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ABSTRACT

Compared to their non-Indigenous peers in out-of-home care (OOHC), children who are Aboriginal are at an
increased risk of low academic achievement, mental health problems, and emotional and behavioral symptoms.
This study aimed to profile the clinical symptoms experienced and examine the relationships among these
clinical symptoms, academic achievement, and early life environmental characteristics, such as maltreatment
and placement instability. Data were accessed through a collaborating OOHC clinical service providing support
for children who are Aboriginal. Analyses indicated that low academic performance was correlated to clinical
symptoms, including anxiety, depression, and somatic issues. Neither academic performance nor clinical
symptoms were associated with maltreatment type or exposures. Internalizing clinical symptoms between carers
(Child Behavior Checklist, CBCL) and self-report (Youth Self Report, YSR) differed significantly for children
11-18 years. Self-report demonstrated higher levels of internalizing symptoms than the carers reported. The
results highlight the importance of capturing the child person’s voice. Future research should investigate the
impact of internalizing symptoms on academic performance across education and the impact of informant under-

reporting of internalizing symptoms on health, well-being, and diagnostic accuracy.

1. Introduction

The health and well-being outcomes of children and young people in
out-of-home care (OOHC) challenge the Australian welfare system.
About 45,400 Australian children were in OOHC as of 30 June 2022 (8
per 1,000 children). Of these, 19,400 (57 per 1,000 children) were
Aboriginal and Torres Strait Islanders (AIHW, 2023). Children and
young people who are Aboriginal in OOHC are at an increased risk of
mental health issues, emotional and behavioral concerns, and lower
academic achievement compared to their age-matched non-Aboriginal
or Torres Strait Islander peers (Australian Institute of Health and Wel-
fare, 2011). While children in care often underperform academically
(Brinser & Wissel, 2020), children who are Aboriginal and Torres Strait
Islanders are half as likely to meet essential reading and numeracy
benchmarks (Australian Institute of Health and Welfare, 2024).

Positive, stable relationships and a safe home environment are

necessary to ensure children reach their academic potential (Palmieri &
La Salle, 2017). For children who are Aboriginal and Torres strait Is-
landers in care, kin placement and connection to culture are also
important to maximize positive outcomes (Kiraly & Farmer, 2020;
Winokur et al., 2018). Positive change can occur with healthy attach-
ments to caregivers and kin (Cheung et al., 2012). However, factors such
as placement instability and grief associated with the loss of family
connections can negatively impact healthy attachments, contributing to
high rates of mental illness and lower academic achievement (Australian
Institute of Health and Welfare, 2011; Brinser & Wissel, 2020; Davis
et al., 2015; Mendis et al., 2015; Palmieri & La Salle, 2017).

Higher rates of mental illness and neurodivergence, such as attention
deficit hyperactivity/ inattentive disorder (ADHD) and autism spectrum
disorder (ASD), anxiety, and depression, negatively impact academic
performance (Arnold et al., 2020; Owens et al., 2012; Seipp, 1991).
Therefore, it is important to be aware of and reduce emotional and
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behavioral symptoms to improve overall academic performance. The
Child Behavior Check List (CBCL) and Youth Self-Report (YRS) scales are
used to screen for behavioral and emotional problems in children and
young people (Biederman et al., 2012). In a New South Wales sample of
OOHC care children aged four to 17 years, approximately 49 % were
reported to demonstrate symptoms consistent with disorders such as
ADHD, anxiety, and depression (Tarren-Sweeney, 2018). Symptoms of
inattention identified at six years of age can significantly predict math
and reading achievement at age seventeen in this population, high-
lighting the importance of symptom monitoring to guide early inter-
vention efforts to improve academic achievement (Breslau et al., 2009).

Insufficient research has focused on the emotional and behavioral
symptoms experienced by children who are Aboriginal in OOHC despite
increased rates of mental health issues and poor academic achievement.
While previous research has investigated the mental health as reported
by the CBCL of adolescents in foster care (Tarren-Sweeney, 2018),
further research is needed to investigate samples within this population
and to understand better the relationship between early clinical symp-
toms and academic achievement. Consequently, the aim of this study is
to:

a. Determine the prevalence of clinical symptoms experienced by
children who are Aboriginal in OOHC. Investigations will focus on
total symptom scores and sub-scores of anxiety, depression, somatic
problems, aggression, and rule-breaking behavior as assessed by the
CBCL and/or the YSR.

b. Determine relations among early life and environmental factors
including placement number, maltreatment type, and number of
maltreatment exposure types, on academic achievement and total
symptom scores and anxiety, depression, somatic problems, aggres-
sion, and rule breaking behavior sub-scores as assessed by the CBCL
and/or the YSR.

2. Methodology
2.1. Ethics

Ethics approval was obtained from the Aboriginal Health and Med-
ical Research Council (AHMRC; 1696,/20) and Southern Cross Univer-
sity Human Research Ethics Committee (2021/054).

Clinical records were de-identified using numerical codes matched to
each child, then supplied to the researcher with all key information. If
further information was required, i.e., school reports, the organization
was contacted, and the information was de-identified before submission
to researchers.

2.2. Community engagement and study oversight

This study examined the prevalence of clinical symptoms and their
relationship to academic performance to inform the development and
adaption of support services for children who are Aboriginal in OOHC.
Community consultation and consent were established before the study
development and analysis of existing data. A local community guidance
group comprised an Aboriginal clinician and consultant, an Elder, and a
member of the Abcare executive team. This local guidance group sup-
ported and advised the study team on cultural appropriateness, com-
munity networks, and the most beneficial research direction to benefit
the children. Only group data was presented to maintain the anonymity
of all participants.

2.3. Participants

This retrospective chart analysis was conducted with data from 95
children who are Aboriginal (no children who are Torres Strait Islanders
were included). All participants were in out-of-home care under pro-
tection orders as they were unable to live with their parents. Data were
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recorded originally by caseworkers based on child protection informa-
tion and medical correspondence. All available file data were down-
loaded directly from casework files by EH and GR to be included in the
analyses. Available data collected from the carers of 45 children who are
Aboriginal (6-18 years) and YSR data from 20 children (11-18 years)
were also included to compare self-report and informant report data.
This data was collected by psychologists at Bimiir Darrundaygu Psy-
chology and Research Centre, Abcare (an Aboriginal community-
controlled agency in New South Wales, Australia) as part of annual
well-being checks for children in care and analyzed as convenience data.

2.4. Procedure

Existing data were collated into an SPSS file. Each child was coded
using a unique identifier number to ensure confidentiality. The recorded
reason for removal from the family of origin, maternal substance use,
and age at removal were extracted from child information sheets. The
number of children within a placement home, the number of placements
since removal, and whether these placements were with foster care
members or kin was also recorded. Placement admission notes were then
reviewed to determine whether the child was currently placed with kin
and whether that kin placement was with an Aboriginal relative. Doctor
and psychologist notes and reports were reviewed to discern diagnosed
behavioral disorders, mental illnesses, disabilities, and whether medi-
cation was prescribed. School reports were examined to determine the
level of academic achievement. Finally, CBCL and YSR data collected by
psychologists were collated for analyses.

2.5. Measures

2.5.1. Child Behavior Checklist

The CBCL consists of 118 descriptions of emotional and behavioral
problems. Carers indicated responses on a Likert scale ranging from: (0)
not true, (1) somewhat true, or (2) true or often true, on whether the
descriptive problem was relevant to the child within the preceding three
months (Achenbach & Rescorla, 2001). Summed items form internal-
izing, externalizing, and total problems scores. The CBCL has demon-
strated test-retest reliabilities of 0.73-0.94, internal consistency of a =
0.63-0.97, and inter-rater reliability ranging from 0.57 to 0.88 (Ontario
Centre of Excellence for Child & Youth Mental Health, 2019).

2.5.2. Youth Self Report

The YSR consists of 118 descriptions of emotional and behavioral
problems whereby the child (11 years old and above) indicates on a
Likert scale ranging from (0) not true, (1) somewhat true, or (2) true or
often true, on whether the descriptive problem was relevant to the child
within the preceding three months (Achenbach & Rescorla, 2001). YSR
has demonstrated test-retest reliability of 0.67-0.91, internal consis-
tency of a = 0.55-0.95, as well as evidence of discriminative, concur-
rent, convergent, and predictive validities (Ontario Centre of Excellence
for Child & Youth Mental Health, 2019).

2.5.3. Reason for entering care: maltreatment type

The maltreatment type as the impetus for the child entering OOHC
was coded as domestic violence, substance use, neglect, and others. The
fourth category of ‘others’ included sexual abuse, homelessness, incar-
ceration, and physical assault, which was ultimately excluded due to the
low sample size and privacy concerns as each subgroup contained only
one or two children.
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2.5.4. Number of exposures to different maltreatment types
The number of exposures to different maltreatment types was coded
as one, two, or three or more.*

2.5.5. Number of placements since removal

Many of the children were exposed to placement instability. To
provide context for the potential effect on behavior, emotion regulation,
and academic achievement, number of placements since removal was
recorded. Short-term and respite placements were not included.

2.5.6. Academic achievement

Academic achievement was extracted from school reports and clas-
sified on a scale of one to five. A score of one implied failure of subjects
and truancy, and two implied D or E grades but relative attendance at
school. Three was classified as average attainment of C grades and
consistent attendance. Four were classified as children who performed
at both a B and C grade level. Five were classified as those performing at
a A or B grade level. To measure high academic achievement, children
who scored four or five were coded as one (high academic achievement),
and those who scored three or below were coded as zero (low academic
achievement).

2.6. Data analysis

Statistical analysis was conducted using SPSS version 27. The results
illustrating distributions of maltreatment type, academic achievement,
and other areas of interest are summarized below. Bonferroni-adjusted t-
tests were conducted to compare mean differences in scores on subscales
of the CBCL and YSR between the current sample and normative data.

Regression analyses were conducted to determine the predictive
ability of CBCL and YSR scores on academic achievement. Further
regression analyses were conducted to determine the variability in
scores that can be accounted for by placement number, maltreatment
type, and academic achievement. One-way ANOVAs were conducted to
evaluate the impact of different maltreatment types (domestic violence,
neglect, substance use) on clinical symptoms as measured by CBCL and
YSR scores.

3. Results
Demographic data is provided in Table 1.
3.1. Variables of interest

3.1.1. Age and sex distribution of children in care

Sex was evenly distributed for most ages except for two- (females O,
males 3), eight- (females 0, males 5), and fourteen-year-old (females 6,
males 0). Age was evenly distributed: 0-6-year = 31.3 %, 7-12-year =
32.6 %, and 13-18-year = 35.8 %.

3.1.2. Type of placement

Most (84; 87.5 %) children in kinship placements were placed with
Aboriginal kin. Most (n = 73; 77.7 %) had been in two or fewer place-
ments, 17 (18.1 %) had been in three to four placements, and 4 (4.3 %)
had been in five to ten placements. Children in foster care had more
placements than those in kinship care.

3.1.3. Health and developmental problems

Consistent with the higher rates of behavioral disorders and mental
illnesses in children within OOHC, over 20 % (n = 19) of this sample
were diagnosed with depression, anxiety, complex developmental

4 It is understood that there is a great overlap of maltreatment types, i.e.,
substance use may infer neglect. However, this analysis recorded only what was
stated in available child documents.
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Table 1
Demographic data of children who are aboriginal in OOHC (n = 95).

Variable Mean (SD) or Frequencies n
(%)
Age (years) 9.6 (5.0) 95
Female 50.5 % 48
Placement Type 275
Kin 66.3 %

Foster CareRestoration 28.4 %5.3 %

Children per Household 3.9 (2.2)

Disability Diagnosis 15.3 % 19
Intellectual Disability 26.8 %
Behavioral Disability

Behavioral Diagnosis
ADHD 23.6 % 17
ODD 12.5% 92
ASD 2.8% 43
Confirmed Exposure to Prenatal Drugs and/ 46.2 %
or Alcohol

Mental Health Condition* 11.2% 8
Anxiety 5.6 % 4
Depression 1.4 %5.6 % 14
CDTD
PTSDSleep Disorder

Note: ADHD, attention deficit hyperactivity disorder; ODD, oppositional defiant
disorder; ASD, autism spectrum disorder; CDTC, complex developmental trauma
disorder; PTSD, post-traumatic stress disorder.

* Existing diagnoses, likely an underrepresentation.

trauma, sleep disorders, or comorbid combination. In comparison,
where 5 % of adolescents in the general population have a diagnosis of
depression (YoungMindsMatter, 2017), 11.2 % (n = 8) had a depression
diagnosis. Over 23 % (n = 21) were reported to have ADD, ADHD, ODD,
or some combination of the three, compared to 14 % in normative data
for children in OOHC (YoungMindsMatter, 2017).

3.1.4. Reason for entering care

All children had exposure to maltreatment. In this sample, 47 %, 63
%, and 75 % of children have been exposed to neglect, domestic
violence, and substance abuse either alone or in conjunction. Most
children have been exposed to multiple adverse life experiences, with
36 % (n = 35) exposed to one category of maltreatment, 40 % (n = 39)
exposed to two different categories, and 21 % (n = 21) exposed to three
or more.

3.1.5. Academic

Of those who were old enough to attend school, 40.5 % (n = 29) were
reported to have very poor or poor academic achievement, 42 % (n =
30) scored satisfactory academic achievement, and 17.5 % (n = 13)
scored good or excellent academic achievement as demonstrated in
Fig. 1.

Two regressions were run for CBCL and YSR to determine predictive
ability on academic achievement. No independent variables were able to
predict variance in scores of academic achievements significantly. CBCL
(F(1,18) = 1.52, p 0.23, R2 = 0.28, R2Adjusted = 0.08); YSR (F(1,23) =
0.11, p=.74, R? = 0.07, R?Adjusted = -0.04). CBCL score did not
significantly predict academic achievement (B = -0.29, t(19) =-1.23, p
=0.23), nor did YSR score (B = 0.005, t(24) = 0.35, p = 0.74). However,
when academic achievement was categorized into a binary variable of
low and high, a trend was visible of higher academic achievement being
associated with lower scores of the CBCL, whereas the inverse was seen
for YSR scores (Fig. 1).

Further, YSR mean T scores on the internalizing subscale for high
academic achievement were 57.8 (SD = 7.1) and 66.9 (SD = 12.9) for
low academic achievement. CBCL scores indicated the opposite trend,
with 56.3 (SD = 9.3) and 52.6 (SD = 13.9) for high and low academic
achievement, respectively.
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Fig. 1. Mean T-Scores of CBCL and YSR within Low and High Academic Achievement Note: Borderline clinical range = 60-64 and Clinical range = 64 and above.

3.1.6. CBCL scores

Mean YSR and CBCL T-scores are presented in Figs. 2 and 3,
respectively; the error bars on each represent the standard deviation.
There was no significant effect for gender in either CBCL t(23) = 0.36, p
= 0.36, or YSR t(18) —0.80, p=.21 despite females (M = 66.6, SD =
12.0) attaining higher scores than males (M = 62.9, SD = 6.2) in YSR.

Compared to norms, this sample scored more highly in borderline or
clinical ranges for internalizing, externalizing, and total problems. For
the CBCL 6-18 years (n = 25), 28 % of children were within the
borderline range for total problems compared to the 9.7 % expected in a
normal population. For the YSR 11-18 years (n = 20) 30 % exceeded
clinical ranges as compared to 2.3 % as expected in normal data range.
This difference is noteworthy when considering the internalizing scale of
the CBCL, which measures anxiety, depression, and somatic symptoms.
Figs. 4 and 5 detail the distribution between normal, borderline, and
clinical ranges for YSR and CBCL compared to norms.

Further analysis of means scores for each subscale on the CBCL
revealed that children were experiencing greatest difficulty with rule-
breaking, aggression, and attention problems, with females struggling
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particularly with anxiety, as seen in Figs. 6 and 7.

Average scores on the YSR indicated that many of the children scored
within the borderline range for depression, social problems, and thought
problems. The average score for females was within the clinical range for
depression. And within borderline range for anxiety, social problems,
thought problems, and attention problems. The percentage of females
with self-reported clinical-level symptomology of depression is 41 %
compared to 12.5 % of males in the clinical range. In comparison, one
female and none of the male participants were within clinical range for
depression according to carer reports. To confirm that the discrepancy in
symptoms between CBCL and YSR was not due to the different age
samples, a t-test was conducted comparing age groups on the CBCL. No
significant difference was found between age groups 6-10 years and
11-18 years on the CBCL, t(23) = 1.32, p=.578.

3.1.7. Regression analyses

Multiple regression analyses were conducted to determine the pre-
dictive ability of maltreatment exposure types, the number of
maltreatment exposures, and the number of placements on YSR and

EMean Total
O Males

B Females

Total

Fig. 2. Mean Scores Across Broadband Scales for CBCL.
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Fig. 3. Mean Scores Across Broadband Scales for YSR.
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Fig. 4. Percentage of Carer reported Internalizing Symptoms (CBCL) Compared to Normative Data.
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Fig. 5. Percentage of Self-Report Internalizing Symptoms (YSR) Compared to Normative Data.

CBCL total scores. Gender and age were used as covariates. Assumption
testing for normality, linearity, and multicollinearity indicated none
were violated. Both Mahalanobis and Cooks distance were low, indi-
cating no outliers needed to be deleted. Maltreatment type and number
of exposures had high collinearity, subsequently, maltreatment type was
removed from the analysis as further investigation into this variable was
conducted in the ANOVA.

Results indicate that maltreatment exposure types, and number of
placements, as well as gender and age accounted for a non-significant
12.5 % of the variance in CBCL T scores (n = 25), R? = 0.13, adjusted
R? = -0.069, F(4,19) = 0.68, p = 0.61. None of the predictors were
independently significant. In contrast, these four predictors accounted
for 33.5 % of the variance in YSR T scores (n = 20), though this was also
statistically non-significant, R?=0.335, adjusted R?=0.158, F(4,19) =
1.890, p = 0.165. None of the predictors were independently significant.

Two one-way ANOVAs were conducted to assess the effects of the

number of maltreatment-type exposures on the YSR and CBCL. There
was a significant effect of number of maltreatment types on CBCL, F
(2,22) = 4.24, p = 0.02. However, there was no significant linear trend F
(1,22) = 0.56, p=.46. There was no significant effect of number of
maltreatment types on YSR, F(2,17) = 0.42, p=.66. Nor was there a
significant linear trend F(1,17) = 0.002, p = 0.96.

4. Discussion

This study aimed to determine the level of clinical symptomology of
children who are Aboriginal in OOHC, as assessed by self-report and
carer report. The results indicate that although the average carer re-
ported symptoms were within the normal range, many of these children
rated their symptoms higher, consistent with symptoms in the border-
line or clinical range on internalizing and externalizing subscales such as
anxiety, attention problems, and aggression. High rates of clinically
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Fig. 6. CBCL Mean Scores of OOHC Children who are Aboriginal Across Subscales (n = 25) Note: Anxious, depressed, and somatic are categories of internalizing
symptoms. Rule breaking behavior and aggressions are subcategories of externalizing symptoms.
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Fig. 7. YSR Mean Scores of OOHC Children who are Aboriginal Across Subscales (n = 20) Note: Anxious, depressed, and somatic are categories of internalizing
symptoms. Rule-breaking behavior and aggression are subcategories of externalizing symptoms.

significant internalizing symptoms were reported for inattention, social
interactions, thought problems, depression, and anxiety. Female symp-
toms were in the clinical range whereas males were in the borderline
clinical range. These findings corroborate the findings from the
Australian Institute of Health and Welfare (2024) that females are at
higher risk for depression and anxiety than males. Notably, both groups
were experiencing more significant symptoms than children that were
not in OOHC. Previous findings have demonstrated that self-report of
the Diagnostic Interview Schedule for Children Fourth Edition (DISC-IV)
and the Strengths and Difficulties Questionnaire were more sensitive to
mental health issues than carer report (Goodman, 2001; Shaffer et al.,
2000). Our study supports findings of higher reported symptoms in self-
report as opposed to carer report for at-risk children and young people. It
is the first study to highlight the discrepancy between CBCL and YSR in a

sample of children who are Aboriginal.

Around half of the females reported suffering from borderline or
clinically significant symptoms of depression, anxiety, social issues,
attention problems, and somatic issues. Females scored higher than
males on every subscale, including the externalizing scales of aggression
and rule-breaking behavior. Almost half of females who completed the
YSR reported clinical-level symptomology of depression. This statistic
was three times higher than for males. In contrast, according to carer
reports, only one of the female and none of the male participants were
within the clinical range for depression. These results indicate that the
reported depression prevalence in the overall sample of 11.2 % is likely
an underrepresentation and that there are discrepancies in evaluating
and reporting internalizing symptoms for children in OOHC by carers.

Research predicting the impact of emotional symptoms in children
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on adulthood adjustment concludes that externalizing symptoms
demonstrate a higher risk for poor academic performance. However, this
research often uses carer, teacher, or parent reports (Masten et al., 2005;
Melchior et al., 2014). The discrepancy highlighted in our study dem-
onstrates the need for self-reports of internalizing symptoms to be
considered when predicting child outcomes. This is essential to inves-
tigate in future research, considering the substantial negative impact
depression and anxiety can have on academic achievement (Khesht-
Masjedi et al., 2019). It should be noted, however, that the small sample
size limits generalizability. These findings should be further contrasted
with larger sample sizes to improve understanding within this
population.

The second aim of this study was to determine the relationship be-
tween environmental factors such as placement number, academic
performance, maltreatment type, and maltreatment number on clinical
symptoms. Past research indicates children exposed to substance use,
physical violence, or neglect have unique needs and face additional
challenges (Marquis et al., 2008). While this may be true within this
sample, regarding behavioral outcomes and academic performance,
there were no significant differences across maltreatment types. Further,
the results of the regression analyses suggest that maltreatment type
does not predict clinical symptoms as reported by the CBCL. This may be
due to limited available information. Often, maltreatments occur
concurrently (i.e., substance abuse and neglect), but not all maltreat-
ment types may be recorded in the child’s file as the reason for entering
OOHC. This may also explain the conflicting finding that the kind of
maltreatment does not have a salient impact on academic achievement
compared to previous research (Marquis et al., 2008).

Children who were exposed to multiple types of maltreatment were
significantly more likely to self-report higher clinical symptoms, even
though a linear trend was not evident. This suggests that there may not
be a dose-dependent relationship between maltreatment and clinical
symptoms. Compared to normative data, our sample scored much higher
on both self-report and carer-report clinical scales, indicating that
exposure of any type of maltreatment and exposure to any number of
maltreatment types is enough to negatively impact the child’s academic
performance. This relationship will need to be investigated further, as
the impact of maltreatment may present later in life or influence further
aspects of the child’s well-being outside of academic achievement.

Past research has demonstrated links between CBCL and YSR scores,
gender, age, and maltreatment type (Fernandez, 2008). While there
were differences in gender across CBCL and YSR subscales, as well as the
internalizing and externalizing broadband scales, these differences did
not reach statistical significance. Our limited sample may not have had
sufficient power to reach statistical significance. Nevertheless, in a
clinical context, they present clinically meaningful differences that are
associated with differences in psychological distress and functional
ability.

In line with previous research, our participants performed poorly on
academic achievement with one third either failing school or demon-
strating consistent nonattendance (cf. Australian Institute of Health and
Welfare, 2011). No significant correlation was found for either YSR or
CBCL and academic achievement, but in line with previous findings,
those with lower YSR scores had higher academic achievement (Fer-
nandez, 2008; Oswald et al., 2010). In the YSR, children with high ac-
ademic achievement reported internalizing score in the normal range,
whereas those with low academic achievement reported scores in the
clinical range. This result indicates that children with higher behavioral
and emotional symptoms are likelier to exhibit lower academic
achievement. This nuance is missed in CBCL scores, with lower aca-
demic achievement associated with lower scores. This may be because
externalizing symptoms are more commonly noticed by carers, whereas
internalizing symptoms are not directly observable (De Los Reyes et al.,
2016).

This discrepancy is not well understood due to limited research in
OOHC populations. Catagna and colleagues (2019) suggest that
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increased awareness and pressure for additional mental health screening
in child welfare has placed an additional burden on caseworkers and
carers. Time constraints and large caseloads may impede accurate
reporting (Ferdinand et al., 2004). Previous research indicates that
higher perceived fit between child and caseworker, and caseworkers
who have known the child for over a year, have less discrepancy in CBCL
and YSR scores (Gearing et al., 2015). These discrepancies are important
as past research has indicated they are a predictor for poorer treatment
outcomes as well as predicting higher instances of future judicial con-
tacts, expulsion from school, unwanted pregnancies, and mental illness
(Becker-Haimes et al., 2018; Ferdinand et al., 2004). When both self-
report and carer reports are used in conjunction, the diagnosis rate
rises dramatically from 8.3 % and 4.2 %, respectively, to 37.5 %. Using
both reports allowed for cross-referencing and improved information
recording (Scheeringa et al., 2006).

4.1. Limitations

Data used in this study was cross-sectional in nature thereby not
providing the full picture of past experiences with mental illness, how
many placements newly entered children may have experienced, and
other key factors that might impact scoring on the CBCL and YSR. Use
archival information is another limitation. Although the children’s files
contain detailed information, there is no guarantee that all the relevant
information needed for this retrospective chart analysis was recorded
wholly and accurately. Not all children at the time of the study had
completed the YSR. Due to the small sample, sexual abuse was removed
from the analyses to protect the children. Further research with a larger
sample is needed to assess whether this follows the same trend relating
to academic performance as other types of maltreatment. A larger
sample would also offer more confident conclusions into the discrepancy
between measures and provide a more robust picture of the clinical
needs of children who are Aboriginal in care.

4.2. Implications

The current results suggest that despite the complex needs faced by
children in OOHC, a significant proportion of children succeed in an
academic environment. The maltreatment type and frequency do not
demonstrate a dose-dependent relationship between clinical symptom
rating scales and academic outcomes. In part, this likely reflects the
traumatic nature of entering and the stress associated with being in care
and having exposure to any type of maltreatment in childhood, which
negatively affects all children in OOHC regardless of the type or number
of maltreatments. Future research should investigate the predictors of
academic success within this population and how academic skills and
engagement in education can be further nurtured in more children
within out-of-home care.

This study also reinforces that both the CBCL and YSR are sensitive
measures of externalizing and internalizing symptoms and, together,
provide a valuable indicator of aspects of children’s experiences. As
mentioned earlier, the discrepancy between the two reports indicates
the value of using both in ages 11+, especially when considering the
picture of clinical symptomology present in these children’s self-
reported scores. As there is no self-report for ages 6-11 years old, only
the CBCL was used. Children who completed the YSR met borderline or
clinical significance for depression, anxiety, thought problems, attention
problems, somatic problems, and social problems, all of which were not
within the borderline or clinical range when completed by carers. This
discrepancy might leave a child without adequate treatment or consid-
eration within the school environment. Increased connection and sup-
port strategies will likely reduce internalizing symptoms in children and
improve child and carer symptom report congruence. Psychological
support for children that encourages the expression of emotional needs
could also reduce these unrecognized symptoms.

This finding also implies that children are experiencing more
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significant internal distress than what is being perceived by their carers
and case workers. Foster carers have, in previous research, failed to
identify 65 % of the children with diagnosed mental health disorders on
the Ages and Stages Questionnaire (Hillen & Gafson, 2013). This may be
due to adolescent-endorsed preferences for self-reliance when facing
mental health difficulties rather than seeking help from adults (Radez
et al., 2021). Further, significant research has highlighted that as
externalizing behaviors are often more disruptive and more strongly
associated with placement breakdown; they are more likely to be re-
ported by carers, psychologists, and teachers (Tarren-Sweeney, 2018).
Reasons for the discrepancy in reporting internalizing symptoms may
also be due to the measure’s reliability within this population. As
highlighted in previous research, carers often do not have the resources
to be as perceptive to internalizing symptoms present in OOHC children
(Hillen & Gafson, 2013).

To achieve improvements to staff-child agreement on CBCL assess-
ments, other sources of information should be supplemented to allow for
carers to have a more robust understanding of the child (Gearing et al.,
2015). Comprehensive assessments of attachment style may assist in
highlighting those children who may be at higher risk for discordant
reporting with their caseworker. In contrast to expectation, research also
suggests that high perceived closeness and high caretaker investment
can be associated with increased discrepancies in reporting. Possibly,
neither party wants to impact the positive relationship by highlighting
behavioral difficulties or negative emotions (Treutler & Epkins, 2003).

Further research needs to be conducted on carer-completed CBCL;
the reason for this disparity may be large caseloads and stress, short
exposures/ understanding of the child as a result of the changing work
environment, the child’s attachment (Gearing et al., 2015). Services may
be limited in their potential to assess and respond to the social and
emotional needs of children in care — further research is needed on
improving the children’s capacity for emotion regulation, as well as
developing feelings of safety and security to aid with child-carer
communication and thus the perception of internalizing symptoms. In
the interim, best practice should include carer and child report mea-
sures, and support strategies for internalizing symptoms, such as
connection, should be considered and implemented more broadly within
the sector. Academic achievement history is also likely to provide
further insight into potential internalizing difficulties, which may not be
as clearly observed by carers, particularly when changes in performance
become apparent. More research is needed to investigate the discrep-
ancy between child protection reports and reports from the child
regarding mental health and well-being.

5. Conclusion

This study indicates that children who are Aboriginal in OOHC have
high emotional and behavioral needs. Academic performance is corre-
lated to clinical symptoms as reported by the children, but not to clinical
symptoms as reported by carers or maltreatment type. Future research
and support services should investigate these results using larger sample
sizes to determine the impact of maltreatment types or exposures on
clinical symptoms and discrepancies in self and carer reports. Further
research should also consider the efficacy of interventions for children
with various levels of maltreatment exposure.
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