding 0.02 0.00, 0.04 0.01
Parent Relationships 0.06 ** 0.02, 0.11 0.02

p < 0.05 *, p < 0.01 **, p < 0.001 ***.
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4. Results
4.1. Descriptive Statistics

Among the 636 participants, 44.6% were male and 54.4% were female, and the mean
age was 15.46 years (SD = 1.12, range 12–17). Slightly more than three-fourths (74.7%) of
the overall sample qualified for free or reduced school lunch, which indicates that most
participants resided in low-income households. Approximately 56% of the participants
lived in a single parent household. Approximately 70% reported that the climate in their
school was positive. Among Black youth, 62% reported having positive relationships with
their parents and 70% indicated they were working hard in school to leave their community.
Lastly, approximately 20% of the sample reported mental health symptoms.

4.2. Bivariate Correlations

Table 2 provides bivariate correlations between the primary study variables and the
outcome variable of mental health. The results of the Pearson correlation indicated that
there was a significant and negative association between school climate (r = −0.14, p < 0.05)
and mental health, i.e., depression symptoms. There were negative relationships between
parent relationships and mental health (r = −0.11, p < 0.01) and positive relationships with
school climate (r = 0.2, p < 0.001). RACV was positively correlated with school climate
(r = 0.23, p < 0.001) and positively correlated with parent relationships (r = 0.13, p < 0.001).

4.3. Path Analysis

We conducted path analysis and the model demonstrated a good overall model fit
for the sample data (χ2 = 5.53(6), p = 0.76; CFI = 0.95; TLI = 0.95; RMSEA = 0.01; AIC = 99;
BIC = 100). Table 3 depicts the unstandardized and standardized results for Parent Rela-
tionships, i.e., mother bonding (N = 548). Figure 1 presents the path model (direct effects)
with standardized coefficients on significant paths. Results showed that parent bonding
(β = 0.46; p < 0.001) and parent relationships (β = 1.39; p < 0.001) directly predicted school
experiences. Our results also indicated that school experiences directly predicted RACV
(β = 0.46; p < 0.01). RACV directly influenced community violence (β = 0.62; p < 0.001).
Community violence (β = 1.22; p < 0.001), parent bonding (β = −1.42; p < 0.001), and parent
relationships (β = −0.29; p < 0.001) all directly associated with mental health.
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Figure 2 shows the indirect effects of the path analysis. School climate (β = 0.03;
p < 0.01), parent bonding (β = 0.01; p < 0.05), and parent relationships (β = 0.04; p < 0.001)
indirectly influences community violence. RACV is indirectly associated with mental
health (β = 0.76; p < 0.01). Lastly, parent relationships (β = 0.06; p < 0.01) indirectly
influenced RACV.

5. Discussion

The primary aim of this study was to examine Black youths’ resilience in the face of
community violence and its connection to parent relationships, school climate, and mental
health. Findings from our study indicate that the influence of parent relationships and
school climate are prominent regarding the mental health of Black adolescents.

Parent relationships and parent bonding are positively associated with school climate.
Findings highlight a significant and negative association between Black adolescents’ parent
relationships and school climate. Considering most of the participants qualified for free or
reduced lunch, this finding could be linked to Black adolescents in this study sample expe-
riencing strain associated with their parents’ lack of financial means, which could influence
their experiences in school. A previous study conducted by Hopson and Lee [41] found
family poverty was negatively associated with grades and behavior in school. However,
the same study found students from impoverished families who perceived a positive school
climate reported positive grades. This finding further emphasizes the importance of schools
to consider the youth’s family context. Given this study result, the second hypothesis was
partially supported by our analysis.

School Climate is positively associated with RACV. In our study, school climate was
positively correlated with RACV. Consequently, school experiences as well as academic
outcomes reflect the climate of the school setting overall. Youth who are exposed to
community violence are at higher risk for poorer academic outcomes [25]. This is further
aligned with the strong link between community violence and youth law-breaking behavior
in school associated with trauma and other mental health issues, which can lead to law
enforcement involvement and subsequent court involvement [26,27]. Overall, previous
literature emphasizes the importance of considering both the school and family context
when considering community violence among Black youth. This finding notes the need
for school personnel to be educated about trauma and community violence as well as its
impact on Black youth in the school and community context.

RACV is positively associated with community violence. We also found that RACV
directly influenced community violence in our path analysis. Similar to our other study
results regarding RACV and community violence, this study finding provides greater
empirical understanding about an understudied area for Black youth [19]. Given this was
a direct relationship, resilience reflects a construct that needs to be further explored as a
protective mechanism, especially for youth who have histories of violence exposure.

Community violence is positively associated with mental health—parent relationships
and parent bonding are negatively associated with mental health. Our study findings
indicate relationships among community violence, parent bonding, and parent relationships
all directly associated with mental health. This is useful as the finding contributes to the
scant literature addressing the environmental context of Black youth and their resilience.
Further, this finding is noteworthy because it highlights the direct association with their
personal mental health as well as the impact of persistent community violence exposure on
youths’ familial relationships [19].

RACV indirectly influences mental health. We noted that RACV is indirectly associated
with the mental health of Black youth. Although adolescent development is known to be a
point in life that is characterized by unique stressors regarding their mental health, Black
youth experience challenges and difficulties that require greater concern. Most recently,
severe mental health issues, such as suicide, have spiked among Black youth and children,
suggesting an even more dire situation that needs to be addressed [6].
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Parent relationships indirectly influence RACV. Literature suggests that the repeated
exposure to community violence has significant impacts on youth familial relationships
as well as their school experiences [19]. Our results suggest that higher levels of parent
relationships were indirectly associated with resilience to adverse experiences to community
violence. This was a surprising result and did not support the first hypothesis that resilience
would directly predict parent relationship.

School Climate is negatively associated with mental health. Findings illustrate signifi-
cant associations between Black adolescent’s experiences in school and their mental health.
This finding is consistent with previous studies highlighting school climate is associated
with the mental health of students [42]. Given this study result, the third hypothesis was
supported by our analysis.

Parent relationships indirectly positively associated with mental health. Our find-
ings suggest there were negative relationships between parent relationships and Black
adolescents’ mental health. The evidence surrounding parent relationships and mental
health among Black youth has been mixed in this area. Some scholars noted no statistical
differences in depression based on the CES-D scale among Black youth living in public
housing given their relationships with their parents [43]. However, other scholars report
parent support could have an adverse impact on Black youths’ mental health. Specifically,
if Black adolescents’ parents experience psychological distress, (i.e., substance misuse,
incarceration, or posttraumatic stress disorder (PTSD), their mental health is more likely
to worsen. Therefore, it is important for providers to enrich communication with parents
and encourage them to observe when their children express feelings of sadness as well as
irritability that may often mask depressive symptoms [43].

Resilience is indirectly associated with school climate. The indirect effect of Black
adolescents’ resilience was positively associated with school climate, which is opposite of
the finding related to parent relationships and school climate. Here, adolescents were able
to thwart the adversity caused by community violence that resulted in a favorable increase
in their school experiences. Past research suggests that living in communities where
they experienced violence, over policing along with others forms of racial discrimination
were assuaged by Black adolescents’ resilience. Moreover, the findings from this study
provide further evidence that the school context can be a potential protective factor for
Black youth [44].

6. Limitations

This study and its findings should be interpreted with the consideration of several
limitations. First, the data were collected at one point in time, as cross-sectional data, so we
cannot draw any temporal or causal inferences for conclusions. Second, the study focus
was specific and concentrated on Black adolescents in four communities in Chicago, IL
that are in concentrated poverty with high rates of community violence. Though these
characterizations may align with more indicated populations—those who may be homeless
or detained/incarcerated, the study findings are not necessarily generalizable to other
groups of Black youth outside of this geographical location, including other urban settings.
Third, the data for this study were collected several years ago, so there may have been some
areas of progress made in terms of mental health services for this population, including
parent relationships and dynamics, which is a limitation in this study. However, the data
allowed us to investigate some of these parent–youth relationships and how they influence
Black youth mental health.

Future research should seek to examine the simultaneous effects of the independent
and sequential effects of community violence to statistically investigate the interaction
effects between these constructs that may play an important role in how they are associated
with Black adolescents’ mental health and wellbeing. Further, more empirical investigations
need to be conducted with Black youth to develop a better understanding about resilience
and its role among Black youth. There should also be a concerted effort to oversample
understudied populations, such as adolescents who self-identify as a sexual minority, and
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the role of parent communication and support given the presence of adversity and isolation
they experience [45]. Lastly, future research should seek to investigate the relationships
among parent–child relationships, community violence, and mental health in a national
representative sample of Black families.

Despite the study’s limitations, the strengths of our study lie in the use of a unique
sample of Black youth in Chicago communities who have been adversely affected by social
disadvantage, racism, and the lack of social capital as a unique lens to assess the mental
health equity of Black adolescents. Research on positive youth development underscores
that youthhood is more than risk factors and includes intertwined experiences with re-
siliency, strengths, and protective factors. Thus, this study adds to the knowledge base to
inform prevention and intervention efforts that could serve to enhance parents and schools’
knowledge base about enhancing the resilience among Black adolescents to promote their
mental health wellness.

7. Practice and Policy Implications

Our findings have significant implications for practice and policy associated with
the mental health of Black youth. There are important practice implications related to
prevention, treatment, and intervention. The direct and indirect relationships between
resilience and parent–child relationships suggest that parents may be affected by com-
munity violence in different ways from their children. Recent violence prevention work
based on the World Health Organization/CDC violence prevention framework has focused
on cultivating best practices to develop safe, stable, and nurturing relationships between
youth and their parents/caregivers [26]. This is an innovative approach that may be help-
ful for practitioners looking for targeted assessments and specialized services for Black
youth in urban communities impacted by violence that include the parents and caregivers.
Moreover, practice efforts that include parents and/or caregivers should be prioritized to
incorporate pathways to healing that may curtail future parent stress and distress and thus
promote resilience of Black adolescents.

Policies that “do no harm” and promote self-sufficiency are warranted, starting with
violence prevention efforts that cut to the heart of the matter—poverty. Many families
struggle to make ends meet and this struggle has been further exacerbated by the COVID-19
pandemic [2]. There is a need for individual and agency interaction through coalitions to
organize and manage interagency, multi-disciplinary, and community-wide collaboration,
and update systemic policies toward community violence prevention and intervention.
Consequently, youth need services that will reduce their difficulties and enhance their
strengths. Policymakers have the power to fund these initiatives, but providers could
advocate with these adolescents and shape a different narrative about them and their lives.
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Abstract: Technology is evolving rapidly around the world, and the use of mobile devices is increasing
every day. Today, everyone owns a mobile device, including young children. Parents provide
and allow young children to use mobile devices for various purposes. Due to the fact of these
circumstances, children begin to become comfortable with the use of mobile devices, and they
are prone to excessive use. Therefore, the purpose of this study was to examine the influence of
sociodemographic factors on excessive mobile device use among young children. Sociodemographic
variables, including the child’s gender, the child’s age when starting to use a mobile device, the
parent’s educational level, household income, type of application used, and the purpose of giving a
mobile device to the child, were selected as predictive factors. A cross-sectional survey study design
with a quantitative approach was conducted. A simple random sampling technique was employed,
and a total of 364 parents completed the adapted questionnaire, namely, the Problematic Mobile
Phone Use Scale (PMPUS). Data were statistically analyzed using descriptive and binary logistic
regression analysis. The findings revealed that gender, age of the child when starting to use mobile
devices, and purpose of parents providing mobile devices significantly contributed to 77.7% of the
variance to make children users with a problem. However, the parent’s educational level, household
income, and type of application did not significantly contribute to the problem of mobile device
use. Later, this study discusses the research implication, limitation, and recommendation for future
research based on the finding.

Keywords: mobile device; young children; gadget

1. Introduction

Mobile devices with internet access are a vital tool for every individual regardless
of social background due their functions that can facilitate daily life. By using a mobile
device, tasks can be managed from home without having to meet others. This situation
leads to changes in the way humans communicate, interact, and accomplish daily routines.
As a result, human contact is diminishing as the opportunity to interact face to face is
also reduced [1,2]. Today, everyone uses mobile devices for various purposes such as
gaming, web surfing, social media, and online chats including children [3]. The use of
mobile devices among young children is increasing every year [4,5]. This scenario had
raised awareness among experts about the negative impact of the excessive use of mobile
devices on children’s development. Furthermore, young children are exposed to online
activities and mobile device content [6–9].

It is suggested that the use of mobile devices by children be properly monitored by
parents to avoid excessive use. Parents should implement strict rules in controlling the
duration and purpose of use [10,11]. Today, children prefer to sit alone and preoccupy
themselves with activities on mobile devices. They tend to spend more time interacting
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with digital screens rather than playing, interacting face to face, and being active [10,12]. If
this scenario is not handled carefully, children may forget the fun of playing with family and
friends. Meanwhile, play has proven to be effective in stimulating children’s development
across domains. Furthermore, poor quality time spent with family members and friends
causes weakened family bonds [10,13,14], contributing to behavioral problems [15,16] and
poor social–emotional competence [17,18], social communication, and social interaction
skills [15,18–20].

Interpersonal skills involve children’s communication with others, which should
involve eye communication, body position and movements, facial gestures and expressions,
voice intonation, language, and listener interaction [21]. Scholars have emphasized the
negative impact of mobile devices on children’s interpersonal skills [22] as they lack
opportunities to socialize with peers and family. Consequently, children have difficulty
conveying the information that is in their minds. Without socializing, children cannot
practice communication and interaction skills. Children are reported to have difficulty with
eye contact, gestures, facial expressions, and voice intonation [23]. This, when prolonged,
can cause children’s communication process to be stunted at an early age, which, in turn,
invites verbal skill problems [20,24].

A previous study found that there was a significant relationship between the duration
of mobile device use with psychosocial effects and children’s interaction with peers in
preschool [25]. Children who use mobile devices for a longer period are often associated
with behavioral problems in self-regulation [26] and have attention problems [27,28]. These
children are prone to unstable emotional outbursts, exhibit impulsive behavior, experi-
ence emotional disturbances, become aggressive and misbehave [24], and have limited
interaction with peers at school [25,29].

Moreover, excessive use of mobile devices also contributes to poor social–emotional
competence among young children due to the poorly nurtured stimuli [18,30]. Furthermore,
online games encourage children to be individualistic and more likely to be selfish and less
cooperative. If such personalities are adapted in real life, then children are less tolerant
in society. They will also find it difficult to accept defeat or failure if participating in a
competition and will try to dominate the competition. Children who are overly dependent
on mobile devices are more likely to be angry, restless, and uncomfortable when they are
unable to access the devices [31,32]. In addition, excessive mobile device use leads to a
lack of prosocial behaviors in young children. Children are reported to have difficulty with
daily interactions, cooperative skills, lack of empathy, and not helping others [15,27].

Other than negative effects, the proper use of mobile devices and technology will lead
to positive outcomes that benefit children. Some studies stated the positive effects of mobile
device use on educational attainment [30,33–36]. The use of mobile devices in the classroom
can help attract and engage children in learning activities [30,34]. In addition, mobile
devices help enhance children’s learning motivation [35] and promote active involvement
in the classroom [36,37]. In addition, mobile device use provides a positive effect in
promoting healthy social–emotional development among young children [38].

Despite the positive and negative effects of mobile device use on young children’s
development, it is vital to identify the predictive factors that contribute to this situation. In
Malaysia, there has been limited research conducted on mobile device use among young
children [39,40], especially on identifying predictive factors. The existing research focuses
more on the impact of mobile device use on young children’s communication [39], social–
emotional development [38–40], physical activity [41], and eye health [42,43]. Therefore,
this study aimed to examine the predictive factors that contribute to excessive mobile
device use among young children.

2. Literature Review and Hypothesis Development

This research aimed to determine the contribution of the predictive factors to excessive
mobile device use among young children. Sociodemographic variables, including the
child’s gender, the child’s age when starting to use a mobile device, the parent’s educational
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level, household income, type of applications used, and the purpose of giving a mobile
device to the child, were selected as predictive factors. These variables were selected based
on previous studies [3,21,32,44–47].

Several studies reported a significant positive association between girls and problem-
atic mobile device usage [48–55]. Contrasting this, several studies documented a significant
positive association between boys and problematic mobile device usage [56] or revealed
higher scores in boys than in girls [32,44,45,57]. Yet, some studies show gender is not
a predictive factor of problematic use of mobile devices [3,58,59]. Girls and boys have
different preferences for mobile device activities [48]. Girls likely spend time on learning
activities [31], communication, and social networking applications [44,60]. Meanwhile,
boys are keener on video gaming and television viewing [44,48].

The parent’s educational level significantly contributes to problematic mobile device
use as reported in [53,58,61,62]. Parents with lower educational levels tend to allow their
children to spend extra time on a mobile device compared to parents with higher educa-
tional levels [22,62–65]. Parents with higher educational levels are more aware and tend
to guide their children on the appropriate period of use [63,66] and suitable apps and
websites to access [64,67]. Contrary to this, several studies reported there was no effect of
the parent’s educational level on problematic mobile device use [44,58].

Household income is a crucial aspect in influencing an individual’s life, as well as
young children. There are many things that parents can provide to their children with
money, including personal mobile devices and internet access. Having a mobile device
makes it difficult for parents to monitor usage, which, in turn, contributes to excessive use.
Because of this, many studies have reported that children with high household incomes are
prone to problematic mobile device use [68–71]. However, [44,58] reported that there was
no effect of household income on problematic mobile device use.

Existing studies have reported that there is a significant relationship between frequent
types of application usage with excessive mobile device use. Children that used a mobile
device for entertainment purposes, such as for playing games [11,72–74], viewing televi-
sion [75], and communication [76,77], were more likely to be problematic users. Meanwhile,
children that used a mobile device for educational-related purposes were not problematic
users [74]. However, there are limited studies examining the relationship between chil-
dren’s ages when they start using a mobile device, the purpose of giving mobile devices to
children, and problematic mobile device use.

The Malaysian National Population and Family Development Board [78] reported that
78.3% of parents in Klang Valley allow their children to own mobile devices. In addition,
the report stated that 50.1% of those children spend more than three hours per day on
a mobile device, and 29% are problematic users. Even more worrying is that parents
provide and allow children to use mobile devices to keep them inactive for parents to easily
conduct housework, to calm children whenever they are throwing tantrums, and to control
children’s behavior if they are in someone else’s house or in a restaurant.

Considering the inconsistent findings and limited data from previous research, the
predictive factors of excessive mobile device use in Malaysia are questionable. Thus, the
predictive factors for the Malaysian population may be different from those reported in
other populations. Therefore, the following hypothesis was proposed in this study:

Hypothesis 1 (H1): Sociodemographic factors significantly contribute to excessive mobile device
use among young children.

3. Materials and Methods
3.1. Study Design

This study employed a cross-sectional survey study design with a quantitative ap-
proach. The design and approach of this research were chosen as data could be obtained
quickly for a large study sample size.
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3.2. Participants

A total of 364 respondents participated in this study. A total of 51.6% (n = 188) of the
children were girls, and 48.4% (n = 176) were boys. In terms of age, 51.1% (n = 186) of the
children were 5 years old, and 48.9% (n = 178) were 6 years old. In addition, approximately
53.3% (n = 194) of parents were aged 36 years and above, 45.9% (n = 167) were aged
between 26 and 35 years, and 0.8% (n = 3) were aged 25 years and below. Regarding the
level of education, 35.7% (n = 130) of parents had a bachelor’s degree, 25.0% (n = 91) had a
certificate, 21.4% (n = 78) had a diploma, and 17.9% (n = 65) had a postgraduate degree. In
this study, a certificate refers to a person with a Malaysian Certificate of Education (SPM).
In Malaysia, citizens will sit for the Malaysian Certificate of Education examination in the
final year of high school. A citizen who fulfills the SPM requirements will be awarded a
certification. Meanwhile, a diploma refers to the tertiary education program attended by
citizens after receiving an SPM. The duration for a diploma education is three years.

Furthermore, information on household income was also collected to ensure the
child participants for this study came from each economic group. In Malaysia, economic
status is divided into three categories, namely, the Top 20 (T20), Middle 40 (M40), and
Bottom 40 (B40) [79]. T20 refers to Malaysian citizens earning more than MYR 9620 per
month (approximately USD 2287.86). This group makes up 20% of the population in
Malaysia. M40 refers to a middle-class group with a monthly household income ranging
from MYR 4360 to MYR 9616 (approximately USD 1036.91–2286.91). This group makes up
40% of the population in Malaysia. Meanwhile, B40 refers to a group of citizens earning
less than MYR 4360 for a monthly (approximately USD 1036.91) household income. This
group makes up 40% of the population in Malaysia. Approximately 36.0% (n = 131) of the
children came from the M40 group, 33.2% (n = 121) from the T20 group, and 30.8% (n = 112)
from the B40 group. Table 1 presents the demographic information on the children and
their families.

Table 1. Demographic information on the children and their families.

Variables Categories n (%)

Children’s Characteristics
Gender Male 176 (48.4)

Female 188 (51.6)
Age (years) 5 186 (51.1)

6 178 (48.9)
Family Characteristics
Age (years) 25 and below 3 (0.8)

26–35 167 (45.9)
36 and above 194 (53.3)

Household income T20 121 (33.2)
M40 131 (36.0)
B40 112 (30.8)

Level of education Certification 91 (25.0)
Diploma 78 (21.4)
Bachelor’s degree 130 (35.7)
Master’s/doctoral degree 65 (17.9)

An analysis was performed to gather information on mobile device use by children.
In this study, 72.8% (n = 265) of the children were smartphone users, and 27.2% (n = 99) of
the children were tablet users. Approximately 83.2% (n = 303) of the children started using
a mobile device at the age of 3 years old and below, and 16.8% (n = 61) started at the age
of 4–6 years old. Regarding the types of application, 80.5% (n = 293) of the children used
mobile devices for entertainment purposes such as playing games, web surfing, listening
to music, or watching videos. Meanwhile, 19.5% (n = 71) of children used mobile devices
for educational-related purposes. Analysis of the item, namely, mobile device ownership,
showed that 78.8% (n = 287) of the children used their parents’ devices, 11.8% (n = 43) of
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the children used other family members’ devices, and only 9.3% (n = 34) of the children
had their own devices. Parents were also asked about the purposes of providing mobile
devices to their children. Approximately 34.1% (n = 124) of parents allowed them to use it
for educational purposes, 32.7% (n = 119) of parents responded that they allowed them to
use it to make their child sit still, 22.5% (n = 82) of parents allowed their children to use it
to be up-to-date with technology, and 10.7% (n = 39) of parents provided mobile devices to
avoid and to calm down tantrums. Table 2 presents detailed information on the uses of
mobile devices.

Table 2. Mobile device usage information.

Variables Categories n (%)

Types of device Smartphone 265 (72.8)
Tablet 99 (27.2)

Age at start of use (years) 3 and below 303 (83.2)
4–6 61 (16.8)

Type of application Education 71 (19.5)
Entertainment 293 (80.5)

Ownership Self-owned 34 (9.3)
Parents 287 (78.8)
Family members 43 (11.8)

The purpose of providing a mobile device

Sit still 119 (32.7)
Tantrums 39 (10.7)
Education 124 (34.1)
Technology updates 82 (22.5)

3.3. Procedure

Before the data collection process, an application to conduct a study was made to
the ethics committee from the Faculty of Education, Universiti Kebangsaan, Malaysia.
The approval was received on 9 October 2019. Later, a letter of permission to distribute
the questionnaire was given to the owner of the early childhood center. This study was
conducted in Putrajaya, Malaysia, due to the diverse backgrounds of the population in
terms of education levels and household income. According to data from the Department
of Statistics Malaysia, there were 6200 children aged five to six years residing in Putrajaya in
2020. The sample size was estimated using a table from [80]. Based on the table, the actual
sample size for this study was 364. A simple random sampling technique was employed
in the data collection process. Questionnaires together with an information consent letter
were distributed to parents through the school, and a total of 364 questionnaires were
collected with a 100% return rate.

3.4. Instrument

This study used a questionnaire for the data collection process. The questionnaire con-
sisted of two sections, namely, demographic information of the participants and the mobile
devices use scale. The items for the mobile device use scale sections were adapted from
previous research that used the Problematic Mobile Phone Use Scale (PMPUS) [81]. The
original instrument consisted of four subdimensions with 26 items and was distributed to
university students. The four subdimensions were deprivation, adverse outcomes, control
problems, and interaction avoidance. Deprivation evaluates feelings such as anxiousness
or uneasiness when the mobile device is not available or not in a usable state; adverse
outcomes assess the negative effect of mobile device use on an individual’s daily life;
control problems measure an individual’s ability to control their use of mobile devices;
interaction avoidance determines the communication preferences either via online or face-
to-face interactions [81]. The original instrument consisted of eight items that measure
deprivation (labeled D1, D2, D3, D4, D5, D6, D7 and D8), seven items that measure ad-
verse outcomes (labeled AO9, AO10, AO11, AO12, AO13, AO14 and AO15), six items that
measure control problems (labeled as CP16, CP17, CP18, CP19, CP20, and CP21), and five
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items that measure interaction avoidance (labeled as IA22, IA23, IA24, IA25 and IA26). The
items were measured using a five-point Likert-type scale, and the response options were:
1 = not appropriate at all; 2 = rarely appropriate; 3 = somewhat appropriate; 4 = fairly appropriate;
5 = completely appropriate.

Cross-cultural adaptation guidelines were applied by taking into account the transla-
tion process and cultural appropriateness [82,83]. The translation process aimed to ensure
that the instrument was acceptable and relevant for use by the Malaysian population [84–86].
The instrument was translated into the Malay language by a Malay–English speaker. Then,
two linguists examined the semantic equivalence of the instrument between the original
version and the Malaysian version. Later, a back-translation procedure was performed by
a Malay–English speaker who did not know the original version of the instrument. The
back-translation process took two weeks. The development of this instrument is explained
in Sections 3.4.1 and 3.4.2, and the list of adapted items is outlined in Appendix A.

3.4.1. Validity and Reliability

Three experts in early childhood education, psychology, and family counseling eval-
uated the content validity, culture, and age appropriateness of the adapted version of
the PMPUS. A focus group discussion session was conducted with all experts, and they
recommended that eight items be removed due to the fact of issues such as irrelevance
and repetition. Five items were identified as not appropriate for use with children aged
five-to-six years. Moreover, the experts also agreed that it would be difficult for parents
to observe the following behavior in children: “my child feels insecure without a mobile
device” (D4); “my child will feel lonely without a mobile device” (D7); “my child will feel
lost without a mobile device” (D8); “my child is always checking mobile devices” (CP18);
“my child wants to use a mobile device again immediately after they stop it” (CP21). Item
IA26 (i.e., “my child would rather make friends through social media than real life”) was
also removed. Experts pointed out that the majority of children in Malaysia aged five to six
still do not own social media accounts.

Furthermore, experts also suggested that two items be removed due to the fact of
repetition. One of the items was “my child is too busy using a mobile device, which
interferes with his daily routine” (AO9). The experts agreed that this question was also
asked in AO10 to AO13, which asked about children’s mealtimes, sleep habits, and learning
activities, referring to their daily routine. The second item removed was “my child is busy
using a mobile device so that he is less sociable with the people around him” (AO15).
According to experts, this item has the same meaning as the item “my child would rather
spend time with a mobile device than hang out with people around him” (AO14). Both
items measured children’s social interactions and communication with people around
them. In addition, the experts also commented on the sentence structure so as to enhance
comprehension and clarity. All comments were taken into account to improve the quality
of the items. Then, the content validity index (CVI) was calculated using the formula in [87].
The CVI value for this instrument was 0.90. According to [88], a CVI ≥ 0.80 is acceptable.

Initially, the adapted version of the PMPUS consisted of 18 items with a five-point Likert
scale and the responses 1 = never, 2 = rarely, 3 = sometimes, 4 = very often, and 5 = always.
The Likert scale responses were altered to ensure they were appropriate for the items and
participants completing the questionnaire. Compared to the original version, which could
be completed by the respondents themselves, this adapted version was prepared to be
completed by the parents. Moreover, it was impossible to distribute questionnaires to
children aged five-to-six years due to the fact of their lack of comprehensibility. However,
the constructs were retained to be the same as the original instrument. The scores were
calculated based on the response from the respondent for each item. The minimal score
was 18, and the maximum score was 90. An increasing score showed that the person’s
level of problematic mobile device use was rising [81]. Later, total scores were calculated,
and four user categories were determined based on cut-off points as performed in [21],
considering the 95th, 80th, and 15th percentiles. Four categories were established, namely,
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casual user, regular user, at-risk user, and problematic user. Table 3 presents information
on the user categories, percentiles, and scores ranges.

Table 3. User categories and scores ranges.

User Categories Percentile Score Ranges

Casual user Below 15th 18–24
Regular user 15th to below 80th 25–45
At-risk user 80th to below 95th 46–55
Problematic user 95th or above 56–90

Item reliability measures were performed using Cronbach’s alpha. The Cronbach’s
alpha values obtained ranged from 0.899 to 0.909. Overall, the Cronbach’s alpha value for
the adapted version of the PMPUS was α = 0.904. This demonstrated that the adapted
instrument had a good degree of internal consistency. Detailed analysis of each item
showed higher scores in items CP17 “my child uses a mobile device beyond the set period”
(M = 2.431, SD = 1.028) and CP20 “my child will look for a mobile device as soon as he
wakes up” (M = 2.586, SD = 1.026). Table 4 presents the mean, standard deviation (SD), and
Cronbach’s alpha values of the items.

Table 4. Descriptive analysis and internal consistency of items via Cronbach’s alpha coefficients.

Items M SD Cronbach’s Alpha Value if the Item is Removed

D1 2.286 0.982 0.904
D2 2.176 0.957 0.901
D3 2.258 0.939 0.903
D5 2.211 0.879 0.901
D6 1.550 0.761 0.899

AO10 2.160 0.997 0.905
AO11 1.830 0.911 0.905
AO12 1.717 0.833 0.902
AO13 1.750 0.772 0.898
AO15 1.945 0.904 0.906
CP16 2.264 0.969 0.909
CP17 2.431 1.028 0.899
CP19 1.876 0.874 0.900
CP20 2.586 1.026 0.912
IA22 1.931 0.752 0.905
IA23 1.631 0.678 0.907
IA24 2.184 0.931 0.909
IA25 1.720 0.730 0.907

M = mean; SD = standard deviation.

3.4.2. Demographic Information

The demographic information of the respondents consisted of three sub-sections,
namely, child characteristics, family characteristics, and mobile device information. A total
of ten items were asked based on three sub-sections: child’s gender, child’s age, parent’s
age, household income, parent’s level of education, types of mobile devices, child’s age at
the start of mobile device usage, frequent types of applications used, and the purpose of
the mobile device’s provision.

3.5. Analysis

The analysis was conducted using SPPS® version 26.0 for Windows™ (IBM Corpo-
ration, New York, NY, USA). Descriptive statistical analysis was performed to collect
information on the frequency, mean, standard deviation, and mode. Inferential statistical
analysis used binary logistic regression to examine the influence of demographic variables,
namely, gender, the child’s age when starting to use a mobile device, parent’s level of educa-
tion, household income, types of mobile devices, types of applications, and the purpose of

209



Children 2022, 9, 228

providing mobile devices to the child. The four categories of mobile device users were trans-
formed into two groups to enable binary logistic regression to be carried out as suggested
in [32,45]. This was performed by considering the sum of the at-risk users and problematic
users as users with a problem. Meanwhile, the sum of the casual users and regular users
was considered as users without a problem. Before data analysis, a data-screening process
was conducted to ensure the data were clean and free from errors [89].

4. Results
4.1. Exploratory Factor Analysis (EFA)

Exploratory factor analysis was employed, and the principal axis factoring method
with varimax rotation was performed to compute the underlying structure of the 18 items
of the adapted instrument. Bartlett’s test of sphericity (χ2 = 3023.030, p = 0.000) indicated
that the variables were correlated highly enough to provide a reasonable basis for factor
analysis. Meanwhile, the Kaiser–Meyer–Olkin measure of 0.909 indicated adequate items
for each factor. Four factors were studied based on the number of the constructs, namely,
deprivation (Factor 1), adverse outcomes (Factor 2), interaction avoidance (Factor 3), and
control problems (Factor 4). After rotation, the first factor accounted for 16.46% of the
variance, the second factor accounted for 14.50%, the third factor accounted for 13.11%, and
the fourth factor accounted for 9.60%. Table 5 presents the items and factor loadings for the
rotated factors, with a loading less than 0.30 excluded to improve clarity.

Table 5. Factor loading from the principal axis factor analysis with varimax rotation for a four-factor
solution and adapted PMPUS (n = 364).

Items
Factor Loading

Communality
1 2 3 4

AO12 0.764 0.657
AO13 0.738 0.659
AO11 0.733 0.631
AO10 0.525 0.525
AO15 0.443 0.480

D2 0.792 0.720
D3 0.760 0.653
D1 0.756 0.652
D6 0.588 0.510
D5 0.573 0.507

IA22 0.754 0.691
IA25 0.656 0.517
IA23 0.628 0.557
IA24 0.494 0.390
CP17 0.549 0.368
CP16 0.475 0.364
CP20 0.459 0.382
CP19 0.449 0.400

Eigenvalues 2.962 2.611 2.360 1.729
% of variance 16.457 14.504 13.109 9.603

4.2. User Categories

The result showed that 64.3% (n = 234) of the children were regular users with an
average score of 35.46 (SD = 5.33). In addition, 17.6% (n = 64) of the children were at-risk
users with an average score of 48.59 (SD = 2.34). Moreover, 14.8% (n = 54) of the children
were casual users with an average score of 21.52 (SD = 2.13). Problematic users were
represented by 3.3% (n = 12) of the children with an average score of 59.50 (SD = 2.72).
Table 6 presents detailed information on the analysis of user categories.
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Table 6. Percentage of users based on category.

User Categories n % M SD

Casual users 54 14.8 21.52 2.13
Regular users 234 64.3 35.46 5.33
At-risk users 64 17.6 48.59 2.34
Problematic users 12 3.3 59.50 2.72

M = mean; SD = standard deviation.

4.3. Predictive Sociodemographic Factors of Mobile Device Use

The four categories of mobile devices users were transformed into two groups, namely,
users without a problem and users with a problem. This was performed by joining the
existing categories. The at-risk users and problematic users combined to form a group of
users with a problem (20.9%).+ Meanwhile, casual users and regular users combined to
form a group of users without a problem (79.1%). Binary logistic regression was performed
to assess the effect of gender, child’s age when starting to use a mobile device, parent’s level
of education, household income, types of mobile devices, types of applications, and the
purposes of providing mobile devices to the child on the likelihood that children become
users with a problem.

The model containing all predictors was statistically significant χ2 (7, n = 364) = 33.20,
p = 0.002, indicating that the model was able to distinguish between users with a problem
and users without a problem. The model explained between 8.7% (Cox and Snell R square)
and 13.6% (Nagelkerke R squared) of the variance in mobile device use and classified
77.7% of cases correctly. The Hosmer–Lemeshow tested the null hypothesis in which the
predictions made by the model fitted perfectly with the observed group membership. A Chi-
square statistic was computed by comparing the observed frequencies with those expected
under the linear model. The chi-square value was 3.564 with p = 0.894. A non-significant
chi-square indicates that the data fit the model well.

As shown in Table 7, three independent variables made unique statistically significant
contributions to the model, namely, gender, the child’s age at start of use of a mobile device,
and the purposes of providing mobile devices to the child. Boys were 0.470 times more
likely to become users with a problem than girls. Meanwhile, children introduced to mobile
devices at an earlier age were more likely to become users with a problem (0.262 times). The
purpose of providing mobile devices to make the children sit still was 1.142 times, which
may make children become users with a problem. Based on the binary logistic analysis, the
regression equation model for this study was:

Table 7. Binary logistic regression analysis for potential factors for problematic users.

Independent
Variables β SE Wald df p Odds Ratio

95% for OR

Lower Upper

Gender −0.755 0.280 7.288 1 0.007 ** 0.470 0.272 0.813
Age −1.341 0.500 7.179 1 0.007 ** 0.262 0.098 0.698
Education 2.530 3 0.470

Certification −0.568 0.401 2.011 0.156 0.567 0.258 1.242
Diploma −0.547 0.423 1.672 0.196 0.579 0.252 1.326
Bachelor’s −0.362 0.470 0.592 0.442 0.696 0.277 1.750

Income 1.822 2 0.402
B40 −0.497 0.371 1.791 1.181 0.608 0.294 1.260
M40 −0.278 0.432 0.413 0.520 0.758 0.325 1.767

Types of 0.114 0.319 0.127 1 0.721 1.121 0.600 2.094
Application 0.206 0.366 0.318 1 0.573 1.229 0.600 2.517
Purpose 10.334 3 0.016 **

Tantrums 1.142 0.428 7.122 0.008 ** 3.1354 1.354 7.254
Education −0.237 0.350 0.456 0.499 0.789 0.397 1.569
Technology 0.80 0.376 0.045 0.832 1.083 0.519 2.260

Constant −1.141 0.705 0.040 0.841 0.868

Mobile Devices Users = −1.141 + (−0.755) gender + (−1.341) age when starting to use
mobile device + (1.142) the purposes of providing mobile devices to the children.
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5. Discussion

This study showed that the use of mobile devices among young children in Putrajaya
may not be alarming. with the number of users for each category as follows: casual
users = 14.8% (n = 54), regular users = 64.3% (n = 234), at-risk users = 17.6% (n = 64), and
problematic users = 3.3% (n = 12). Meanwhile, the cumulative percentage of users without
a problem was 79.1% (n = 288) and users with problem was 20.9% (n = 76). Although the
percentage of users with a problem could be considered small, it should be given attention.
It is possible that the percentage of users with a problem will increase without proper
monitoring and guides provided.

These findings contrast with the current scenario in other countries. Scholars reported
that children’s dependence on mobile devices has increased in the last three-to-four years,
especially for primary school children in developed countries [90,91]. This difference
may exist due to the status as a developed country, which leads to accessibility to high
technology infrastructure [5], as it experienced a technological revolution earlier than
developing countries such as Malaysia. It is reported that the usage of mobile devices
among children below eight years old increased from 34% in 2011 to 72% in 2013 [92].

In addition, user categories were also closely related to children’s environment involv-
ing their microsystems such as parents and siblings. This study can infer that the use of
mobile devices among young children in Putrajaya is still under control. Parents play a
role in creating a conducive environment for the use of the mobile device by providing
guidance and instruction to children. The use of mobile devices by children needs to be
properly controlled by parents, especially the duration and purpose of use so that children’s
development takes place holistically [91–94]. In addition, it helps children avoid using
mobile devices excessively.

Children who always use a mobile device will begin to feel comfortable using it with-
out socializing with others [95]. Therefore, this characteristic was similar to the impulsive-
antisocial pathway pattern as described in the model of Mobile Phone Use Problem Patterns.
This characteristic is related to individuals with mobile phone use problems. They have
impulsive actions and low self-control power, which, in turn, results in the use of the device
not being well-controlled.

The results of the binary logistic regression analysis showed that three out of seven
independent variables of demographic factors had a significant influence on children’s
mobile devices use. The three independent variables were gender, the child’s age when
starting to use mobile devices, and the purpose of the parent providing a mobile device to
the child. A total of 13.6% of the variance in becoming problematic users was explained by
gender, age, and purpose. The remaining 86.4% contributed to other factors.

Based on the results of the analysis, gender had a significant influence on patterns of
mobile device use. Boys were more likely to be problematic users with a factor of −0.755.
This finding is consistent with other studies [44,46,60,96,97] that reported boys were more
prone to excessive mobile device use, while several studies reported the opposite [45,74].
However, the majority of these studies were conducted on adolescent and adult populations.
Boys and girls have different preferences in using mobile devices. Boys spend more time on
mobile devices to play games and girls use them for social media [44,60]. These preferences
explain the differences in the findings in this research. In Malaysia, children aged five to six
rarely have social media accounts. Therefore, girls did not use mobile device for a longer
duration than boys.

This study also found that the age of children introduced to mobile devices contributed
significantly to user with problem with a factor of −1.341. Children who are exposed and
allowed to use their mobile devices earlier will be susceptible to becoming users with
problem. Children’s dependence on mobile devices will increase as they become more
comfortable with it and less interested in making social connections with peers or family
members [23]. In addition, children will see mobile devices as their source of happiness.

The purpose of parents providing mobile devices to their children to make their
children sit still significantly contributed to users with problem with a factor of 1.142.
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Meanwhile, other purposes did not significantly contribute to users with problem. In
Malaysia, it is common for parents to provide mobile devices to their children while having
mealtimes at the dining table. The purpose is to make sure the children sit still while waiting
for the food to be served. Some of them continue to use a mobile device while eating.

This study also showed that the parent’s level of education did not significantly
contribute to the problem of mobile device use. This suggested that children have the
same patterns of mobile device use despite having parents from different educational level
backgrounds. This finding contradicts previous studies [69,98–100] that indicated that the
highest level of parental education contributed to users with a problem. Putrajaya is an
administrative district of the Malaysian government, and the majority of its residents are
government employees. As employees, parents in this study had to use computers and tech-
nology daily. They can be classified as parents knowledgeable about technology. Therefore,
they can monitor, support, and guide their children to use mobile devices and technology
positively. In this modern era, everyone can find information about the advantages and
disadvantages of excessive mobile device use through the internet. Knowledgeable parents
can assist their children in selecting age-appropriate and developmentally appropriate
applications that can benefit children [101]. Children who receive positive guidance about
mobile device use tend to have positive perceptions towards the use of technology in daily
life [47,62,102–106].

The results of binary logistic regression showed that household income did not sig-
nificantly contribute to excessive mobile device use. This finding explained that children
exhibit similar patterns of mobile device use regardless of their family’s economic status.
This is contrary to previous research [68,70,71,107–109] reporting that household income
significantly contributed to excessive mobile device use. Typically, high-income parents can
afford to provide mobile devices together with internet access for their children. Availability
and accessibility to a mobile device and the internet make children more vulnerable to
excessive use of mobile devices.

However, the research findings provided a different explanation. In Malaysia, mobile
devices can be purchased at low prices and also provide the facility to download applica-
tions for free with the availability of the internet. Because of this, every family can provide
mobile devices for use by their children. However, an internet subscription is relatively
expensive, and some families cannot afford to subscribe to Wi-Fi at home or have unlimited
internet access on their mobile devices [109]. Internet access limitations cause children to
only be able to access certain applications and, thus, reduce their interest in mobile devices.

5.1. Implications

The preventive measure should take into consideration to ensure the percentage of
users with a problem is not increased. This can be achieved by taking into account the
sociodemographic factors that proved to significantly contribute to the excessive mobile
device use in this study. Therefore, this subtopic discusses the implications of this study.
The findings of this study can be used as additional information in drafting a guideline on
the mobile device used specifically for young children by the government and stakeholders.
The information on the positive relationship between the child’s gender, the child’s age
when starting to use a mobile device, and the purposes of giving a mobile device to the
child with excessive mobile device use could be included in the guidelines. In addition,
the guideline may propose a suitable age range to introduce and allow children to use the
mobile device.

Then, the information on the guidelines could be conveyed to the parents, community,
and early childhood educators through an awareness campaign at the national level.
Thereby, parents will be more alert regarding the suitable age to introduce the mobile
device to their children, did not use a mobile device as calming object whenever their
children throw a tantrum, and give more attention to a boy who uses a mobile device than
a girl. In addition, parents should also provide a balance of activities children’s daily so
that they can grow holistically.
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5.2. Limitations and Scope of Future Research

Even though this study was conducted with meticulous detail, some limitations still
exist. Firstly, there are limitations regarding the location and sample selection. This study
involves 364 participants who reside in Putrajaya. Putrajaya is the administrative center
of the government of Malaysia and considered an urban area. Moreover, the majority of
its residents are government servants. Thus, it is suggested that future studies involve
parents and children from all states in Malaysia including suburban and rural areas, and
parents from various fields of employment. Thereby, the finding could be generalised to
the Malaysian population.

In addition, it is recommended that a future study take into account the race infor-
mation of the participant. Malaysia is a multiracial country, and every family from a
different race is practicing different norms and values in their daily life including the way
of raising a child. It could be interesting to investigate the differences in mobile device
practices based on race factors. A previous study from Singapore reported Malay and
Indian children occupy significantly more time on mobile device activity compared to
Chinese children [110]. Therefore, future studies may address the differences in the way
parents provide guidance and monitor their children’s mobile device use. The positive
aspect of guiding and monitoring could be useful and applicable for other parents.

Secondly, regarding the validity and reliability of the items in the adapted version of
the Problematic Mobile Phone Use Scale (PMPUS). This research examines the validity and
reliability of the items by performing exploratory factor analysis (EFA) and determining
the value of the content validity index and Cronbach’s alpha. Therefore, a future study can
broaden the item assessment by performing Rasch analysis and confirmatory factor analysis
(CFA). Rasch analysis is an advanced approach used to enhance the accuracy of instruments
development, monitor instrument quality, and compute participants’ performances [111].
Meanwhile, confirmatory factor analysis was used to verify the number of underlying
dimensions of the instrument and the pattern of item–factor relationships. Rasch analysis
will provide comprehensive information on items properties, and confirmatory factor
analysis will reveal to what extent the subdimension measures the variables.

Thirdly, this study employed a cross-sectional research design, and data were collected
using a questionnaire. Although the data collected are credible to explain the causal
relationship between the variables, the data may not be able to explain the reason for such
a relationship existing [112]. This issue can be overcome by employing a mixed-method
research design and collecting quantitative and qualitative data. Qualitative data from
interviews and observation may help in providing useful information and explanation of
the effects of sociodemographic factors on mobile device usage.

Lastly, this study only examines the direct relationship between sociodemographic
factors and excessive mobile device use of young children. However, future study may
include the potential mediator variables in order to provide more meaningful findings. The
mediator variables will reveal how the mediator affects the strength of the relationship
between sociodemographic factors and excessive mobile device use. The potential mediator
variable that can be applied is the period of using a mobile device.

6. Conclusions

This study investigated the category of mobile device users among young children
in Putrajaya, Malaysia. In addition, this study also examined the influence of sociode-
mographic factors, namely, gender, the child’s age when starting to use a mobile device,
parent’s level of education, monthly household income, frequent types of applications,
and the purpose of giving mobile devices to young children. The findings of this study
show that the majority of participants were regular users, followed by the at-risk user,
casual user, and problematic user. Analysis of the influences of sociodemographic factors
revealed that gender, age of children when starting to use mobile devices, and the purpose
of providing mobile devices to children contributed significantly to excessive mobile use
by young children. Based on the findings of this study, parents should create a healthy
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environment on a mobile device by providing guidance and monitoring the duration and
content of the applications used by children. Next, these sociodemographic factors can be
taken into account when planning for intervention or guidance programs on mobile device
use, especially for young children.
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Appendix A

Table A1. Adapted Version of PMPUS.

D1. My child will be restless if the mobile device he is using does not have an internet connection
D2. My child will be restless if the mobile device he is using runs out of battery
D3. My child will be agitated if the mobile device he is using lags
D5. My child seems unhappy if not given a mobile device
D6. My child finds it difficult to sleep if not given a mobile device
AO10. My child is busy using mobile devices that it interrupts his mealtime routine
AO11. My child is busy using mobile devices that interferes with his sleep routine
AO12. My child is busy using mobile devices that he has trouble completing preschool homework
AO13. My child is busy using mobile devices that he has trouble focusing on learning
AO15. My child is busy using mobile devices that it affects his interaction with the people
around him
CP16. My child would have a tantrum if the mobile device he was using was taken away
CP17. My child is using a mobile device beyond the set period
CP19. My child uses a mobile device for more than two hours a day
CP20. My child will look for a mobile device as soon as he wakes up
IA22. My child would rather spend time with a mobile device than hang out with the people
around him
IA23. My child prefers to have conversations using a mobile device, rather than face to face
IA24. My child prefers to use a mobile device alone
IA25. My child prefers to play game using a mobile device than play with friends
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Abstract: This study examines the impact of family and neighborhood factors on physical and
psychological abuse across three developmental stages of children: early childhood (age 3), young
school age (age 5), and middle childhood (age 9). Data from the Fragile Families and Child Wellbeing
Study, a longitudinal national cohort study of children from 20 urban U.S. cities, are used. Path
analysis is employed to investigate the longitudinal relationships between family and neighborhood
context variables and abuse risk, as well as the importance of different factors at key developmental
stages. Economic hardship, maternal substance use, intimate partner violence, and exposure to
community violence are found to be related to child abuse risk regardless of developmental stage,
while maternal depression and neighborhood informal social control are found to have impacts
only within certain child development stages. Findings suggest the need for early intervention and
prevention strategies that specifically target economic hardship, poverty, intimate partner violence,
and exposure to community violence.

Keywords: child maltreatment; path analysis; neighborhoods; families; risk and protective factors

1. Introduction

Experiences in childhood are critical to their long-term outcomes over their life course.
Over the past several decades, researchers have discovered many critical aspects of the
context in which a child grows that relate to their likelihood of experiencing child maltreat-
ment [1]. These include factors at various levels of the social ecology, with the characteristics
of the child, parents, families, and neighborhoods affecting the likelihood that maltreatment
occurs [2]. Although researchers have examined the influence of such factors occurring
at these various ecological levels, there is limited understanding of the relative influence
of these different factors at different developmental stages of children and the extent to
which the effect of these factors in early periods of development persist into later ages. The
current study addresses this gap in the literature by specifically modeling factors about
the family, school, and neighborhood at three critical periods of child development—early
childhood (age 3), young school age (age 5), and middle childhood (age 9).

1.1. Theory

The causes of child maltreatment are complex. There are a multitude of theories that
seek to understand why parents maltreat their children. This work is guided by ecological
systems theory [3], which suggests that individuals are influenced by factors at multiple
levels and that these factors coalesce to affect health and development in people. This
study is also guided by the developmental psychopathology perspective [4,5]. Similar to
ecological systems theory, this perspective underscores the significance of understanding
developmental outcomes through an interplay between an individual and one’s surround-
ing contexts (e.g., family, school, neighborhood). Developmental psychopathology further
stresses that both the nature (e.g., multi-level contexts) and timing (e.g., developmental
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timing) of an experience are critical in determining one’s developmental pathways and
outcomes. The theory emphasizes that individuals’ development and health can be under-
stood properly only by examining developmental history, changing contexts, and evolving
outcomes over time, highlighting the importance of applying a developmental lens in
health science research.

1.2. Family Context

The family context is one of the most proximal and influential environmental factors
related to child maltreatment. At the family level, key factors such as family socioeconomic
(SES) status and parental characteristics (e.g., parental behavioral health) can significantly
impact the likelihood of child maltreatment. Poverty and child maltreatment are closely
linked [6]. Parents who are living with limited economic resources may have decreased
ability to meet their children’s basic needs. Additionally, economic hardships are asso-
ciated with increased stress in parents, which is related to an increased risk for harsh
parenting [7–10].

Intimate partner violence (IPV) often co-occurs with child maltreatment [11], with
children living in homes with IPV being 2.5 times more likely to experience physical abuse
and 9.5 times more likely to experience psychological abuse [12]. IPV can create dangerous
situations for children, who may try to intervene to protect the survivor. IPV also causes a
great deal of stress for survivors, which may, in turn, influence their parenting behaviors,
both in terms of harsher parenting practices as well as lower levels of supervision and care.
Finally, in homes where IPV is present, the intimate partner abuser may also be committing
violence against the children.

Depression can increase fatigue and make it difficult for individuals to conduct their
normal daily activities. Among parents, depression can inhibit a parent’s ability to properly
care for their children. It may also contribute to increased levels of harsh parenting because
parents may be so focused on their own mental health issues that they are less sensitive
to children’s needs and therefore may be more reactive and use harsher discipline than
they typically would. Parental depression and emotion dysregulation is associated with a
greater likelihood of using an authoritarian parenting style [13]. Prior research has found
depression to be linked to an increased risk for psychological abuse [14], physical abuse [1],
and neglect [1].

Finally, substance use may impact the ways in which parents care for their children.
Parents who struggle with substance-use disorder may be emotionally and physically
unavailable to meet their children’s basic needs. Additionally, children’s basic needs may
go unmet because of financial resources being redirected to the substance-use problem.
Substance use is associated with lower inhibitions [15], and parents, therefore, may react
more harshly to their children than they would under normal circumstances. Parents who
use substances are at greater risk for maltreating their children [16].

1.3. Neighborhood Context

While the direct family context impacts the likelihood that parents will maltreat,
parents also interact with their direct neighborhoods and communities that may also play
an important role. There are critical process factors within neighborhoods that relate to
the relationships and interactions that residents have with each other. Social cohesion
relates to the bonds and ties between neighbors and captures the social relationships they
have with each other [17]. Informal social control relates to the willingness of neighbors
to intervene in problematic social situations on behalf of the common good [17]. Parents
who have trusting relationships with their neighbors and feel as though their neighbors are
looking out for the best interests of their children may feel supported, and therefore less
stressed. They also might be able to rely on their neighbors for favors such as emergency
childcare or food assistance, which would impact their ability to meet their child’s basic
needs. Social cohesion and social control have been found to be protective against child
maltreatment [18].
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Families are also impacted by the violence occurring within their communities. Chil-
dren who live in communities with high levels of violence may require higher levels of
supervision compared to children in communities in which it is safe for them to play out-
doors. Witnessing violence within the community may also contribute to higher levels of
stress in parents, which may then translate into harsher parenting practices. Prior research
has demonstrated a link between community violence and abusive parenting [19].

1.4. Developmental Considerations

This study is focused specifically on the relative importance of the family and neighbor-
hood contexts in child maltreatment across key developmental periods in children—early
childhood (age 3), young school age (age 5), and middle childhood (age 9). We focus on
these developmental periods because children’s ecological systems become larger over
time. In early childhood, children are neither in school nor old enough to be left alone, and
they are very reliant on their caregivers. Because parents may experience more difficulty
traveling outside their neighborhoods to access goods and services, they may be more
reliant on the networks within close proximity to their home. Once children enter school,
parents may become more engaged outside of their direct neighborhoods due to their
children’s school and extracurricular activities. As such, the quality of their direct proximal
neighborhood may have less of an impact on their parenting behaviors as their personal
networks grow and have a larger influence. However, it is anticipated that neighborhoods
still play a crucial role at this developmental stage, in which children tend to interact
more often with other children within the neighborhood, increasing the contacts between
parents and other residents, and children still require supervision and childcare. In middle
childhood, the impact of neighborhood on child maltreatment is expected to continue to
lessen as children grow and make more school friends and expand their own networks;
parents may have less frequent interactions with their neighbors.

1.5. Current Study

The current study extends prior research examining factors of the family and neigh-
borhood context related to child abuse by exploring the relative importance of these two
contexts of children at key developmental stages. We specifically ask the following research
questions: (1) What is the relative influence of the family and neighborhood context on
child abuse at ages 3, 5, and 9? (2) What is the longitudinal relationship between the factors
and child abuse across these three ages?

2. Methods
2.1. Data and Sample

The data for the current study is from the Fragile Families and Child Wellbeing Study
(FFCWS). FFCWS is a longitudinal birth-cohort study of 4898 children from 20 urban
U.S. cities and was deemed human subjects research by the University of Michigan Health
Sciences and Behavioral Sciences Institutional Review Board (FWA 00004969) and approved
on 7 October 2019. Parents were interviewed at the time of the child’s birth and then again
when the focal child was age 1, 3, 5, 9, and 15. The current study focused on the waves of
data collection when children were ages 3, 5, and 9.

2.2. Measures
2.2.1. Key Dependent Variables

Child maltreatment was assessed using two subscales of the Conflict Tactics
Scale—Parent–Child Version (CTS-PC; [20]): psychological aggression and physical assault.
In the FFCWS, a shortened version of this scale was used, with questions representing
severe physical abuse being removed (e.g., burning on purpose). The scales used included
five questions each and were asked how many times in the past year a behavior happened.
Responses were coded as “once”, “twice”, “3–5 times”, “6–10 times”, “11–20 times”, “more
than 20 times”, “yes but not in the past year”, and “this has never happened”. An example
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item from the psychological aggression subscale is: “Called him/her dumb or lazy or
some other name like that.” An example item from the physical assault subscale is: “Hit
him/her on the bottom with something like a belt, hairbrush, a stick, or some other hard
object.” As recommended by the scale developers [20], we coded responses of “once” as
1, “twice” as 2, “3–5 times” as 4, “6–10 times” as 8, “11–20 times” as 15, “more than 20
times” as 25, and both “yes but not in the past year” and “this has never happened” as
0. We then summed across the two subscales at each of the three waves to get a total
count of maltreatment events at that time point. Across waves, the interitem reliability
for psychological aggression ranged from 0.52 to 0.62 and 0.61 to 0.70 for physical assault.
Although these numbers are below the commonly accepted levels for Cronbach’s alpha, it
is common for maltreatment measures to have low interitem reliability due to caregivers
choosing some abusive behaviors and not others.

2.2.2. Key Independent Variables—Family Context

To understand the importance of the family context on child maltreatment, we exam-
ined the characteristics of the parents and the relationships within the family. Economic
hardship was measured using a battery of questions in which participants were asked
whether they had experienced a variety of material hardships related to finances in the
past year. At age 3, FFCWS included 10 questions of this nature, at age 5 there were 13,
and at age 9 there were 10. An example question across all three waves is: “In the past
12 months, did you receive free food or meals because there wasn’t enough money?”. The
three additional questions included at age 5 were: “Were the children ever hungry because
you just couldn’t afford more food?”; “Have you cut back on buying clothes for yourself
because there wasn’t enough money?”; and “Have you worked overtime or taken a second
job because there wasn’t enough money?”. At each wave, we took the sum of the number
of “Yes” responses for a total count of economic hardships. The interitem reliability for this
scale ranged from 0.65 to 0.72 across all three waves.

Intimate partner violence was measured using a subset of questions from the revised
Conflict Tactics Scale 2 [21]. Seven questions were asked of mothers about the biological
father and their current partner. An example item is: “He hits you with a fist or an object
that could hurt you.” Response options included “never”, “sometimes”, or “often”. We
coded “never” as 0, “sometimes” as 1, and “often” as 2, and took the mean for the whole
scale at each wave. The interitem reliability for this scale ranged from 0.60 to 0.67.

Maternal depression was assessed by the Composite International Diagnostic Inter-
view [22]. Mothers who met diagnostic criteria for depression were assigned a 1, while
those who did not were assigned a 0. This was measured at all three waves.

Maternal substance use was assessed at all three waves through questions regarding
alcohol and illicit drug use. Regarding illicit drug use, if the mother reported any use of
illicit drugs in the past 30 days, drug use was assigned a 1. For alcohol use, if the mother
reported that drinking or being hungover had interfered with their work at school, a job, or
home at least once in the past year, she was assigned a 1. Mothers that did not have illicit
drug use or problematic alcohol use were assigned a 0.

2.2.3. Key Independent Variables—Neighborhood Context

To understand the neighborhood environment of the child, we examined collective
efficacy, neighborhood poverty rate, and exposure to violence. Collective efficacy was
measured using two subscales—social cohesion and informal social control [17]. Social
cohesion is intended to measure the trust and bonds between neighbors and was measured
on a Likert scale ranging from “Strongly disagree” to “Strongly agree”. An example item
from this subscale is: “People around here are willing to help their neighbors”. At age 3,
there were five items included, but beginning at age 5, FFCWS cut one question: “People
in this neighborhood can be trusted”. We reverse coded two items that were scaled in the
opposite direction and scaled all variables such that a higher number represented a higher
level of agreement with the items or more social cohesion. The interitem reliability for this
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scale ranged from 0.76 to 0.81 across the three waves. Informal social control measures the
willingness of neighbors to intervene in a variety of social problems occurring within the
neighborhood. This subscale included five items at all three waves and was measured on a
Likert scale ranging from “Very unlikely” to “Very likely”. We scaled all variables such that
a higher number represented a greater likelihood reported or a higher level of informal
social control. An example item from this subscale is: “How likely would your neighbors
be to intervene if children were skipping school and hanging out on a street corner?”. The
interitem reliability for this measure ranged from 0.87 to 0.88 across the three waves. For
both of these measures, we took the mean of the entire subscale at each time point.

Exposure to violence was measured with a series of seven questions. Participants
were asked how many times they had witnessed a variety of violent acts (e.g., “In the past
year, about how many times did you see someone else get shot at by someone?”). The scale
provided included the following options: “never”, “once”, “2–3 times”, “4–10 times”, and
“more than 10 times”. Participants were instructed to report on violence carried out by
someone outside of their direct circle of family and friends and to not consider violence
seen on television or movies. The items were assigned a 0 if they reported “never”, a 1 if
they reported “once”, a 2 if they reported “2–3 times”, a 3 if they reported “4–10 times”,
and a 4 if they reported “more than 10 times”. At age 9, FFCWS dropped four of the seven
exposure to violence questions: “In the past year, about how many times were you hit,
slapped, punched, or beaten up by someone?”; “In the past year, about how many times
were you attacked with a weapon by someone?”; “In the past year, about how many times
were you shot at by someone?”; and “In the past year, about how many times did you see
someone get killed because of violence by someone?”. We took the mean of the available
items at each wave. The interitem reliability for this scale ranged from 0.70 to 0.74 across
the three waves.

2.2.4. Control Variables

We controlled for three variables that have been shown in prior research to be related to
our independent and dependent variables: maternal age, marital status, maternal education,
child sex, and child race. Maternal age was measured continuously in years. Marital status
was assessed at each wave as a dichotomous indicator, representing whether the biological
mother and father were married. Maternal education was included at each wave as a
dichotomous variable indicating that the mother had a high school degree (or equivalent)
or higher education. Child sex was measured dichotomously, with a 1 indicating that the
child was male and 0 indicating that the child was female. Child race was measured with a
series of dichotomous variables for White, Black, Hispanic, some other race, or multi-racial.

2.3. Data Analysis

Before performing the primary analyses, we performed a preliminary analysis to
examine variable distributions, invalid data values, and influential outliers. Next, we
conducted path analysis with time-varying covariates to examine the concurrent and
lagged effects of the family and neighborhood context on child maltreatment at ages 3,
5, and 9. We estimated path analysis models where child maltreatment at ages 3, 5, and
9 were outcomes, family and neighborhood context factors at ages 3, 5, and 9 were focal
predictors, and demographics at age 3 were control variables. We regressed outcome
variables on time-varying predictors by specifying both concurrent paths and lagged paths.
By estimating lagged paths, we were able to examine the extent to which the effects of the
early context on child maltreatment outcomes persisted over time. The outcome variables
were also regressed on time-invariant control variables (i.e., maternal age, father and
mother married, child sex, and child race). The model fit was evaluated using fit indices,
with the Comparative Fit Index (CFI) and Tucker–Lewis Index (TLI) ≥ 0.95, root mean
square error of approximation (RMSEA) ≤ 0.06, and the Standardized Root Mean Square
Residual (SRMR) ≤ 0.05, indicating a good fit [23,24]. Data preparation and descriptive
analyses were completed using STATA v.15, and the path analysis was conducted using
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Mplus v.8.6. Full information maximum likelihood (FIML) was used to handle missing
data. FIML is considered less biased and more efficient than other methods (e.g., pairwise
deletion, listwise deletion) to address missing data [25].

3. Results
3.1. Sample Characteristics

Table 1 summarizes the sample characteristics. A little over half of the children in
the study were boys (52.2%). In terms of child race/ethnicity, 44.1% was Black/non-
Hispanic, 16.0% White/non-Hispanic, 22.9% Hispanic, 2.0% multiracial, and 15.0% other
race (American Indian, Asian, Native Hawaiian/ Pacific Islander). Mothers’ ages ranged
from 15 to 43 years (mean age = 25.28, SD = 6.04). About 20.1% of the mothers had less
than high school education, and 32.1% were married to the child’s biological father.

Table 1. Sample characteristics.

% M (SD) Range

Child Characteristics
Sex (boys) 52.2%

Race/Ethnicity
White; non-Hispanic 16.0%
Black; non-Hispanic 44.1%

Hispanic 22.9%
Multiracial 2.0%

Other 15.0%
Maternal Characteristics

Age (in years) 25.28 (6.04) 15–43
Educational level (high school or more) 72.1%

Married to the child’s father 32.1%
Economic Hardship 1.72 (2.78) 0–9

3.2. Family and Neighborhood Predictors of Physical Abuse and Psychological Abuse

The path model showed a good fit to the data: CFI = 0.995, TLI = 0.979, RMSEA = 0.013,
90% CI (0.008, 0.018), and SRMR = 0.008. At age 3, economic hardship (β = 0.13, p < 0.001),
intimate partner violence (β = 0.07 p = 0.008), and exposure to community violence (β = 0.06,
p = 0.001) were positively associated with physical abuse. At age 5, substance use (β = 0.04,
p = 0.031) and exposure to community violence (β = 0.06, p = 0.001) were positively
associated with physical abuse. At age 9, economic hardship (β = 0.05, p = 0.006) and
substance use (β = 0.04, p = 0.031) were positively associated with physical abuse. In
addition to the concurrent relationships at each age, several lagged effects were found.
Economic hardship at age 3 was positively associated with physical abuse at age 5 (β = 0.08,
p < 0.001) and age 9 (β = 0.07, p = 0.002). Additionally, exposure to community violence at
age 3 was positively associated with physical abuse at age 9 (β = 0.06, p = 0.007). Family
and neighborhood factors at age 5 did not have any lagged effects on physical abuse at
age 9. Table 2 and Figure 1 summarize the concurrent and lagged effects of family and
neighborhood contexts on child physical abuse.

In terms of child psychological abuse (see Table 3 and Figure 1), economic hardship
(β = 0.12, p < 0.001), intimate partner violence (β = 0.11, p < 0.001), depression (β = 0.05,
p = 0.002), substance use (β = 0.04, p = 0.009), and exposure to community violence (β = 0.07,
p < 0.001) at age 3 were all significantly and positively associated with psychological abuse
at age 3. Additionally, age three social control was negatively associated with age 3
psychological abuse (β = −0.07, p = 0.001). At age 5, substance use (β = 0.05, p = 0.008)
and exposure to community violence (β = 0.11, p < 0.001) were positively associated
with psychological abuse. At age 9, economic hardship (β = 0.04, p = 0.036), intimate
partner violence (β = 0.07, p = 0.043), depression (β = 0.05, p = 0.010), and substance use
(β = 0.05, p = 0.005) were positively associated with psychological abuse. In addition to
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these concurrent associations, several lagged effects of family and neighborhood contexts
on psychological abuse were revealed. Economic hardship and intimate partner violence
at age 3 were positively associated with psychological abuse at age 5 (economic hardship
β = 0.12, p < 0.001; intimate partner violence: β = 0.09, p = 0.008) and age 9 (economic
hardship β = 0.06, p = 0.005; intimate partner violence: β = 0.10, p = 0.001). Further,
substance use at age 3 was positively associated with psychological abuse at age 5 (β = 0.04,
p = 0.028) and substance use at age 5 was positively associated with psychological abuse at
age 9 (β = 0.05, p = 0.006).

Table 2. Time-varying predictors of physical abuse.

Age 3
Physical Abuse

Age 5
Physical Abuse

Age 9
Physical Abuse

B SE p B SE p B SE p

Age 3
Economic hardship 0.13 0.02 <0.001 0.08 0.02 <0.001 0.07 0.02 0.002

Intimate partner violence 0.07 0.03 0.008 0.06 0.03 0.063 −0.01 0.03 0.863
Depression 0.03 0.02 0.051 0.03 0.02 0.194 0.01 0.02 0.875

Substance use 0.03 0.02 0.119 0.01 0.02 0.700 0.01 0.02 0.650
Social cohesion −0.03 0.02 0.080 0.01 0.02 0.823 −0.01 0.02 0.675
Social control −0.02 0.02 0.231 −0.04 0.02 0.102 −0.01 0.02 0.506

Community violence 0.06 0.02 0.001 0.01 0.02 0.560 0.06 0.02 0.007
Age 5

Economic hardship – – – 0.03 0.02 0.156 −0.01 0.02 0.545
Intimate partner violence – – – −0.02 0.03 0.601 0.01 0.04 0.745

Depression – – – −0.03 0.02 0.148 0.03 0.02 0.090
Substance use – – – 0.04 0.02 0.031 0.03 0.02 0.165

Social cohesion – – – −0.04 0.02 0.064 −0.02 0.02 0.394
Social control – – – −0.03 0.02 0.205 −0.02 0.02 0.390

Community violence – – – 0.06 0.02 0.001 0.01 0.02 0.578
Age 9

Economic hardship – – – – – – 0.05 0.02 0.006
Intimate partner violence – – – – – – 0.02 0.04 0.524

Depression – – – – – – 0.02 0.02 0.375
Substance use – – – – – – 0.04 0.02 0.031

Social cohesion – – – – – – −0.04 0.02 0.062
Social control – – – – – – 0.03 0.02 0.135

Community violence – – – – – – 0.02 0.02 0.277

Notes: Standardized parameter estimates are presented. Bolded numbers indicate statistically significant findings.
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Table 3. Time-varying predictors of psychological abuse.

Age 3
Psychological Abuse

Age 5
Psychological Abuse

Age 9
Psychological Abuse

B SE p B SE p B SE p

Age 3
Economic hardship 0.12 0.02 <0.001 0.12 0.02 <0.001 0.06 0.02 0.005

Intimate partner violence 0.11 0.03 <0.001 0.09 0.03 0.008 0.10 0.03 0.001
Depression 0.05 0.02 0.002 0.04 0.02 0.066 0.02 0.02 0.224

Substance use 0.04 0.02 0.009 0.04 0.02 0.028 0.03 0.02 0.070
Social cohesion 0.01 0.02 0.495 −0.01 0.02 0.508 −0.03 0.02 0.145
Social control −0.07 0.02 0.001 −0.03 0.02 0.137 −0.02 0.02 0.302

Community violence 0.07 0.02 <0.001 0.01 0.02 0.619 0.01 0.02 0.679
Age 5

Economic hardship – – – 0.02 0.02 0.427 −0.01 0.02 0.581
Intimate partner violence – – – −0.03 0.03 0.342 −0.02 0.04 0.615

Depression – – – 0.03 0.02 0.148 0.03 0.02 0.088
Substance use – – – 0.05 0.02 0.008 0.05 0.02 0.006

Social cohesion – – – 0.02 0.02 0.321 0.02 0.02 0.308
Social control – – – −0.03 0.02 0.111 −0.03 0.02 0.168

– – – 0.11 0.02 <0.001 0.02 0.02 0.238
Age 9 Community violence

Economic hardship – – – – – – 0.04 0.02 0.036
Intimate partner violence – – – – – – 0.07 0.03 0.043

Depression – – – – – – 0.05 0.02 0.010
Substance use – – – – – – 0.05 0.02 0.005

Social cohesion – – – – – – −0.01 0.02 0.518
Social control – – – – – – 0.01 0.02 0.861

Community violence – – – – – – 0.01 0.02 0.603

Notes: Standardized parameter estimates are presented. Bolded numbers indicate statistically significant findings.

4. Discussion

The current study sought to understand the importance of family and neighborhood
factors on child abuse risk at three stages of child development—early childhood, young
school age, and middle childhood. Three family context variables had significant impacts
on physical and psychological abuse, regardless of child developmental stage, economic
hardship, maternal substance use, and IPV.

Early experiences of economic hardship were especially salient for the risk of physical
and psychological abuse. Economic hardship reported when the focal child was age
3 was related to higher reported physical and psychological abuse at ages 3, 5, and 9,
demonstrating both an immediate and lasting impact of early hardship on both types of
maltreatment. The within-time finding coincides with prior research demonstrating a link
between poverty and child maltreatment risk [6].

Parental substance use was also found to be critically important for child maltreat-
ment risk. Maternal substance use at child age 3 was associated with increased risk for
psychological abuse at ages 3 and 5, while substance use at child age 5 was associated
with increased risk for both physical and psychological abuse at age 5 and psychological
abuse at age 9, and substance use at child age 9 was associated with increased risk for
both physical and psychological abuse at age 9. These findings fit with a large body of
research finding an association between substance use and child maltreatment [16,26]. The
longitudinal relationship between maternal substance use and abuse risk may be due to
damages to the brain from long-term use of drug and alcohol [27,28] or due to decreased
inhibitions during periods of use [15].

IPV was the final family-level factor that was found to have longitudinal impacts on
child abuse risk. Within early childhood, it is related to increased risk for both physical and
psychological abuse. IPV experienced at child age 3 is also associated with an increased
risk of psychological abuse at ages 5 and 9, demonstrating the lasting impacts that violence
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between partners can have on parenting. These findings are consistent with work from
Zolotor and colleagues [12], which found that rates of physical and psychological abuse
were much higher in homes where IPV was present.

Maternal depression was found to have differential impacts based on the developmen-
tal stage of the child. Specifically, while we did not find significant associations between
maternal depression and abuse at ages 3 or 5, we found a cross-sectional relationship
between maternal depression and psychological abuse at child age 9. Our result is similar
to another past study with a national sample of 2386 children that also identified the link
between maternal depression and psychological abuse, but not physical abuse [14]. Despite
mothers experiencing depression, children may be buffered against child maltreatment by
mothers receiving social support from other family members [29]. On the other hand, hav-
ing more children in the family increased the risk of child maltreatment [16]. Many children
in FFCWS may have received nurturing from their grandparents in early childhood [30]
that shielded against maternal depression perpetrating psychological abuse. Nonetheless,
as time goes on, mothers may have lost social support, such as losing relationships with pa-
ternal grandparents due to relationship instability between biological mothers and fathers
of children [30]. Furthermore, a potential increased number of siblings as the child grows
up may inflict stress on mothers experiencing depression, which may have perpetuated
psychological abuse against their children.

In terms of neighborhood context, we found evidence of impact on child abuse. At
the study outset, we had hypothesized that neighborhood variables may have more of
an impact when children were younger compared to older ages, specifically that the
context would matter most when children were in early childhood (age 3), and then matter
progressively less as children went on to ages 5 and 9. We had mixed evidence to support
this hypothesis. Informal social control was in line with our hypothesis; specifically, we
found that informal social control was protective against psychological abuse at child age 3,
but did not find similarly protective effects at ages 5 or 9. We did not find social cohesion
to be significantly related to physical or psychological abuse at any of the three time points.
Although prior research has found a linkage with social cohesion and child maltreatment,
it may be more directly related to child neglect than child abuse [31].

On the other hand, exposure to community violence was found to be especially salient
at all three time points. Specifically, age 3 community violence was related to higher levels
of both physical and psychological abuse at age 3 and more physical abuse at age 9. At
age 5, only the within-time relationship was significant—age 5 exposure to community
violence was related to higher levels of both physical and psychological abuse. The findings
surrounding community violence provide support against our original hypothesis that
community factors would matter less as children grow older. Community violence seems
to be an especially important community context factor to consider in understanding
how neighborhood conditions relate to parenting behaviors. It is possible that while
parents may rely less on their neighbors for support as their children grow older, concerns
about safety within the direct environment surrounding the home still come into play in
significant ways in parenting choices and behaviors. Perhaps parents of children in violent
communities use harsher forms of physical discipline to protect them from becoming
victims of the violence within their neighborhood, and this phenomenon is not unique to
specific developmental stages.

4.1. Limitations

This study has several limitations that must be considered. First, we relied upon
secondary data that were collected from urban cities in the United States. The extent to
which the findings extend to suburban and rural contexts is unknown. Second, all variables
included were self-reported. Many of the constructs we sought to examine were sensitive
in nature (e.g., child maltreatment, substance use), and therefore responses are subject to
social desirability bias. Third, the data included an oversample of unmarried mothers
by design. As such, the sample is very racially diverse and relatively lower income than
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the general population. Findings may not extend to other groups. Fourth, we focused
on family and neighborhood factors as focal predictor of child abuse, yet other factors,
such as biological and genetic factors, school and peer relationships, and cultural context,
likely contribute to child maltreatment across different developmental stages of children.
Future research may benefit from examining the extent to which these various factors across
multiple levels of the social ecology influence abuse risk and child development. Finally,
we focused only on child ages 3, 5, and 9 due to lack of reliable maltreatment data at child
age 15 within the dataset.

4.2. Implications

This study offers several important implications for policy and practice. The last-
ing impact of early experiences of economic hardship suggests that anti-poverty policies
and concrete supports to parents, especially those of young children, are crucial for child
maltreatment prevention strategies. Further, given both the cross-sectional and longitudi-
nal relationships between substance use and child abuse, child maltreatment prevention
programs should screen for substance-use problems and assist families in reducing these
conditions. The concurrent and lasting effects of maternal IPV on child abuse risk suggest
that providing resources to IPV survivors to help them escape violent situations and hold-
ing abusers accountable are critical strategies to preventing child maltreatment from early
to middle childhood. Finally, given that exposure to community violence was a salient risk
factor for child abuse regardless of the developmental stage of the child, reducing exposure
to crime within neighborhoods to make parents feel safer is likely to have a significant
impact on reducing child abuse.

5. Conclusions

Overall, this study suggests that early intervention is key for preventing child maltreat-
ment across the developmental stages of children. We found significant impacts of both
family and neighborhood factors that lasted from early childhood into middle childhood.
Future research studies should examine the specific mediators and moderators of these fac-
tors, to understand the pathways through which these factors relate to child maltreatment
across developmental stages and the potential buffers of the risk factors and promoters of
the risk factors.
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Abstract: Parents play a vital role in mediating children’s media use, especially at a young age. We
examined the link between the media use of younger children and the media use, attitude toward
media, and parenting styles of parents. One thousand and twenty parents of children between 4 and
6 years of age completed a questionnaire on their media use, positive and negative attitudes on media,
parenting styles, and the media use of their children. Multigroup structural equation modeling was
used to analyze the data. The results showed that there was a significant positive relation between
the parent’s media time and the child’s daytime and nighttime media use. Additionally, the parent’s
positive attitude toward media use was positively related to the child’s daytime media use, but
not the child’s nighttime media use, while the parent’s negative attitude toward media was not
associated with the child’s daytime and nighttime media use. Further, among the seven parenting
styles, material rewards and autonomy were positively associated with the child’s daytime media use.
Discipline was negatively related to the child’s nighttime media use, whereas material rewards were
positively associated with the child’s nighttime media use. Collectively, the parent’s positive attitude
toward media use was the strongest predictor of the child’s daytime media use, and material rewards
were the strongest predictor of the child’s nighttime media use. These results can be of significant use
to inform policymakers, researchers, and parents regarding the development of parental guidelines
on children’s media use.

Keywords: children media use; parenting style; parent attitude; parent media use

1. Introduction

Children spend a considerable amount of time consuming media, and this pattern of
behavior starts at a young age. Studies have shown that children’s media use is associated
with childhood development in areas including physical fitness, psychological well-being,
social behavior, and behavioral difficulties [1–6]. Parents play a critical role in determining
children’s media use since parents spend a sizable portion of time with their children
and establish the climate within the household associated with children’s media exposure.
Specifically, the parent’s media use, attitudes on media, and parenting styles have been
suggested as determinants of children’s media use. Studies have shown that parents with
higher screen times also had children with higher screen times [7,8]. The parent’s attitudes
and beliefs toward their child’s media use were strong predictors of the amount of time
their child spent with screen media [9]. Further, parents with permissive and neglectful
parenting styles are likely to allow their children to spend more time on media while
parents with authoritarian and authoritative parenting styles are less likely to do so [10–12].
Nevertheless, it is unclear which determinant is most strongly associated with children’s
media use. Given the significant role of the parents in shaping the child’s media use,
identifying the most important parental determinant is vital. The current study aims to
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examine which parental determinants are associated with young children’s media use and
parents’ media use, attitudes on media, and parenting styles.

1.1. Children Media Use

Children are increasingly growing up in homes with screen media technologies and
are often active users of them. Many children consume more screen media than is rec-
ommended by the American Academy of Pediatrics [13] across different devices, such
as television, computers, and mobile devices [14]. This phenomenon suggests increased
media use among children at a younger age. In fact, in the United States, 70% of children
younger than 1 year and 91% of children between 2 and 3 years engage in media use several
times per week, despite the recommendation by the American Academy of Pediatrics that
children under the age of 2 should spend no time with screen media [14]. Typical 8- to
10-year-old children watch an average of 3 h and 41 min of television and spend over 1 h
playing video games daily [15]. In South Korea, children ages 3 through 9 years consume
media for 4 h and 45 min each day, which is four times more than what is recommended
by the World Health Organization [16]. On average, television, smartphones, tablets, and
computers are most frequently used, and the age children begin to use smart devices is
decreasing [7]. A cross-sectional study with 350 children ages 6 months through 4 years in
the United States showed that 50% of the children had their own television by the age of
4, and 75% had their own mobile device by the age of 4 [17]. Children aged 3 and 4 years
used mobile media devices without assistance, and content delivery applications, such as
YouTube and Netflix, were popular [16,17].

1.2. Strengths and Difficulties of Young Children

Children’s media use has implications for strengths and difficulties in childhood
development. Several cross-sectional [6] and longitudinal studies [2,5,18] showed positive
associations between screen time and behavioral difficulties. Increased media use of
children was associated with a decreased level of prosocial behavior [4,6]; however, the
level of parent–child interactions mediated the association between children’s media use
and level of prosocial behavior [6].

Past studies have shown that children’s screen media use relates to their strengths and
difficulties as early as the preschool years [5]. Generally, increased use of media at a younger
age was linked to reduced physical fitness and psycho-social health [3]. Cross-sectional
studies demonstrated that children experiencing excessive screen time also experienced
positive associations with poor psychological well-being and behavioral difficulties during
preschool [1,6,19]. A longitudinal study with children between 2 and 6 years of age
revealed that while the results varied for boys and girls, there was an association between
increased media use and poorer well-being outcomes [20]. Another longitudinal study
conducted in the Netherlands showed that high television exposure enhanced the risk of
preschool children’s behavioral problems [18]. Further, a longitudinal study conducted
in South Korea highlighted a positive association between time spent on gaming and
voice calls using mobile phones and the risk of developing symptoms of attention deficit
disorders [2]. Another study from South Korea, which surveyed mothers and teachers
of children who were between the ages of 5 and 6 years demonstrated that increased
use of smart devices in children was associated with increased levels of aggression [21].
Collectively, these studies suggested potential adverse effects of excessive media use at
a young age. To date, researchers have proposed that underlying mechanisms for these
effects include overstimulation of the developing brain and distraction from social and
physical activities [22].

1.3. Parent’s Media Use and Social Learning Theory

The time that children spend using screen media can be explained using the social
learning theory [23]. This theory explains that learning and behaviors result from observing
one’s environment. Young children observe their parents, siblings, and surrounding envi-
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ronments and learn from observing the daily routines, interactions and situational response
of those people. This includes interactions with screen media within the environment of
their household. In this space, parents model media use, and children have a higher chance
of mimicking the media use of their parents as a result. For example, a national survey
noted that anecdotally, many parents noticed their children mimicking their parents or
older siblings by playing with game controllers [14]. Although the survey noted that the
children could not use them properly, it supported the theory that children learn to use
technologies from observing their environments. Past studies also support the idea of
social learning theory by explaining children’s media use in terms of the parent’s media
use. Studies have shown that screen time is higher for children with mothers who reported
high screen times [7,8]. The researchers suggested that children might use the media use of
their mothers as models for their own media use [8]. Thus, we hypothesize:

H1: A parent’s screen time will be positively related to a child’s media use.

1.4. Parent Attitude and Media

One of the key contributors to a child’s screen time is their parent’s attitude toward
media. Past studies have shown that parent attitudes are critical in determining children’s
screen time [9,24] along with parent time spent on media technologies and the child’s
age [24]. In the United States, parents expressed mixed attitudes toward media. A national
study concerning media use of children 6 months to 6 years old consisted of a survey
focusing primarily on the role of electronic screen media in children’s lives, including
television, videos or DVSs, computers, and video games [14]. Many parents indicated
that they encourage their children to spend time with media because they believe that it is
beneficial for the children and convenient for the parents, especially when there is a need
to keep their children occupied while they finish chores. From an educational standpoint, a
similar proportion of parents believed that TV had both positive (38%) and negative effects
(31%) on children’s learning, while the majority of the parents expressed that computers
helped with learning (70%) and video games hurt learning (49%) [14].

In general, parents who perceive the effects of media positively have children who
more often consume media technology. For preschool-aged children, parent attitudes
and beliefs regarding children’s media use were strong predictors of the amount of time
their children spent with screen media [9]. Similarly, for younger (0–2 years) and older
(5–6 years) children, positive parent attitudes toward media were significant predictors of
whether their children watched more TV than recommended by the American Academy
of Pediatrics [25,26]. Parent attitudes were strongly associated with the use of TV and
computers, but less so for mobile devices, such as tablets and smartphones [24]. Overall
technology use changed with age, and parent attitudes differentially related to children’s
amount of time spent with media for different age groups of children aged between 0 and 8
years old [24]. Parents shape the rules within a household that directly affect the media
consumption of younger children. If parents have a positive attitude toward media, they
are more likely to have rules that allow media use to foster a positive home environment. If
the parents are negative toward media, they are more likely to impose rules that restrict
media use. Thus, more positive parent attitudes toward media would likely increase the
media consumption of the parents as well as that of their children. We hypothesize:

H2: Parents with positive attitudes toward media will have a child with higher levels of media use.

H3: Parents with negative attitudes toward media will have a child with lower levels of media use.

1.5. Parenting Styles and Media Use

Another factor associated with children’s media use is parenting style. Some re-
searchers have studied parental mediation strategies or practices, which are specific sets of
behaviors, while other researchers have studied the overarching parenting dimensions or
general context that create the climate for specific parenting practices [27]. Baumrind [28]
classified parenting styles into three large categories—authoritarian, authoritative, and
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permissive—in her classical study, which was later expanded into four different parenting
styles based upon levels of demandingness and responsiveness [29]. These four styles
include authoritative, authoritarian, indulgent, and neglectful. Authoritative parents are
highly demanding and responsive; authoritarian parents are highly demanding but are
not responsive; permissive parents are not demanding but highly responsive; and neglect-
ful parents are neither demanding nor responsive [29]. Researchers continued to study
the association between parenting styles and child development [28,30,31]. The findings
showed that children with authoritative parents had the most favorable developmental
outcome, and children with authoritarian and permissive parents were more associated
with negative outcomes. Children of neglectful parents had the poorest outcome in terms
of psychological competence and academic achievement [31–33], psychological outcomes
and delinquent behaviors [33,34] and self-efficacy [35].

Different parenting styles can help explain how parents mediate their children’s media
use. Parents who exercise lower levels of control over their children (e.g., permissive
and neglectful parenting style) are more likely to allow high levels of screen exposure for
children between 10 and 11 years of age [10,11]. These parents are more likely to exercise
positive parenting and give autonomy to their children. On the other hand, parents who
exercise higher levels of control while being supportive (e.g., authoritarian and authori-
tative parenting styles) are more likely to employ active and restrictive mediation [10,12].
These parents are more likely to utilize monitoring, rules, discipline, harsh punishment,
and material rewarding. In terms of children’s media use, children with permissive and
neglectful parents are more likely have higher levels of media use, whereas children with
authoritarian and authoritative parents would more likely have lower levels of media use.

Additionally, in a study with Dutch parents with young children, it was shown that
the parent attitudes regarding the effects of media on children are critical predictors of the
parents’ mediation strategies [36]. Parents who believed in the positive influence of media
more likely applied supervision, co-use, and active mediation, while parents who were
concerned about negative effects were more likely to supervise, restrict, and use technical
restrictions on children’s media consumption [36]. In terms of the parenting style, the
former parents are more permissive while the latter are more authoritarian. Further, when
parents perceived media as a pacifier for the child, they used more restrictive mediations.
Parents who believed media to be complicated for their child supervised their child less of-
ten, co-used media with their child, and employed technical restrictions more often [36–38].
These findings suggest that categorically, parents have a broad perspective regarding the
role of media for children, which extends beyond the risk–benefit paradigm [36]. This
means that parents not only consider the positive and negative effects of media consump-
tion, but also take the complexity and practical use into account to balance their children’s
media use. To better understand the dynamic between parenting style and children’s media
use, we hypothesize:

H4: Children who have parents with permissive and neglectful parenting styles (i.e., exercise positive
parenting and give autonomy to children) will have higher levels of media use.

H5: Children who have parents with authoritative and authoritarian parenting styles (i.e., mon-
itoring, rules, discipline, harsh punishment, and material rewarding) will have lower levels of
media use.

Given the clear implications of parent media use, parent attitude, and parenting style
in the context of children’s media use, as well as children’s strengths and difficulties, the
authors of the current study aim to answer the following research question:

RQ1: What factors are the most influential ones among parent’s media use, attitudes
on media and parenting styles?
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2. Materials and Methods
2.1. Participants

One thousand and twenty parents of children aged between 4 and 6 years completed
a questionnaire between 31 March 2021 and 8 April 2021 through an online survey run by
a Korean survey company, MicroEmbrain, which recruited participants from its national
panel pool. When the data were collected during the COVID-19 pandemic, kindergartens
and preschools were open. Three hundred and forty parents answered the survey for each
age group. Fifty percent of the participants were mothers and the other 50% were fathers.
Their child’s sex also comprised 50% boys and 50% girls. Finally, 50% of the participants
were from double-income families and the other 50% were from single-income families.
Sixty-five percent of respondents earned USD 30,000 and more annual household income,
and 60.6% held a bachelor’s degree or higher.

2.2. Instrument and Measures

The questionnaire was initially constructed in English and then translated into Ko-
rean. The equivalence in the process of translation and back-translation was checked by
researchers who were fluent in both languages. Along with the main variables, media use
(i.e., time spent watching media content using TV, personal device, and smartphone) and
demographic information of the children as well as that of the parents was measured. Ta-
ble 1 shows the reliabilities and descriptive statistics of the variables and correlations among
the variables. All the composite variables were computed once their unidimensionality and
acceptable reliability were confirmed. Variables were measured with 5-point Likert scales
(1 = “strongly disagree” to 5 = “strongly agree”) unless other response formats were listed.
All the composite variables were averaged, so the possible range was from 1 to 5.

2.2.1. Children’s Age at First Media Use

Parents were asked to give their child’s age at first media consumption via one item:
“How old was your child when he/she first started to watch media content?” The response
options were “less than 12 months”, “1-year” “2-year” “3-year” “4-year”, “5-year”, “6-year”
and “7-year”.

2.2.2. Child’s Locus of Control Regarding Media Use

The child’s locus of control regarding media use was measured using the modified
5 items from Kendall and Wilcox [39]. An example item is, “My child only watches media
content that is scheduled in advance”.

2.2.3. Parents’ Media Time

Each participant was asked to provide the amount of time they spend watching media
as well as that of their spouse. The following two questions were used: “How many hours
and minutes do you spend watching media on a typical weekday?” and “How many hours
and minutes do you spend watching media on a typical weekend?” These were averaged
and computed in minutes.

2.2.4. Parents’ Positive and Negative Attitudes on Media Use

Parents’ degrees of positivity and negativity toward media use were measured based
on Elias and Sulkin [40], and Nikken and Jansz [41]. Nine items were asked to measure
the positivity of attitudes (e.g., “I think watching media will positively influence my
child’s behavioral development”). The negativity of attitudes was measured with two
dimensions: intellectual and social. Four items were asked for each dimension. Specifically,
“I think watching media will hurt my child’s creativity” for the intellectual dimension,
and “I believe watching media will negatively affect my child’s play with friends” for the
social dimension.
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2.2.5. Parenting Styles

Parent styles were measured using the Ghent Parental Behavior Scale [42], which
was reported to have a solid factor structure in different samples. The original scale has
nine dimensions, but two dimensions—inconsistent discipline and ignoring—did not have
acceptable reliability in the current study. Accordingly, seven dimensions were further
included in the analyses. They are as follows: 11 items for positive parenting (e.g., “I
make time to listen to my child, when he/she wants to tell me something”), 4 items for
monitoring (e.g., “I keep track of the friends my child is seeing”), 6 items for rules (e.g., “I
teach my child to obey rules.”), 4 items for discipline (e.g., “When my child does something
that I don’t want him/her to do, I punish him/her”), 4 items for harsh punishment (e.g., “I
spank my child when he/she is disobedient or naughty”), 3 items for material rewarding
(e.g., “I give my child money or a small present when he/she has done something that I
am happy about.”), and 3 items for autonomy (e.g. “I teach my child to solve his/her own
problems.”). Due to the obtaining of acceptable reliabilities, the rules dimension had one
item (“I teach my child respect for the authorities.”), and the discipline dimension had two
items (“When my child has been misbehaving, I give him/her a chore for punishment”
and “It happens that I don’t punish my child after he/she has done something that is not
allowed”) that were excluded in the analyses. All the dimensions and items are available in
the measurement study of Leeuwen and Vermulst [42].

2.2.6. Child’s Media Time

Each participant was asked to click a cell from a 24-h matrix if it corresponded to a
time during which their child watches media. The instructions were as follows: “Please
check the time box if your child watches media at that time on a typical weekday”, and
“Please check the time box if your child watches media at that time on a typical weekend”.
If the time was between 7 am and 9 pm, then it was assigned to the child’s daytime media
use. If the time was before 7 am or after 9 pm, then it was assigned to the child’s nighttime
media use. These were added and computed in hours. The range of the child’s possible
daytime media use spanned from 0 to 14, and the range of the child’s possible nighttime
media use spanned from 0 to 10.

2.3. Analysis

Structural equation modeling was conducted to test the hypotheses and research
question using Mplus 8.0 [43], which uses the maximum likelihood estimation method. To
evaluate the model fit, confirmatory fit index (CFI), Tucker–Lewis index (TLI), and root
mean square error of approximation (RMSEA) were used. The child’s age at first media
use and locus of media regarding media use were controlled in the model since they were
related to the main variables. However, the annual household income and education level
were not related to the main variables.

3. Results

Acceptable goodness-of-fit indices were obtained for the overall model
(χ2(df) = 3277.51(136), p < 0.01, CFI = 1.00, TLI = 0.99, and RMSEA = 0.01) [44]. The
estimated coefficients are presented in Figure 1. Children’s age at first use and locus of con-
trol regarding media use were controlled in the model. β is a standardized path coefficient
ranging from −1 to 1.

H1 predicted that parents with higher levels of screen time would have children with
higher levels of media use. The results supported this hypothesis. The media time of both
mother and father showed significant positive effects on both the daytime and nighttime
media use of children (β = 0.001~0.004, p < 0.05).

H2 and H3 hypothesized that the parent’s degrees of positivity and/or negativity on
media use would affect the child’s media use. Parents’ positive attitudes toward media
use increased child’s daytime media use (β = 0.207, p < 0.001), but not the child’s nighttime
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media use (β = 0.029, p = 272). Parents’ negative attitudes toward media use affected
neither the child’s daytime media use nor the child’s nighttime media use. H2 was partially
supported; however, the data were not consistent with H3.
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Finally, H4 predicted that parents with permissive and neglectful parenting styles
would be positively associated with the child’s media use, while H5 predicted that parents
with authoritative and authoritarian parenting styles would be negatively related to the
child’s media use. As for parents who practiced material rewarding (β = 0.206, p < 0.001)
and autonomy (β = 0.195, p < 0.05), the child’s daytime media use increased significantly.
The parenting style of discipline (β = −0.053, p < 0.05) decreased the child’s night time
media use, whereas the parenting style of material rewarding (β = 0.057. p < 0.01) increased
the child’s night time media use. The parenting style of autonomy supported H4, and the
data from discipline parenting style were consistent with H5.

RQ1 examined which factors were the most influential among the following: parent’s
media use, attitudes toward media, and parenting styles. The results showed that a parent’s
positive attitude toward media use is the strongest predictor of the child’s daytime media
use, and material rewarding is the strongest predictor of the child’s nighttime media use.

4. Discussion

The current study investigated the link between younger children’s media use and
parent’s media use, parent attitudes toward media, and parenting styles. The results
support that parents play an important role in determining children’s media use. Similar to
previous research [7,8], children have higher daytime and nighttime media use when their
parents spend more time using media themselves. Further, when parents have a positive
attitude toward media, children’s daytime media use increases while children’s nighttime
media use does not. However, the parent’s negative attitude toward media does not relate
to children’s daytime and nighttime media use. These results are in line with past research
that showed that parent attitudes toward children’s media use are strong predictors of
the amount of time their children spend with screen media [9]. In terms of parenting
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styles, children of parents who employ material rewarding and autonomy, among the
seven parenting styles, have higher daytime media use. Discipline decreases the child’s
nighttime media use, whereas material rewarding increases the child’s nighttime media
use. Collectively, the parents’ positive attitude toward media use is the strongest predictor
of the child’s daytime media use, and material rewarding is the strongest predictor of the
child’s nighttime media use.

Our findings extended past research on the parents’ role in children’s media use
and have several implications on the development of parental guidelines on children’s
media use. Past studies have identified parental determinants that affect children’s media
use—parents’ media use, parent attitudes toward media, and parenting styles—but the
current study extends these findings by determining the strongest predictor of children’s
media use. It is noteworthy that daytime and nighttime media use are differentiated
since media use affects various aspects of children’s lives, including, but not limited to,
sleep, brain development, academic performance, nutrition and obesity [45–48]. There
may be differences between daytime and nighttime media use because parents’ general
expectations for children’s media use is different during the day than it is at night. During
the day, parents may generally be more accepting to increased media use, as children use
media for educational purposes or for downtime. Thus, children would use more media if
the parents are more positive about media use (i.e., parent’s positive attitude) and allow
their children to make decisions on their own (i.e., giving greater autonomy). At night,
however, parents may be more against increased media use since media consumption
interferes with sleep. This means that parents are more likely to use discipline to mediate
children’s media use at night. In general, material rewarding would increase day and
nighttime media use as a function of positive reinforcement. In other words, the behavior
of media use is more likely to occur in the future when it is followed by reinforcing stimuli,
such a praise or reward. Future studies should correlate different time periods and media
use to better inform parents on the effects of various times of the day on how children
consume media.

For policymakers, these results can aid in the development of specific guidelines to
optimize parental support at home, thereby promoting healthy on-screen and off-screen
activities. It is important that parents make informed choices given that children are
spending more time on media than recommended by public policy. Thus, specific details
and guidelines that help parents make these optimal choices should be created based on
the findings. The findings have implications for parents as well. The findings support how
powerful a role parents can have in shaping their children’s media use [49]. Parents can
make informed decisions on how to guide their children’s media use by modifying their
own media use and attitude on media. For example, if parents want to decrease their child’s
time spent on media, parents could decrease the amount of time they spend on media
and use discipline to decrease their child’s nighttime media use. To further extend the
findings, future studies should explore the role of parent mediation provided by mothers
versus fathers since gender ideologies and stereotypes may be related to children’s screen
time [50]. Additionally, the results inform parents on the potential risks of media use for
both the parents and children. Only informed parents might change their attitudes, their
parenting style, and their own behavior.

The study is not without limitations. First, the questionnaires were completed by
parents through self-reporting, and this method is often biased, due to social desirability
bias. This is important to note because public guidelines often advocate limited children’s
screen time [51]. Further, only a parent survey with a 24 hr basis scale was used to collect
data on children’s media time. Future researchers should collect direct observational data
that measure concrete and momentary context to supplement the self-reported data. For
example, observational data on parent and children’s time spent on devices would provide
more concrete time (e.g., minutes, seconds, and intervals) spent on media. Second, the
researchers measured children’s time spent on media without specifying the type of media.
Given that past studies indicated different types of media (e.g., gaming and voice calls
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on mobile phones [2], television [14], and smart devices [7]), future researchers should
differentiate the types of media to better understand how the role of parents may differ
depending on the type of media. Younger children have guidelines that recommend
minimal to no screen time [13]. Thus, different types of media that captures the nuanced
use of media at a younger age may be necessary. Third, the current study does not give
rise to causal statements. The correlational nature of the analyses describes the parental
determinants of children’s media use. It is difficult to rule out the possibility that children
may respond differently depending on different genetic predispositions and environmental
influences [52]. Fourth, it should be noted that all data were collected during the COVID-19
pandemic. Media use was shown to be higher during the pandemic than before, which
may have affected parent media use and attitude toward media. With increased time spent
in the household, parents would have spent more time on media and had a more positive
attitude toward media consumption for their children, ultimately increasing children’s
media use.

Despite the limitations, the current study showed that parental determinants help
explain children’s media use. As said previously, different types of media and children’s
characteristics could potentially affect the results. Incorporating these variables into future
studies would offer researchers more comprehensive insight into the dynamic between
parents and children’s media use. This would better inform researchers, policy makers,
and parents on building concrete guidelines for children and parents regarding media use.

Author Contributions: Conceptualization, H.E.L. and C.K.; formal analysis, H.E.L.; Writing—
original draft, J.Y.K. and H.E.L. All authors have read and agreed to the published version of
the manuscript.

Funding: This work was supported by the Ministry of Education of the Republic of Korea and the
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Abstract: This study examined patterns of father involvement and their relations with social, behav-
ioral, and cognitive development among low-income children < 5 years. Latent class analysis on data
from 2650 fathers (Mage = 29.35 years) in the Supporting Healthy Marriages program revealed four
father involvement patterns: (1) High positive involvement (48%); (2) engaged but harsh discipline
(42%); (3) low cognitive stimulation (8%); and (4) lower involvement (2%). The low cognitive stimu-
lation pattern was associated with greater father- and mother-reported child behavior problems and
lower child socioemotional and cognitive functioning. The engaged but harsh discipline pattern was
associated with more father-reported child behavior problems. These findings highlight the need for
active engagement of fathers in parenting interventions to promote child development.

Keywords: father involvement; child development; socioemotional functioning; behavior problems;
cognitive functioning; latent profile analysis

1. Introduction

Father involvement is a key family protective factor that is crucial to children’s healthy
development [1–4]. Numerous studies suggest a link between greater father involvement
and child positive health [5–7], mental health [8–10], socioemotional [10], academic [11,12],
and behavioral outcomes [9,13,14]. However, various patterns of father involvement across
multiple dimensions of functioning and their unique impacts on healthy child development
across the social, behavioral, and cognitive domains remain unclear, especially among
economically disadvantaged families. Approximately 17% of children in the United States
live in families with low income [15], and children born to parents with low income tend to
have poorer developmental outcomes [16–18]. However, not all children in families with
low income have poor developmental outcomes. Research has suggested that early parent
involvement can have both short- and long-term positive effects on child development
in families with low income [18]. Further, there is preliminary evidence that the positive
impact of father involvement on child academic outcomes is stronger for children in
families with low income than those in middle- and upper-income families [19]. It is
vital to examine whether such benefits of father involvement on child academic outcomes
among children in families with low income extend to other domains of development
(e.g., social and behavioral) for this population. In sum, identifying distinctive patterns of
father involvement and their contributions to diverse aspects of child development among
families with low income is an important focus of inquiry that can inform the development
of interventions to promote healthy development in vulnerable children.
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1.1. Father Involvement and Child Development

As fathers’ roles expanded in the 1970s to encompass caregiving in addition to bread-
winning [20], scholars’ recognition that fathers could make positive contributions to their
children’s development increased. Although early research—especially that focused on
father involvement in lower-income families—tended to use relatively simple measures of
accessibility (e.g., presence vs. absence of father in the home), this focus soon expanded
to encompass time fathers spent engaging in play, cognitively stimulating, or caregiv-
ing activities with children [21,22]. Overall, greater father involvement in childhood has
been associated with healthier child development in cognitive, social, and behavioral
domains [4,23]. For example, a study involving children between 3 months to 24 months
illustrated a positive contribution of father engagement to higher cognitive functioning [24].
Similarly, a meta-analysis involving 21 studies concluded that father involvement was con-
sistently found to have a small to moderate positive effect on children’s early learning [3].

1.2. Heterogeneity in Father Involvement and Child Development

Fathering has long been viewed as a multidimensional construct [22]. In the mid-1980s,
Lamb and Pleck proposed a three-dimensional conceptualization of fathering [25]. This
model posited that father involvement was primarily composed of paternal engagement,
accessibility, and responsibility. While Lamb and Pleck’s model provided one of the first
frameworks for understanding the complexity of father involvement, it was far from
comprehensive. Scholars subsequently expanded on this model by including dimensions
related to communication, father–child closeness, and time spent with the child [26].

Pleck later proposed a revision to the original model including five dimensions of
father involvement [22]. Pleck asserted that fathering involved three direct or primary
activities classified as “(a) positive engagement activities, interaction with the child of
the more intensive kind likely to promote development; (b) warmth and responsiveness;
and (c) control, particularly monitoring and decision making” [22] (p. 67). Pleck also
included two ancillary domains: Indirect care and process responsibility [22]. Indirect care
encompasses activities that are conducted for a child but that do not directly involve father–
child interactions, such as the purchase of school supplies. Process responsibility refers to
a father’s oversight that their child’s core needs (e.g., positive engagement, warmth) are
being met.

Several empirical studies have suggested that different aspects of father involvement
may be associated with different dimensions of child development. For example, positive
father–child relationships, paternal warmth, and home learning stimulation have been
associated with stronger socioemotional development (e.g., social competence, prosocial
skills) and cognitive development, whereas paternal harsh parenting has been associated
with greater behavior problems, such as childhood aggression [23,27–29]. Positive father–
child relationships have been linked to reduced internalizing and externalizing problems
in children and adolescents. For example, high-quality father involvement, which includes
trust, closeness, and understanding, was associated with fewer internalizing and external-
izing symptoms in a sample of children at risk for maltreatment [30]. Similarly, a recent
study found that fathers’ early involvement was associated with lower levels of children’s
internalizing and externalizing problems [23].

Few studies have considered the complex interaction of multiple dimensions of fa-
ther involvement or examined heterogeneous patterns of involvement and their relations
with children’s social, behavioral, and cognitive development, although some relevant
evidence is emerging [31,32]. For example, Volling et al. used a middle-income sample
of 195 two-parent families with 12-month-old infants to examine fathers’ (and mothers’)
parenting profiles, with a particular focus on fathers’ engagement in behaviors that excite
and stimulate their children and are posited to contribute to their children’s develop-
ment [32]. Results of latent profile analysis showed that fathers and mothers had similar
(a) supportive (i.e., high levels of sensitivity, positive regard, and cognitive stimulation);
(b) disengaged (i.e., high levels of detachment); and (c) activation (i.e., moderate levels of
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sensitivity, positive regard, cognitive stimulation, and intrusiveness) parenting profiles
although none of the parenting profiles were related to infants’ attachment security.

Researchers have also investigated the parenting patterns of fathers (and mothers)
from low-income backgrounds, although to the best of our knowledge, the literature seems
to be limited to the following two studies. Ryan et al. used an Early Head Start sample
of 237 two-parent families with 2-year-old children to examine fathers’ and mothers’ par-
enting profiles [33]. A person-centered cluster analysis revealed four distinct parenting
profiles for both fathers and mothers: (a) Highly supportive (e.g., high levels of sensitivity,
positive regard, and cognitive stimulation); (b) negative (e.g., high levels of intrusiveness);
(c) detached (e.g., high levels of detachment); and (d) somewhat supportive (e.g., mod-
erate levels of sensitivity, positive regard, cognitive stimulation, and intrusiveness). The
researchers further showed that children with a supportive father and supportive mother
had the best cognitive functioning compared to all other children.

More recently, Lee et al. aimed to replicate prior research by using a sample of
672 two-parent families with preschoolers from the Building Strong Families project, a
large and racially diverse dataset of families from socioeconomically disadvantaged back-
grounds [34]. Results of latent profile analysis yielded three parenting profiles for both
fathers and mothers: (a) Supportive (e.g., high levels of sensitivity, positive regard, cogni-
tive stimulation); (b) intrusive (e.g., high levels of intrusiveness); and (c) activation (e.g.,
moderate levels of sensitivity, positive regard, cognitive stimulation, and intrusiveness).
Consistent with Ryan et al., children with a supportive father and supportive mother had
the highest language scores compared to all other children [33]. That said, when it came to
socioemotional outcomes (e.g., prosocial behaviors, behavior problems, effortful control),
children with an activation father and a supportive mother did just as well as those with
two supportive parents. Overall, there seems to be consensus across these prior studies
about the heterogeneity in father involvement, with multiple parenting profiles emerging,
and their differential effects on child development. While these studies provided valuable
information, they were limited in that they primarily focused on the quality of involvement
and did not consider both the quality and quantity of father involvement.

1.3. The Current Study

Despite emerging evidence suggesting heterogeneity in father involvement, additional
research is needed to understand the patterns of father involvement among low-income,
racially diverse families and their relations to various dimensions of child development.
The current study has several significant contributions. First, we apply a person-centered
analytic approach (i.e., latent class analysis)—an effective method also used by prior
research in this area that allows for identification of subgroups of individuals based on
their particular attributes—to investigate heterogeneous patterns of father involvement,
going beyond the traditional variable-centered approach [35]. Second, we combine both
quantity and quality of measures of father involvement to better capture various patterns
of father involvement. Most past studies of fathering/parenting profile focused on the
quality of father involvement, despite empirical evidence suggesting the importance of
conjointly considering both the quality and quantity of father involvement [36]. Third, this
study is novel and different from prior research in that we examined harsh discipline, an
important yet often ignored dimension of involvement, along with other aspects of father
involvement. Finally, we use a larger sample of low-income, racially/ethnically diverse
families to expand our understanding of the role of father involvement patterns in healthy
child development in marginalized and diverse populations.

The current study aimed to discover various patterns of father involvement and their
unique relations to social, behavioral, and cognitive development of children in families
with low income. Two main research questions guided the study: (1) Are there different
patterns of father involvement among families with low income? (2) How do different
patterns of father involvement relate to social competence, behavior problems, and verbal
ability of children? Building upon Pleck’s conceptual model that highlights multidimen-
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sionality of father involvement and prior studies that identified heterogeneous parenting
profiles [22,32,34], it was hypothesized that approximately four different patterns of father
involvement (e.g., supportive, detached, intrusiveness/negative, activation) would emerge
in this study. Informed by prior evidence [33,34], it was further hypothesized that more
positive patterns of father involvement (e.g., high warmth and engagement, no harsh
discipline) would be associated with higher social competence, fewer internalizing and
externalizing behavior problems, and higher verbal ability in children.

2. Methods
2.1. Participants and Study Design and Procedure

We conducted a secondary data analysis using data from the Supporting Healthy
Marriages (SHM) program, which is a multisite, voluntary marriage education program
for low-income couples who had a child under 18 years old or were expecting a child. The
SHM project used an experimental study design. A total of 6298 families were recruited
and randomly assigned into the intervention or the control group, from February 2007
to December 2009. The program offered group workshops, supplemental activities, and
family support services that were designed to strengthen couples’ relationships. Three
waves of data were collected: (1) When eligible couples first enrolled in the program and
completed the baseline survey (during this time period, researchers also randomly selected
one child from each couple as the focal child for follow-up studies); (2) 12 months after
enrollment when both survey and observational data were collected from the couples; and
(3) 30 months after enrollment when couples completed a series of surveys and a subgroup
of focal children participated in direct assessments. At the 12-month and 30-month follow-
up survey interviews, the participants were given the option of using the computer-assisted
telephone interview (CATI) method or the computer-assisted in-person interview (CAPI)
method to respond to the survey questions.

In the current study, we primarily used data from the 12- and 30-month follow-up
assessments. The following criteria were adopted to determine the analytic sample: (a)
At the 12-month follow-up, focal children were 4 years and 11 months old or younger;
(b) at the 12-month follow-up, fathers had contact (e.g., in person, text message, phone
call, email) with focal children in the past month; and (c) families did not have missing
data on all variables of interest. As a result, 2650 families were included. When eligible
couples enrolled in the program, their ages ranged from 21 to 40 years old (Mfather = 29.35,
SDfather = 5.84; Mmother = 27.40, SDmother = 5.26). Amongst the eligible families, 51.79% of
the focal children were boys and 48.21% girls. The sample was diverse in terms of race
and ethnicity. For fathers, 45.60% identified as White, 19.23% African American, 2.40%
Asian, 4.16% American Indian/Alaska Native, 1.47% Pacific Islanders, and 27.14% other
races. For mothers, 48.81% identified as White, 14.70% African American, 3.20% Asian,
4.17% American Indian/Alaska Native, 1.58% Pacific Islanders, and 27.54% other races.
Moreover, 40.48% of fathers and 40.65% of mothers identified as Hispanic. Most families
had low household income, with 38.12% having income below the federal poverty level
(FPL), 41.99% between 100 and 200 percent of the FPL, and 19.89% above 200 percent of
the FPL. In terms of fathers’ residential status, 97.25% of fathers at the 12-month follow-up
study and 91.97% of fathers at the 30-month follow-up study reported that they lived
with the focal child at least half of the time. Table 1 further provides the demographic
characteristics of study participants.

248



Children 2021, 8, 1164

Table 1. Demographic Characteristics (N = 2650).

% or M (SD)

Father

Age 29.35 (5.84)

Race and ethnicity

White 45.60
African American 19.23
Asian 2.40
American Indian/Alaska Native 4.16
Pacific Islander 1.47
Others 27.14
Hispanic 40.48

Education At least a high school diploma 80.10

Residential status
15-month follow-up Lived with child at

least half of the time
97.25

30-month follow-up 91.97

Mother

Age 27.40 (5.26)

Race and ethnicity

White 48.81
African American 14.70
Asian 3.20
Native American 4.17
Pacific Islander 1.58
Others 27.54
Hispanic 40.65

Education At least a high school diploma 81.50

Couple

Marital Status

12-month follow-up

Married 85.29
In a committed
relationship 10.10

Divorced 0.95
Separated 3.67

30-month follow-up

Married 79.44
In a committed
relationship 9.56

Divorced 3.07
Separated 7.93

Household

Income
Below the federal poverty level (FPL) 38.12
Between 100% and 200% of FPL 41.99
Above 200% FPL 19.89

Focal Child

Gender
Boy 51.79
Girl 48.21

2.2. Measures
2.2.1. Father Involvement

At the 12-month follow-up assessment, fathers reported their involvement with the
focal child. Fathers reported frequencies of activities and behaviors they engaged with their
child in the past month. The survey included the following domains of father involvement:
(1) One item indicating time spent with the child (i.e., “Spend one or more hours a day
with the child”); (2) five items indicating engagement in caregiving, play, and cognitively
stimulating activities (i.e., “Played inside with games or toys”, “Taken the child for a
walk”, “Sung songs or nursery rhymes with the child”, “Read books or told stories to
the child”, “Dealt with the children when he/she did something wrong”); (3) three items
indicating parental warmth (i.e., “Told the child that you love him/her”, “Praised the child
or told him/her that you appreciated something that he/she did”, “Laughed with the
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child”); and (4) two items indicating harsh discipline (i.e., “Yelled, shouted, screamed at,
or threatened the child because you were mad at him/her”, “Hit, spanked, grabbed, or
used physical punishment with the focal child”). That is, a total of 11 items pertaining
to different domains of father involvement were used. Fathers reported time spent with
the focal child in the past month on a 5-point scale, with 1 = Every day or nearly every
day, 2 = A few times a week, 3 = A few times in the last month, 4 = Only once or twice,
and 5 = Not at all. For other domains of involvement, fathers reported the frequencies of
engaging in respective activities using a 4-point scale, with 1 = Every day or almost every
day, 2 = Several times a week, 3 = A few times in last month, and 4 = Never/Not at all. Due
to the high skewness of the father involvement variables, the 11 items were recoded into
binary variables. If fathers reported they never engaged in certain activities/behaviors,
the responses were recoded as 0 = No. Otherwise, fathers’ responses were recoded as
1 = Yes, which indicated that fathers engaged in the activities/behaviors at least once in
the past month.

2.2.2. Child Social, Behavioral, and Cognitive Distal Outcomes

For detailed information on the construction of child outcome measures, please
see [37], which included the description and results of factor analyses, tests of measurement
equivalence, and tests of construct validity.

Child Social Competence. At the 30-month follow-up, mothers and fathers were
independently interviewed about their children’s social competence. Parents evaluated
nine items related to children’s interpersonal competence with peers, prosocial behavior,
and friendship quality (e.g., “Resolves problems with other children on his or her own”)
on a 3-point scale, ranging from 1 = Very True to 3 = Not True. The items were reverse
coded and averaged so that higher scores represented higher child social competence. Both
maternal reports (α = 0.84) and paternal reports (α = 0.85) showed good reliability.

Child Internalizing and Externalizing Behavior Problems. At the 30-month follow-up,
mothers and fathers were separately interviewed about their children’s internalizing and
externalizing behavior problems. Parents were asked to indicate whether a list of behaviors
accurately described their children’s behaviors by rating each behavior using a 3-point
scale, ranging from 1 = Very True to 3 = Not True. If the focal child was 4 years old or older,
the list of behaviors consisted of 12 items for internalizing behavior problems (e.g., “[Focal
child] is unhappy, sad, or depressed”) and 13 items for externalizing behavior problems
(e.g., “[Focal child] cheats or tells lies”). All the items were reverse coded so that higher
scores indicated more behavior problems. The scales showed good reliability (internalizing:
αM = 0.80 and αF = 0.80; externalizing: αM = 0.89 and αF = 0.87). If the focal child was
under 4 years old, the list consisted of 8 items on internalizing behavior problems (e.g.,
“[Focal child] is too fearful or anxious”) and 14 items on externalizing behavior problems
(e.g., “[Focal child] has difficulty concentrating and paying attention”). The reliability
of the internalizing behavior problems scale was slightly low (αM = 0.61 and αF = 0.66),
but the scale for externalizing behavior problems showed good reliability (αM = 0.81 and
αF = 0.82).

Verbal Ability/Cognitive Performance. At the 30-month follow-up, the Peabody Pic-
ture Vocabulary Test (PPVT) [38] and its Spanish-language counterpart, Test de Vocabulario
en Imágenes Peabody (TVIP) [39], were used to measure children’s receptive vocabulary
skills if focal children were aged 2 years to 4 years and 11 months. In these assessments,
children were shown a series of cards with four pictures on each of them. In each trial,
children were asked to choose one picture that best described the word spoken by the asses-
sor. In the SHM program, some bilingual children were administered both the PPVT and
TVIP. However, bilingual children received the TVIP only if they performed poorly at the
beginning of the PPVT, which suggested that the TVIP was a more appropriate assessment
for these children. Thus, we chose TVIP scores if children had scores on both tests. The
standard scores were reported in the current study given that they were comparable across
different studies [40].

250



Children 2021, 8, 1164

2.2.3. Covariates

To control for covariates, we created a set of variables based on prior literature. We
controlled child age at the 30-month follow-up assessments. Child gender was entered as
a binary variable in the analysis. We captured parental education using a dichotomous
variable that identified whether both parents had high school diplomas or not. To as-
sess poverty, we used the federal poverty level (FPL) and created two dummy variables
(100–200% FPL, ≥200% FPL), with “below the FPL” as the reference group.

2.3. Data Analysis

We first conducted descriptive statistics and correlation analysis across all study vari-
ables. To investigate potential heterogeneity in the patterns of father involvement, a latent
class analysis (LCA) was conducted using the 11 items reflecting father involvement. LCA
is an exploratory analytic method that is person-centered, allowing for the identification of
hidden groups (or latent classes) based on multiple categorical observed variables, without
requiring any distributional assumptions [41,42]. LCA provides probability estimates
(posterior probability), which indicate how likely each individual belongs to each latent
class [42,43]. In this paper, each latent class membership represents a group of fathers who
share similar response patterns of involvement with their children.

There are two common approaches to LCA, which are the one-step and three-step
approaches, when including the covariates or distal outcomes. The one-step approach
jointly estimates the latent class membership with the covariates or distal outcomes in
one overall model. Thus, not only the class indicators, but also the covariates and the
distal outcome variables, can drive the latent class membership [44,45]. On the other
hand, the three-step approach employs a step-by-step method that identifies the latent
classes in the first step, creates the most likely class membership in the second step, and
estimates the association between the extracted latent class variable and the covariates
or the distal outcomes in the last step. In this study, we used the three-step approach for
LCA, which is advocated by many researchers [45–49]. More specifically, we employed the
manual maximum likelihood (ML) three-step approach that has been shown to yield good
performance in detecting latent classes [45].

In the first step, we analyzed a series of unconditional LCA models by increasing
the number of latent classes from 2 classes to 6 classes. The unconditional LCA models
represent the model with no covariates or distal outcomes but the 11 father involvement
indicators only. We then compared the models using the Akaike information criterion
(AIC) [50] and Bayesian information criterion (BIC) [51]. The AIC and BIC have slightly
different formulas but are similar in that both penalize model complexity. The smaller AIC
and BIC values represent a better-fitting model. Along with the AIC and BIC, entropy—
which indicates the classification accuracy—was also used to decide the number of latent
classes. The entropy value ranges between 0 and 1, with a value closer to 1 indicating a
smaller model classification error [52]. The optimal number of latent classes was selected
based on the AIC, BIC, and entropy, as well as the interpretability of the classes. Given
the exploratory nature of LCA, we paid particular attention to the interpretability of the
emerged latent classes (e.g., qualitatively distinct and meaningful classes).

After identifying the number of latent classes based on the 11 indicators of father
involvement, each individual was assigned to each latent class based on the posterior
probability obtained in the second step. In the final step, we analyzed the conditional
model to examine the mean differences in the seven measures of child social, behavioral,
and cognitive distal outcomes across the enumerated latent classes while controlling for
the covariate effects on the outcomes. Missing values were treated using full information
maximum likelihood (FIML). In step 1, all cases (N = 2650) with at least one value across
11 indicators were used for analysis by using the maximum likelihood robust (MLR)
estimation. Of the 2650 cases, 513 with at least one missing value in the covariates were
excluded when conducting the third step. Mplus Version 8 [44] was used to conduct the
three-step LCA (The Mplus code is presented in Supplemental Material Syntax S1). The
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study was approved by the Institutional Review Board of [Blinded for Review] (protocol
ID: 2018B0532).

3. Results
3.1. Descriptive Statistics

Table 2 shows the descriptive statistics for all study variables, including father in-
volvement indicators, covariates, and distal outcomes. As mentioned earlier, all father
involvement indicators were recoded as dichotomous variables for the LCA. The original
descriptive statistics for these items are presented in Supplemental Material Table S1.

Table 2. Descriptive statistics for the indicators, covariates, and distal outcomes (N = 2650).

Dimensions of Father Involvement at the 12-Month Follow-Up %

Time spent Spend one or more hours a day with
the child 99.58

Warmth
Told (focal child) that you love (him/her)? 99.47
Praised (focal child) or told him/her that you
appreciated something that he/she did? 97.43

Laughed with (focal child)? 99.77

Harsh discipline

Yelled, shouted, screamed at, or threatened
(focal child) because you were mad at
him/her?

38.12

Hit, spanked, grabbed, or used physical
punishment with (focal child)? 18.91

Engagement

Played inside with games or toys 98.98
Taken the child for a walk or to play outside 93.00
Sung songs or nursery rhymes with the child 87.78
Read books or told stories to the child 86.01
Dealt with the children when he/she did
something wrong 86.26

Covariates at Baseline % or M (SD)

Child age (at the 30-month follow up) 3.66 (1.32)
Child sex (girl) 48.2
Couple education (both graduated from high school) 56.6
Poverty

100% of federal poverty level or under 38.1
Between 100% and 200% of federal poverty level 42.0
200% of federal poverty level or above 19.9

Distal Child Development Outcomes at the 30-Month Follow-Up M (SD)

Social emotional functioning assessed by father 2.57 (0.37)
Social emotional functioning assessed by mother 2.56 (0.37)
Internalizing behavior problem assessed by father 1.21 (0.25)
Internalizing behavior problem assessed by mother 1.19 (0.25)
Externalizing behavior problem assessed by father 1.34 (0.30)
Externalizing behavior problem assessed by mother 1.36 (0.32)
Cognitive functioning (verbal ability) assessed by interviewer 97.29 (15.97)

3.2. Father Involvement Patterns

Table 3 shows the model fit indices, as well as the proportion of the emerged latent
classes. The AIC continuously decreased as the number of classes increased, favoring more
classes. The four-class model had the smallest BIC value, suggesting that the four-class
model was the best-fitting model. The entropy was acceptable (>0.70) for models with four
or more classes [53]. Based on the AIC, BIC, entropy, and interpretability of the classes, we
selected the four-class model as the final model.
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Table 3. Fit indices for unconditional latent class models.

2-Class 3-Class 4-Class 5-Class 6-Class

Log-Likelihood −7128.50 −6860.18 −6792.45 −6757.93 −6739.75
Number of parameters 23 35 47 59 71

AIC 14,303.00 13,790.36 13,678.90 13,633.85 13,621.51
BIC 14,438.30 13,996.24 13,955.37 13,980.91 14,039.15

Entropy 0.54 0.68 0.75 0.75 0.78
Proportion of class 1 49.97% 46.47% 8.27% 45.31% 5.34%
Proportion of class 2 50.03% 44.13% 47.48% 7.23% 4.48%
Proportion of class 3 9.41% 42.01% 40.79% 41.26%
Proportion of class 4 2.04% 0.81% 45.79%
Proportion of class 5 5.86% 2.68%
Proportion of class 6 0.45%

Figure 1 shows the item response probability (IRP) on the 11 father involvement indi-
cators for each latent class and class proportions. The high positive involvement class (47.48%)
was the largest class and was characterized by high probabilities of positive involvement
(e.g., time spent with child, warmth, engagement activities) and low probabilities of harsh
emotional and physical discipline. The engaged but harsh discipline class (42.01%) repre-
sented the second-largest class and was also characterized by high probabilities of positive
involvement (e.g., warmth, engagement activities), but also had the highest probabilities
of harsh discipline out of all the classes. The low cognitive stimulation class (8.27%) was
characterized by the lowest probabilities of paternal cognitive stimulation, but also moder-
ately high probabilities of other aspects of positive involvement (e.g., time spent with child,
warmth). The lower involvement class (2.04%) was characterized by overall low to moderate
probabilities of all dimensions of father involvement examined in the study.
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3.3. Father Involvement Patterns and Child Social, Behavioral, and Cognitive Distal Outcomes

Next, we examined the extent to which different patterns of father involvement relate
to children’s social competence, behavior problems, and verbal ability, while controlling
for the effects of covariates on these outcomes (see Supplemental Material Table S2 for
covariate effects). Table 4 presents the results of pair-wise mean comparisons for the seven
child outcomes between the four latent classes. Children in the low cognitive stimulation
class had significantly lower levels of socioemotional functioning class (distal means: father
ratings = 2.16, mother ratings = 2.11) compared to those in the high positive involvement class
(distal means: father ratings = 2.45, mother ratings = 2.37) or the engaged but harsh discipline
class (distal means: father ratings = 2.41, mother ratings = 2.42). There were no significant
mean differences in child socioemotional functioning between the low cognitive stimulation
class and the lower involvement class.

Table 4. Distal mean differences between four latent classes.

Child Distal
Outcome Class Distal Mean Low Cognitive

Stimulation
High Positive
Involvement

Engaged but Harsh
Discipline

Socioemotional
functioning _father
ratings

Low cognitive stimulation 2.16
High positive involvement 2.45 −0.29 ***

Engaged but harsh discipline 2.41 −0.25 *** 0.04
Lower involvement 2.31 −0.15 0.14 0.10

Socioemotional
functioning _mother
ratings

Low cognitive stimulation 2.11
High positive involvement 2.37 −0.26 ***

Engaged but harsh discipline 2.42 −0.31 *** −0.05
Lower involvement 2.29 −0.18 0.08 0.13

Internalizing
problems _father
ratings

Low cognitive stimulation 1.53
High positive involvement 1.11 0.42 ***

Engaged but harsh discipline 1.23 0.30 *** −0.12 ***
Lower involvement 1.13 0.40 *** −0.02 0.10 ***

Internalizing
problems _mother
ratings

Low cognitive stimulation 1.49
High positive involvement 1.14 0.35 ***

Engaged but harsh discipline 1.11 0.38 *** 0.03
Lower involvement 1.15 0.34 *** −0.01 −0.04

Externalizing
problems _father
ratings

Low cognitive stimulation 1.82
High positive involvement 1.33 0.49 ***

Engaged but harsh discipline 1.47 0.35 *** −0.14 **
Lower involvement 1.39 0.43 *** −0.06 0.08

Externalizing
problems _mother
ratings

Low cognitive stimulation 1.79
High positive involvement 1.39 0.40 ***

Engaged but harsh discipline 1.38 0.41 *** 0.01
Lower involvement 1.44 0.35 −0.05 −0.06

Child cognitive
functioning
_interviewer ratings

Low cognitive stimulation 79.08
High positive involvement 85.03 −5.95 **

Engaged but harsh discipline 84.33 −5.25 ** 0.70
Lower involvement 78.37 0.71 6.66 5.96

Note. ***: p < 0.001; **: p < 0.01

For both internalizing and externalizing problems, children in the low cognitive stimu-
lation class showed the highest levels of behavior problems among the four classes. The
distal means of internalizing (father ratings = 1.53, mother ratings = 1.49) and externalizing
(father ratings = 1.82, mother ratings = 1.79) behavior problems were significantly higher
for children in the low cognitive stimulation class compared to children in the other three
classes. The only exception was no significant difference in mother-reported externalizing
behavior problems between the low cognitive stimulation class and the lower involvement class
(mean difference = 0.35, p = 0.19). Additionally, children in the engaged but harsh discipline
class showed significantly higher levels of father-reported internalizing problems than the
high positive involvement and lower involvement classes, as well as significantly higher levels
of father-reported externalizing problems than the high positive involvement class.

254



Children 2021, 8, 1164

In terms of verbal/cognitive functioning, the mean PPVT score was significantly lower
for children in the low cognitive stimulation class (M = 79.08) compared to those in the high
positive involvement class (M = 85.03) and the engaged but harsh discipline class (M = 84.33).
There were no other significant mean differences in PPVT scores across the latent classes.

4. Discussion

The primary aim of the study was to investigate whether and to what extent differ-
ent patterns of father involvement are associated with various dimensions (e.g., social,
behavioral, and cognitive) of child development among children in families with low
income. Our findings contribute knowledge that can inform intervention efforts to foster
healthy development among children in families with low income who are at heightened
risk for negative developmental outcomes. Consistent with our hypotheses, we found
heterogeneous patterns of father involvement. More specifically, we successfully identi-
fied four classes of father involvement that were qualitatively distinct from each other.
These findings offer additional evidence and robust support for theoretical and empirical
research that has suggested fathering is multidimensional [22,32–34]. Furthermore, the
discovery of four distinctive patterns of father involvement provides empirical evidence
for the heterogeneity in father involvement among low-income families, with some of the
identified patterns consistent with prior research with families with low income [33,34].

4.1. Four Distinct Patterns of Involvement among Fathers

The largest proportion of the sample (47.48%) fell into the high positive involvement class
in which fathers showed high levels of positive involvement (e.g., more time spent together,
high paternal warmth and engagement) and low levels of harsh discipline. The finding
that nearly half of the fathers in this sample exhibited the pattern of high, positive father
involvement is especially important. Lower-income fathers, especially Black fathers, have
often been depicted as invisible, absent, and uninvolved (e.g., “the myth of the missing
Black father”) [54], yet our findings are consistent with other recent studies that challenge
such stereotypes. For example, using a sample of fathers (in which close to half the sample
was Black) from the Building Strong Families project, Lee et al. showed that fathers with a
supportive parenting profile (i.e., highest levels of sensitivity, positive regard, cognitive
stimulation, and the lowest levels of intrusiveness and detachment) made up the largest
group out of the three distinct fathering groups they identified [34].

The second most prevalent pattern of father involvement was the engaged but harsh
discipline class (42.01%) that was characterized by higher levels of involvement across the
board, including greater use of harsh discipline and abusive behaviors. Relatively high
probabilities of harsh discipline highlighted in this class are in line with prior research that
identified a significant link between economic hardship and poor parenting, including
child maltreatment [55]. Studies have suggested that economic hardship may introduce
high parental stress, which may be associated with negative, harsh, and poor parenting
behaviors [56]. Prior research with families with low income has found negative parenting
profiles amongst fathers whereby they engage in moderate levels of sensitivity, cognitive
stimulation, and positive regard along with high levels of intrusiveness and negative
regard [33]. The engaged but harsh discipline class identified in our study is novel, however,
given that no known fathering/parenting profile research has considered harsh discipline
and abusive behaviors. Although such prior research has not used indicators of harsh
discipline as in the case of the current study, the engaged but harsh discipline fathering class
found in the current study seems to align with the negative fathering profile [33] in that
they both share moderate to high levels of positive parenting behaviors within the context
of high levels of poor parenting behaviors.

The low cognitive stimulation class (8.27%) was distinguished by the lowest proba-
bilities of paternal cognitive stimulation out of all classes. Fathers in this class showed
particularly low levels of engagement (e.g., read books or tell stories to the child) in creating
a cognitively stimulating, learning-rich home environment that can foster their children’s
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cognitive and language development. Fathers with low income and fathers of color may
face multiple challenges (e.g., lack of time and resources, non-English speaking immi-
grants) that may serve as barriers to providing their children with cognitively stimulating
environments and activities [57,58]. To the best of our knowledge, no similar fathering
profile has been discovered in prior research with men with low income. This may be
attributed to the fact that we used multiple indicators of cognitive stimulation (e.g., reading
books, telling stories), whereas prior studies have only used a single observed measure of
cognitive stimulation [33,34].

Lastly, the lower involvement class (2.04%), though the smallest in size, had distinct
and meaningful differences from other classes. Fathers in this class showed generally
lower levels of involvement in all dimensions of fathering, but especially with respect
to the quantity of involvement (e.g., spending one or more hours a day with the child,
playing inside with games or toys, taking the child for a walk or to play outside). This
may be because fathers with low income tend to work more hours and have non-standard
and/or changing work schedules [59]. The lower involvement class seems to be consistent
with the detached parenting profile found amongst fathers with low income [33], whereby
fathers exhibit generally low levels of engagement in both positive and negative parenting
behaviors. Importantly, considering its size, this class should be replicated and validated
with other samples in future research.

4.2. Father Involvement Patterns and Children’s Developmental Outcomes

In terms of the relations between father involvement patterns and child development,
one of the most notable findings was the important role played by paternal cognitive
stimulation in child development among families with low income. Children in the low
cognitive stimulation class struggled across the socioemotional, behavioral, and cognitive
domains of development, showing higher levels of father- and mother-reported behavior
problems and lower levels of socioemotional and cognitive functioning compared to
the other three groups. These findings are consistent with the broader literature that
report the positive association between fathers’ cognitive stimulation (e.g., stimulating
parenting, reading books to children, fathers’ home literacy involvement) and children’s
healthy development during early childhood [21,60–62]. While much of the prior work
documented the impact of cognitive stimulation on children’s cognitive development,
such as verbal ability, language outcomes, and academic skills [3,61,63], our findings
suggest that the positive influence of paternal cognitive stimulation expands beyond
cognitive development into other domains of child development, such as socioemotional
and behavioral functioning.

Another primary finding was that children in the engaged but harsh discipline class
had significantly higher levels of father-reported internalizing problems (than the high
positive involvement and lower involvement classes) and externalizing problems (than the high
positive involvement class). This finding implies that the high level of involvement in other
aspects of fathering (e.g., warmth, cognitive stimulation, time spent together) did not buffer
the negative impact of harsh discipline and abusive behaviors on children’s behavioral
outcomes. Our findings are largely consistent with previous studies that found higher
levels of internalizing and externalizing symptoms among children who have experienced
harsh discipline, including physical punishment and emotional/verbal abuse [64,65]. The
family stress model and prior empirical studies suggest that economic hardship and finan-
cial pressure in fathers/parents with low income may be related to disrupted parenting
practices through elevated levels of psychological distress and interparental conflict [66].
Drawing from social learning theory [67], disruptive parenting (e.g., harsh discipline), in
turn, could be associated with negative child adjustment as children exposed to violent
acts may observe and model aggressive behavior.

It should also be noted that the engaged but harsh discipline class was related to greater
behavior problems reported by fathers, but not mothers. This may be explained by the
reciprocal associations between paternal harsh discipline and children’s behavior problems
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over time [68]. That is, fathers who see their children as having behavior problems (i.e.,
internalizing and externalizing symptoms) may be more likely to use harsh physical and
verbal discipline to manage or correct their children’s problem behaviors, and the use
of harsh discipline may further exacerbate children’s problem behaviors (e.g., children
become more aggressive and antisocial). However, more research is needed to disen-
tangle the complex associations between paternal harsh discipline and child behavior
problems and understand the discrepancies in findings between different informants (i.e.,
fathers vs. mothers).

4.3. Limitations

This study has several limitations. First, because the study sample consisted of
married couples with low income and residential fathers who participated in the SHM
intervention, the findings of the study may not be generalizable to a broader population.
In particular, SHM participants volunteered to receive healthy relationship and marriage
strengthening education and services by participating in the project. Second, the study
relied solely on fathers’ reports to assess father involvement. The use of multiple informants
(e.g., both mothers and fathers) may provide a more nuanced and fuller picture of father
involvement. Relatedly, we were unable to include maternal involvement items in the
analytic models due to the heavy skewness of the items (i.e., a lack of variability). Another
measurement-related limitation is that some of the measures used in this study, including
father involvement items, have not been standardized or validated in prior studies or with
families with low income. The results of the study should be interpreted with caution
and considered somewhat preliminary, in light of these measurement limitations. Third,
the size of the lower involvement class was small (2% of the sample). Although the lower
involvement class represented a distinct pattern of father involvement observed among
fathers with low income, this class should be replicated and validated with other samples
of fathers with low income in future research to establish greater reliability. Fourth, there
were potentially important factors, such as the quality of father–mother relationships, child
temperament, and race/ethnicity, that were not accounted for in the current study, either
due to lack of data or given the complexity of the analysis employed in the study. Future
research should explore how various biological and environmental factors might be related
to patterns of father involvement and child development in families with low income.
Finally, any causal inferences cannot be drawn from this study due to the nature of the
study design.

4.4. Implications for Policy and Practice

The current study offers several important implications for policy and practice. Our re-
sults highlight the significance of positive father involvement in healthy child development.
At the policy level, increased funding and resources should be allocated to support pro-
grams and initiatives (e.g., responsible fatherhood programs) that encourage and facilitate
positive father involvement in the lives of children among families with low income. At the
practice level, more effort is needed to actively engage fathers in parenting interventions,
services, and programs. Our finding that fathers’ cognitive stimulation is a key promotive
factor for children’s healthy social, behavioral, and cognitive development points to the
need for fatherhood programming to include components that focus on enhancing fathers’
involvement in activities that are cognitively stimulating for their children. For example,
practitioners working with fathers with low income could help fathers create a language-
rich and cognitively stimulating home environment and build skills to interact with their
children in ways that promote language and cognitive development (e.g., reading books
the child, using educational materials, telling stories, singing songs, etc.) [69]. Further,
considering that paternal harsh discipline was a salient risk factor for behavior problems
in children, efforts to engage fathers in programs that focus on positive parenting and
maltreatment prevention are needed.
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5. Conclusions

The findings of the study contribute to a body of emerging research examining patterns
of father involvement among families with low income. The identification of four father
involvement patterns (i.e., high positive involvement; engaged but harsh discipline; low cognitive
stimulation; lower involvement) and their unique associations with child development pro-
vide meaningful information that can be incorporated into interventions for young children
in socioeconomically disadvantaged families. Given that our findings highlight the pivotal
role of positive father involvement, such as paternal cognitive stimulation, on healthy
child development, researchers and clinicians developing interventions for positive child
development should consider actively engaging fathers in intervention programs and ser-
vices. Finally, future research should explore potential differences and diversity in patterns
of father involvement across different racial/ethnic groups and different developmental
stages of children.
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