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CHAPTER 1: Social Support, Health Outcomes, and Main and Stress-Buffering Effects
INTRODUCTION

Relationships influence our lives, sometimes for better, somefonagorse. With an
optimistic focus on the better, the purpose of this dissertation avasvéstigate the health
benefits of social support, using Cohen and Wills’ (1985; Cohen, 2004) math &fig stress-
buffering hypotheses. Also of interest, was obtaining a bettderstanding of how different
measures of social support relate to health. To date, mostsdlthary effects of social support
have been associated with perceived social support. The study aldoaukmgitudinal
framework in which to further our understanding of the relationship bataeaal support and
health, and of the measurement of social support. Specifically, teésgonships were
examined in the context of a 6-7 year study of adolescents iexgieg poverty and/or
homelessness.

Predictors

Major social constructs of support. Features of one’s social network (e.g., size,
frequency of contact, density, proximity) refer to structusdests of one’s social support;
whereas, perceived social support speaks to one’s perception of fulctibresources provided
by his or her social network. Cohen (2004) states that perceivedl“sopport refers to a social
networks’ provision of psychological and material resources intetm®enefit an individual's
ability to cope with stress.”

House (as cited in Cohen, 2004) differentiated four categoriegendeived social
support. He referred to the provision of tangible aid which helps nrairttatine functioning,

such as financial assistance or a ride to the doctor's offie@strumental support Less
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concrete experiences, such as being loved, cared for and shqathgmare referred to as
emotional support Information offered to foster coping, usually in the form of aslwvic
problem-solving suggestions is referred tardsrmational support.Lastly, being given positive
evaluative information, such as feedback, is referred &ppasaisal support

Pulling from his earlier work with Wills (Cohen & Wills, 1985hé that of House (as
cited in Cohen, 2004), Cohen (2004) proposes three mechanisms through whictosstiatts
can affect individuals’ health. He posits that social integnatithe number of distinct
relationship roles an individual plays in relation to his or her soei@avork members) promotes
healthy behaviors and/or affects one’s physiology and seleptoa, regardless of level of
stress, as such demonstratesain effect. Social support, by promoting healthy coping and
reducing stress induced physiological activation is hypothesizemper the intensity of
distress individuals experience under highly stressful circumetanod is thereforstress-
buffering At the opposite end, he acknowledges that negative interactionsesalh in
relationships as a source of stress.

Network social supportAs mentioned earlier, elements of one’s social network reflect
structural aspects of social support. For the purposes of this stadsl network features that
are of interest relate to the size of one’s helping network tetgl, number in helpers in one
network) and frequency of contact with these helpers. Cohen and (M9B$) suggest that
global structural measures (e.g., an index that is composediaf setwork size, marital status,
frequency of contact with significant others), provide a morabigiindex of social integration,
than specific structural measures such as total number of menmbene’s social network.

Global structural measures are more likely to provide consistent support &on affiect model.
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Perceived social support.Lakey (2008) indicates that perceived social support, one’s
perception of available social support, is most often measured bsingterpersonal Support
Evaluation List (ISEL; Cohen & Hoberman, 1983) or the Social Provissmase (SPS; Cutrona
& Russell, 1987). These measures assess one’s cognitions (perceptpmtdations) about the
extent of his/her access to social resoursbsuldthey be needed in hypothetical situations,
using 4-point Likert scale ratings.

Social support, stress and healtRerceived social support as pointed out by Lakey and
Cohen (2000) has been associated with beneficial outcomes on mseafurental health
(Sarason, Sarason, & Gurung, 2001) such as, non-specific psycholligioass (Finch, Okun,
Pool, & Ruehlman, 1999), low self-esteem (Newcomb & Keefe, 1997), suideddion (Schutt,
Meschede, & Rierdan, 1994), post-traumatic stress disorder (Bréwdrews, & Valentine,
2000), anxiety disorders (Brewin et al, 2000), and clinical depresSramKite, Moos, Twohey,
Cohen, & Swindle, 1998). Perceived social support has also been askwadiata decreased
risk for developing depression and substance abuse (Monroe, Imhoff, Wideyri&, 1983;
Windle, 1992).

When couched in a stress-buffering model, evidence exists for ymcsupport
moderating the effects of stress on health (Cohen &Wills, 198bh prospective seven year
follow-up study, Orth-Gomer, Rosengren and Wilhelmsen (1993) looked ahy)h¢&ivedish)
men age 50 years. An association between negative life evehtsatality was found only in
men with low perceived emotional support. In other words, when considedingduals
experiencing a number of negative life events (i.e., with higisstithose with low (versus high)
perceived emotional support were more likely to have died. Thus, sugptrat perceived

emotional support acts as a stress buffer.
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Sex and Social Support As cited in House, Landis and Umberson (1988) found that
although both men and women seem to benefit from social relationsimgsthat there is
evidence men experience a greater bengfagssler & McLeod, 1984). Shye, Mullooly,
Freeborn and Pope (1995) looked at mortality risk among 209 men and 246 oxandme age
of 65 years and found that network size had a protective effect fornbethand women,;
however, women required larger network size to receive anyitsenelow such findings might
generalize to adolescent populations is currently unclear.

In a study looking at adolescent health, Pikd (1998) found sex diffargviteregard to
the type of support perceived. Specifically, girls’ health wdkienced by emotional and
informational support, and boys’ health by rational-material supporith Yégard to health
behaviors, Marshal and Chassin (2000) found that among girls, motherfathes' social
support buffered the effects of peers on alcohol use. However, amongphogsts’ support
was found to exacerbate the negative effects of peers on alcohol use.

Homelessness and Social Suppdates and Toro (1999) explored both main effect and
stress-buffering effects on health in a sample of homeldsi$sa They found support for a
stress-buffering effect when considering the number of family meesnin one’s support
network. Specifically, having a smaller family support netwodd|& poor health outcomes,
but only when stress was high. Also, as cited in Bates and(I689), Shinn, Knickman, &
Weitzman (1991) found that homeless mothers had larger networks, thad hwatbers. Bates
and Toro (1999) found that individuals with greater mental health probiented to have
larger, non-familial, social networks; and that on measures ofaméetlth which tapped

distress, those with less family members fared worse.

www.manaraa.com



The self-esteem subscale of the ISEL was found to be negatmeblated to a mental
health diagnosis and measures of psychological distress amontplke €4 poor and homeless
adults (Bates & Toro, 1999). Toro, Tulloch, and Ouellette (2008) found suppdmbtfomain
and stress-buffering effects of perceived social support on psydatal@ymptoms in two
samples of homeless adults.

Summary. Structural aspects of social support could possibly serve an indivigua
reinforcing social norms across a number of relationships, promoting serese of competence
in a number of roles, and fostering a feeling of connectedndksottiers. Global structural
support measures (e.g., social integration) have been found to led teléetter physical health
and healthier lifestyle choices regardless of one’s levetress. Functional social support can
provide individuals with emotional, informational, and tangible copingpuees. Good
functional social support, primarily perceived social support, has kesatiated with better
mental health outcomes among those experiencing high levels sf sBeth cross sectional and
longitudinal research tends to support the salutary effects adlgdtrioictural support and social
support on health.

Stress. Stress is a reaction to one’s environment that triggers @ssefripsychological
and physiological events. Lazarus and Folkman (1984) suggest stressoidentified by
processes involving appraisal of threat/challenge as well aglecatson of one’s resources or
ability to cope with the threat/challenge. Stress is thoughmfloence health by activating
physiological systems such as the sympathetic-adrenal medydiem and the hypothalamic-
pituitary-adrenal cortical axis (Cohen, Kessler, & Gordon, 1995). Fammevolutionary
perspective, these physiological systems were not designedfonged or repeated activation.

As such, under chronically stressful or frequently occurring $tilessnditions these systems
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can become taxed, putting an individual at risk for the developmentasfge of physical and
psychiatric disorders (Cohen, Kessler, & Gordon, 1995).

Stress is also hypothesized to contribute to negative affettitesssuch as anxiety and
depression (DelLongis, Folkman, & Lazarus, 1988). Recently, a tellesthave used within-
subject analyses to examine the role of daily stress in sulbdegpo®d disturbance. These
studies have found that minor stressful events were associatedamttday mood problems;
however, there was no effect of daily stress on subsequent moodi(@adke1984; Stone &
Neale, 1984). Caspi, Bolger, and Eckenrode (1987) found that social suppddsated mood
on the day following the occurrence of a stressful event, not the day of the occurrence

However, Caspi et al. (1987) also found that chronic environmental
(ecological/neighborhood related) stress contributed to prolongingeih@&ive mood state. In
general, chronic stress has been found to precipitate and leatecéeelings of depression
(Pittenger & Duman, 2008). Negative affect has been associatedgieater exposure to
chronic stress and depressed mood (Steptoe, O’'Donnell, Marmot, & Waodlg). On the
other hand, positive affect has been associated with greaiar smmectedness, and emotional
and practical support (Steptoe et al., 2008). DeLongis et al (1988gsuthat social support
may perhaps protect against the potentially damaging effectes$ ty mediating appraisal and
coping processes. This may be the case more so for chrorss, ghran that related to daily
stressful events.

Outcome variables

Sample population.The present study tests Cohen and Wills’ main effect &iedss
buffering hypotheses among adolescents experiencing poverty. fibeé peadolescence is of

interest because a number of health-related behaviors and habits emerge durmg {Begart,
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Collins, Ellickson & Klein, 2006, McGue & lacono, 2005). Epidemiologidades on the
major causes of adult mortality (e.g., coronary heart diseaseelc pulmonary disease, and
stroke) have revealed that many of the predominant risk factotdse diseases are behavioral
(e.g., smoking, alcohol use, dietary habits, and sedentary lifeSlgkessin, Presson, Rose, &
Sherman, 1996; Chen & Kandel, 1995). Dietary and exercise habitsoofjerate in childhood,
but are established more permanently during adolescence (CohemeBya& Felix, 1990).
Also, the presence of physical and mental health conditions during asalestan influence an
individual's prognosis in adulthood. As such, identifying protectiverevgntative factors, and
developing related interventions for adolescence could lead to bettéh loecomes in
adulthood.

Of the over 29 million adolescents in the United States 15 pefdeéntmillion) were
reported to be living below the federal poverty level in 2007 (Dougédk-&d Chau, 2009).
While much heterogeneity exists between families experienoovgrty, a shared, somewhat
defining feature is a lack of resources. This includes resouttas are material and
psychological, which can significantly influence a child’s develamméd-or example, living in
poverty makes adequate nutrition and health care difficult to amaint In addition, the
psychological conditions of the family and neighborhood systems mayrdssexd, effecting
emotional, social and early cognitive development, and behavioral adenaicaadaption (e.g.,
Brooks-Gunn & Duncan, 1997).

This study investigated the benefits of network social support arckiped social
support on physical health, healthy behavior choices, and mental la@aithg high stress
homeless youth, an important at-risk population, and matched housed y&sitpreviously

mentioned, research looking at homeless adults has found support foesisebsiifering effects
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of network social support (Bates & Toro, 1999), as well as for eféacts and stress-buffering
effects of perceived social support (Toro et al., 2008). So, theditseof social support may not
be expressed the same way in under resourced populations as proposed by Cohen and Wills.

Physical Health. Shinn, Schteingart, Williams, Carlin-Mathis, Bialo-Karagis, IBxe
Klein and Weitzman (2008) found that asthma, chronic ear infectionsjarend allergies were
the most common health conditions affecting poor children ages biith yos. Poor children
across all age ranges were reportedly affected by asyfwmager children by ear infections and
anemia, and adolescents by allergies. When considering the heattimestof those living in
poverty versus their more affluent peers, poor children, includingesckiits, tend to rate
themselves in worse health. They also have higher rates of nyoatadi chronic illness (e.g.,
Brooks-Gunn & Duncan, 1997, Starfield, Riley, Witt, & Robertson, 2002).

Adolescent Substance AbuseThe unhealthy behavior of interest in this study is
adolescent substance abudde percent of adolescents 12-17 years of age who used alcohol in
the past month was 17 percent (Centers for Disease Control enehion [CDC], 2009), their
rate of current alcohol use was 15.9 percent, and binge and heakinglrates were 23.3 and
6.9 percent, respectively (Substance Abuse and Mental Health SerAainistration
[SAMSHA], 2009). In their review Hanson and Chen (2007) found that alcohchmsag
adolescents did not vary based on SES. Others have found specifinds&sors, such as
living in a household with fewer than two biological parents, to be associated \attlaaigl high
prevalence rate of past-year alcohol use (SAMSHA, 2008).

In 2007, 9.5 percent of youths aged 12 to 17 reported current illicit drug use.
Approximately 6.7 percent used marijuana, 2.9 percent engaged in nonmeskcabf

prescription-type psychotherapeutics, 1.1 percent used inhalants, 1.0 peegthillucinogens,
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and 0.4 percent used cocaine (SAMSHA, 2009). Hanson and Chen (2007) found toaheari

use among adolescents did not vary based on SES in their reviemevéto others have found

that living in a household with fewer than two biological parents netaded to relatively high
prevalence rates of past-year illicit drug use (SAMSHA, 20)rthermore, higher rates of

both alcohol and drug abuse/dependence have been found among those who ares homele
(Robertson & Toro, 1999; Toro, Dworsky, & Fowler, 2007).

Mental Health. Nearly 12% of children 12-17 years in the U.S. were identifidubasg
a serious behavioral or mental health problem (Knopf, Park, & Mulye,)200Bese findings
were based on parents report, and indicate that male adolesceatsligietly more likely to
struggle with mental health issues than their female peers (IZ2énpes. 10.9 percent). Low
income adolescents had a two-fold increase in the likelihood ajgditng with a mental health
issue than higher-income adolescents (17.9 percent vs. 8.0 percealysi®\of previous NHIS
data revealed a similar dispar{tgnopf et al., 2008).

Poor children are more likely than their peers to have extemmgland other behavior
problems; including problems with aggression, and delinquency during astates@American
Psychological Association [APA], 2010).When looking at a group of clinically referred
children ages 6-17 years old, McCoy, Frick, Loney, and Ellis (1988nhd a negative
relationship between socioeconomic status, and parent and teacheroepggeessiveness and
delinquency in children. Also, poverty has been identified as a risk facttrefdetvelopment of
disruptive behavior disorders in children (Brinkmeyer & Eyberg, 2003imil&ly high rates
have been found among homeless youth as well (Toro et al., 2007).

Children experiencing poverty are more likely to have emotional prabées well (APA,

2010). Goodman (1999) found that as family income decreases adolegeentsre likely to
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rate themselves as experiencing symptoms of depression angtagtecide. After adjusting for
other SES and sociodemographic factors, education and income remaineddedéperrelates
of depression, and income remained an independent correlate of attesuptield; thus,
highlighting the significant role of income. Furthermore, Gliad Rine (2002) found that rates
of depression are four times higher among very low income gidsbays than among high
income peers.

In 2007, there were 2.0 million youths (8.2 percent of the population agedLT? wdo
had major depressive episode (MDE) during the past year. An edithd million (5.5 percent)
had MDE with severe impairment in one or more role domains. Selteoidance, smoking,
binging, and suicidal ideation are significantly correlated wépression (Glied & Pine, 2002).
Goodman, Slap and Huang (2003) found that the specific SES indicattmwesf household
income and lower parental education each were associated withxiapgedy one third of
depression among a national sample of adolescents.

Sex and Mental HealthFurthermore, sex differences in the prevalence rates of certain
mental health conditions exist. It has been well establishedetimaiies are disproportionately
identified with depression. SAMHSA (2009) statistics indicate dinabng adolescents aged 12
to 17 in 2008, the prevalence rates of MDE and MDE with severe imgiatiramong females
was almost three times that among males. Female youths ha®BrpiMvalence rate of 12.4
percent in 2008, while the prevalence rate for males in the sgeneage was 4.3 percent. The
prevalence of MDE with severe impairment was 9.2 percent foalémmand 2.9 percent for
males (SAMSHA, 2009). Adolescent males, however, are dispropoetipndéntified with
externalizing problems (Lewinsohn, Hops, Roberts, Seeley, & AndrE9@3; Zahn-Waxler,

1993). Also, a SAMHSA National Survey (2008) found that more nthbas females ages 12-
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20 reported current alcohol use (28.9 percent vs. 27.5 percent), binge d(iikiBigpercent vs.
16.1 percent), and heavy drinking (7.6 percent vs. 4.3 percent).

Homelessness and Health Outcome&esearch by the National Alliance to End
Homelessness (2006) indicates that homeless youth experiencerawoma, physical health
problems, substance abuse problems, and mental health problems than tresr hatched
peers. Findings from a 2003 survey of Minnesota youths support that homeless yorénexpe
more trauma and substance abuse problems than matched housed peers
(http://www.wilder.org/download.0.html?report=410).

Health Variables SummaryOverall, most adolescents, including those living in poverty
or of lower SES, tend to be in good physical and mental health, and dagage in unhealthy
behaviors. In most instances, however, lower SES adolescents tergetience these less
favorable outcomes more so than higher SES adolescents. Someoasctyati were identified
were with regard to the unhealthy behaviors of alcohol and mariusmavhere findings were
mixed. This latter point may be influenced by which indicators of SES wenaireec

Adolescents, social network support, perceived social support and health outcomes
When considering the role of network social support on adolescent health, therbtesaparse.
More research has focused on the relationship between perceival ssmport and mental
health. Higher levels of perceived social support have been aesbwith fewer symptoms of
depression, anxiety and somatization (Kaltiala-Heino, RimpelataRan, & Laippala, 2001;
Compas, Slavin, Wagner, & Vannatta, 1986), though these effects dterwaeaong lower SES

populationgWight, Botticello, & Aneshensel, 2006).
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Hypotheses

The longitudinal data for this study were used to examine how chamgesndividual’s
health outcomes over a 6-7 year period related to levels o$,stned network (structural) and
perceived social support.

1. Hypothesis 1:Network social support, determined by the Social Network Intervien
demonstrate a main effect on health outcomes and healthy behasicesc(e.g., substance
abuse) across time (per Cohen and Wills). Specifically, thogadhanore network social
support will have better outcomes (less symptoms) on physicah legalthealthy behaviors
than individuals with less network social support. Additionally, gives ithia sample of
poor and homeless youth, a stress-buffering effect of networld sapjport on health is also
anticipated (per Bates & Toro, 1999).

2. Hypothesis 2Perceived social support will demonstrate a stress-buffeffiegt on mental
health outcomes across time (per Cohen and Wills). Specificedtigr low conditions of
stress, similar mental health outcomes are expected for dndigi regardless of level of
perceived social support. However, under high stress conditions, realidd outcomes for
individuals with high and low levels of social support will diffeuch that those with higher
levels of perceived social support will evidence better mentaihheatcomes. Additionally,
considering the population of study is poor and homeless adolescemsivgersocial
support will also demonstrate a main effect on mental healtroroe (per Toro et al.,
2008). Note, the latter prediction is not proposed by Cohen and Wills.

3. Inlight of research on sex differences, it is hypothesized that:

a. When testing Hypothesis #1, a main effect for sex will be foundubstance abuse.

In general, males are expected to report a greater number darmésabuse
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symptoms. Although there are no additional specific predictions,rdss-sectional
and longitudinal impact of sex on outcomes will be tested and cewtnol all key

analyses.

When testing Hypothesis #2, a main effect for sex is expectethdotal health.
Specifically, females will demonstrate higher scores on ahdrgalth problems as
measured by the GSI. Again, although there are no additionalisga@flictions,

the cross-sectional and longitudinal impact of sex on outcomes wikdted and

controlled in all key analyses.

4. Given some differences have been identified between homeless youtheandatched

housed peers, it is hypothesized that:

a. When testing Hypothesis #1, a main effect for initial housingstaill be found for

b.

physical health and substance abuse. In general, homeless yowtkpeacted to
report a greater number of health and substance abuse symptoms. HAttieregare
no additional specific predictions, the cross-sectional and longitudimadct of
initial housing status on outcomes will be tested and controlled in all key analyses.
When testing Hypothesis #2, a main effect is expected for lilngasing status.
Specifically, homeless youth are expected to demonstrate gneatetal health
problems as measured by the GSI. Again, although there are nomaldspecific
predictions, the cross-sectional and longitudinal impact of initial ingustatus on

outcomes will be tested and controlled in all key analyses.
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CHAPTER 2. METHODS

Participants

There were a total of 401 participants. The homeless particifpertS2) were recruited
from 1997-2000 at homeless shelters, soup kitchens, and other organizatiodsm@resivices
to homeless youth. At baseline, these participants ranged ifragel3 to 17 years. The
homeless sample was limited to adolescents who had spent a nidhgioovin, during the
month before the baseline interview, unaccompanied by their guardiataseline, the
adolescents were mostly staying in some form of residerd@lity for adolescents with
problems. The nine shelters used were a random sample of shalitgosith in the five-county
metropolitan area of a large Midwestern city. The samipéaeh agency included a number of
adolescents that was roughly proportional to the percentage of horadtdescents who had
utilized each agency in the prior year. To obtain a random sampbechtshelter, shelter staff
were asked to pick a potential participant by counting down a randorbenwon a list of shelter
residents. Before the interview, the parent or the social waflkgarents were unavailable or
were no longer the legal guardians of their children, was codtéstepermission. Only 3%
refused permission. If permission was granted, the adolescersaglead whether they wanted
to participate (for further details of the sampling rationsée Toro, et al. 1999 and Tompsett &
Toro, 2010).

The matched comparison group (n=149) was obtained through (1) a peeatiomi
process by which the homeless adolescents were asked to normmeatances for the study,
and (2) sampling at various neighborhood sites where large numbers lofcpald be found.
The housed adolescents and their parents were contacted by mad aefonterview was

conducted. After consent was obtained from the participant and teatparerviews were
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carried out. The acquaintances in the neighborhood sample wereethatith the homeless
adolescents on gender, age, ethnic background, and neighborhood socio-economic
characteristics.

The total baseline sample (N=401) was 65% female, 47% EuropeancAme#5%
African American and 8% Hispanic, Native American, or persoihsnixed ethnicity/race.
Because of their small numbers, the later ethnic groups wariiced with the African
American adolescents, and compared to European Americans, in allnddyaes. Note, three
individuals (two from the homeless group and one from the matched houmgn) presented
with cognitive impairment, and were consequently excluded from the study.

Procedure

Interviewer training Interviews were conducted by paid full-time interviewensl a
graduate and advanced undergraduate students in psychology. Allenvaicompleted
intensive training on the interview protocol, and were observed fafezbry compliance with
the protocol. Interviews were carried out by pairs of intergiswn order to retain the integrity
of the protocol and to provide for the safety of the interviewers. intaeviews were carried out
at the agency, shelter, or in a public place in the youth’s horheyged) that afforded both the
safety of the interviewer and sufficient privacy so the adolgsems not overheard. Both
adolescent assent and parental consent were obtained wherevbltepassiollow-up young
adult consent was obtained. The initial interview took three to fourshto complete; the
follow-up interviews took between 90 minutes and two hours to completenédbsures were
verbally administered with all responses recorded on standardizeterasheets. Upon
completion of the interview the participant was paid $20.00 for thelimitierview and the first

3 follow-up interviews (at 6, 12, and 18-42 months after their baselieeview). They were
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paid $50.00 for each subsequent follow-up interview (at 4.5, 5.5 and 6.5 yedisipdtds with
any combination of follow-up interviews (6, 12, 18 months, and/or 4.5, 5.5, 6.5 yeamns)
included in the analysis. Sample sizes at each time of nesasnot were as follows: baseline
(N=398), 6-month follow-up (N=231), 12-month follow-up (N=150), 18-42 -month follow-up
(N=235), 4.5-year follow-up (N=327), 5.5-year follow-up (N=296), and 6.3-yebow-up
(N=330). Three hundred and sixty-eight individuals had at least twix &llow-up interviews.
The follow-up rate was approximately 80% at the last three pionets (range 74-83%), with
lower rates at the first three follow-up times (38-59%). haligh there was greater attrition for
homeless vs. housed early on (e.g., 54% vs. 21% at 6 months), for lateewdehere was no
significant differential attrition based on housing status (19% vs. 45%5 years) or any of
indicators of socioeconomic risk or resource.

Measures

Demographic Information Demographic information on gender, participant age,
ethnicity, and socioeconomic status (SES) was collected in the interview.

Structural Social Support/Social Network Measureghe Social Network Interview
(SNI) was administered by interviewers to assess numerouactdastics of a participant’s
social network, such as type of relationship, frequency of contadtsabstance use and petty
deviance of network members. Participants were asked questidnassudvho have you gone
to for help in the past 6 months?; for the members who helped, 6ftew have you gone to
_____for help with basic things like money, food, clothing, a place yo ata ride?;” and “How
often have you gone to __ for help with personal problems, like advice yahouamily or
friends, or if you just wanted someone to talk to?” The measweshawn evidence of

reasonable test-retest stability for various indices (one weékKity ranges from .67 to .98 for
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various indices) and evidence for validity from stress-buffesituglies (Bates & Toro, 1999).
For the current study a Help Index was created by adding togeswores reflecting (1) the
number helpers identified as supporters in one’s network and (2) thagaviequency of
contact with these supporters.

Perceived Social Support.The Interpersonal Support Evaluation List (ISELghen,
Mermelstein, Kamarck, & Hoberman, 1985 a 40-item self-report questionnaire developed to
assess direct and stress-buffering effects of perceiveal sogport. This measure was given at
4.5 year, 5.5 year, and 6.5 year follow-ups. Scale development was gyidembimprehensive
theoretical review of social support (Cohen et al, 1985). ISEL sksscapture tangible
assistance, appraisal, self-esteem support, and belongingitéid_include, "If | needed a ride
to the airport very early in the morning, | would have a hard fintetng anyone to take me"
(tangible); "If a family crisis arose, few of my friendowd be able to give me good advice
about handling it" (appraisal); "Most people | know think highly &' n(self-esteem); and "I
often meet or talk with family or friends" (belonging). Eacimitis answered on a 4-point Likert
scale ranging frordefinitely falseo definitely true In community studies, the ISEL has obtained
6-month test-retest stability coefficients of .74 and high iafeconsistencyd = .90; Cohen et
al., 1985). In a series of longitudinal studies, the ISEL has peedatvariety of psychiatric
outcomes, including changes in depression and well-being, as walleas-buffering effects
(Cohen et al., 1985). The ISEL total composite score was the reeasyperceived social
support used in this study.

Stress. The Modified Life Events Inventory (MLEI) is a 73-item checktisat was used
to measure stressful events in a number of life domains includoigl selationships, housing

situations, employment, education/job training and mental and phiisigh. It was developed
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specifically for use with homeless populations (Lovell, 1984) anddeasonstrated good total
score test-retest reliability (r=.84; Toro et al., 1999). It wdapted for use with a youth
population, and the total score was used as a measure of stress in this study.

Physical Health. The Physical Health Symptoms Checklist (PHSC) was adapiedd
measure used in the National Health Interview Survey (U.S. Depealth & Human Services,
1985) and includes a 78-item checklist of health problems, both acute anitchidolescents
are asked to report whether they have been troubled by each sympiogitide past 6 months.
There is evidence of sufficient test-retest reliability.§5, Toro et al., 1999). Number of acute
health symptoms was the health measure used in this study.

Substance AbuseThe Diagnostic Interview Schedule-Children (DISC) is a stradtur
interview designed to measure psychiatric symptoms and fornpggatdiatric diagnoses based
on data collected by trained lay interviewers. The DISCdtamne based on DSM-III-R (1987)
diagnostic criteria, and the measure has shown evidence of reasoslability and validity
(Shaffer, Fisher, Lucas, Dulcan & Schwab-Stone, 2000k DISC may be more sensitive than
routine clinical assessment among mental health practitionedetecting substance abuse
symptoms (Kramer, Robbins, Phillips, Miller & Burns, 2003). A sulzsaabuse variable was
created by summing all DISC symptoms of alcohol abuse/dependertemarijuana
abuse/dependence.

Mental Health. The Brief Symptom Inventory (BSDerogatis & Melisaratos, 1983) was
used to determine psychological distress. The BSI is a 53sédfneport symptom scale that
asks about symptoms occurring in the past 7 days. There areimaeypymptom dimensions:
somatization, obsessive-compulsive behavior, interpersonal sensitivipyesd®n, anxiety,

hostility, phobic anxiety, paranoid ideation, and psychoticism. Additipn#iere are three
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global indices: Global Severity Index (GSI), Positive SymptormstrBss Index (PSDI), and
Positive Symptom Total (PST). Answers are on a 5-point sttal®, O = "not at all", to 4 =
"extremely"”, andbetween 0 and 53 for the PST. The BSI has been shown to have biglalint
consistency ranging from 0.71-0.85 (Slesnick & Prestopnik, 2004) for debgeag., anxiety
o = .79, depression = .76, and hostilityx = .84) and global severity index= .96 (Milburn,
Rotheram-Borus, Batterham, Brumback, Rosenthal, & Mallett, 208&e\B Ouellet, Mackesy-
Amiti, Golub, Hagan, Hudson, Latka, Gao, & Garfein, 2007). Also, good dtestrreliability
(.68 and .91 with a 2-week interval between tests; Derogatisa®arus, 1994) has been
demonstrated. In terms of validation, high convergence between B& aca like dimensions
of the MMPI provide good evidence of convergent validity, and factoytnatudies of the
internal structure of the scale contribute evidence of constrlidityaSeveral criterion-oriented
validity studies have also been completed with this instrument, @nHeien used in various
homeless populations and youth (McCaskill, Toro, & Wolfe, 1998). The Gswerity Index
(GSI) was used as the main measure of mental health outcome in this study.
CHAPTER 3: DATA ANALYSIS

Missing data was evaluated usinifle's Missing Completely at Random (MCAR) iast
Statistical Package for the Social Sciences (SPSS, 2009)sqGdie analyses were used to
identify any differences between homeless and housed samplesxomnderace, and
independent-samples t-tests were run to assess differeneeseibdhe two subgroups on age
and neighborhood income at baseline.

Although the study is longitudinal, thus allowing for prospective ptietiof changes in
health outcomes over time, hypotheses regarding main effectstrasd-buffering models were

first tested using a cross sectional method. Specificallytivaribte analyses of variance

www.manaraa.com



20

(MANOVAS; SPSS, 2009) were run for number of health symptoms, eupflsubstance abuse
symptoms and global severity index score, with stress and tygmeial support as fixed factors.
This was done at baseline, and again at 4.5 year follow-up when the ISEL was firsstadea.

Next, Hierarchical Linear Modeling (Raudenbush, Bryk, Cheong & @ong2009) was
used to examine the relationship between different health outcomestye@ssland social support
over time. Bryk and Raudenbush (1992) list five advantages of using tdLMnalyzing
repeated measures data, the three most relevant to thisosindy 1) individual growth curves
can be generated, 2) higher level growth parameters cag kasildded to the model, and 3) it
allows use of participants with some missing time points, ratinen only using those with
complete data.Full maximum likelihood estimation was used to fit linear growé#jectories.
This approach describes the fit of the entire model, so thatotb@ngss of fit statistics can be
used to test hypotheses about any type of parameter, eith&ed difect or a variance
component; Singer & Willett, 2003). The results reported are basdbeorobust standard
errors.
CHAPTER 4: RESULTS

Little’s (1988) MCAR test was not statistically significafmt = 1.00) for the current
dataset, therefore, in the few cases where values werengpisisey were left as missing (no
values were imputed; Singer & Willett, 2003). Also, there were igoificant differences
between housed and homeless youth on genpfiét, N=398) = .519ns race,y” (1, N=398) =
.045,ns age,t(396) = 1.437p = .151 for housedM=15.03,SD=1.256) compared to homeless
(M=14.84, SD=1/296); or income,t(396) = .838,p = .403 for housed M=33168.07,

SD=14322.91) compared to homelebs=32072.84SD=11473.07).
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Cross-sectional analyses

Baseline MANOVAs.A 4-factor MANOVA including all outcome variables, physical
health, substance abuse and mental health symptoms, and stress, setvbdupport, sex and
initial housing status as fixed factors was computed at base$ignificant multivariate main
effects were found for gender, Wilks'=.978, F(3,366) = 2.715p =.045; initial housing status,
Wilks' & =.940, F(3,366) = 7.835p = .000; stress, Wilks) =.773, F(3,366) = 35.795p =
.000; and network social support, Wilks= .977, F(3,366) = 2.883p =.036.

Univariate main effects were examined for each factor. nifgignt univariate main
effects for sex were found on number of health symptén($5, 368) = 5.119 =.024, and GSI
(mental health)F (15, 368) = 5.324p =.022. Girls reported more symptoms of both types.
Significant univariate main effects of initial housing statugsew®und for number of health
symptomsF (15, 368) = 6.999 =.009, and number of substance abuse symptér(is, 368)
= 5.340,p =.021. Housed youths reported more health symptoms, and homeless you#drepor
more substance abuse symptoms. Significant univariate maatseffestress were found for
number of health symptoms; (15, 368) = 59.674p =.000, number of substance abuse
symptoms,F (15, 368) = 24.733p =.000, and GSI (mental healthy, (15, 368) = 77.226p
=.000. Specifically, the high stress group reported more symptomall dhree outcomes.
Lastly, a significant univariate main effect of network sosigbport was found for number of
substance abuse symptoris(15, 368) = 5.016p =.026, with the high network social support
group reportingnore substance abuse symptoms. Of note, no significant interaction weras

found, in general, or for stress by network social support, more specifically.
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Four and a half year MANOVASA 5-factor MANOVA including all outcome variables,
physical health, substance abuse and mental health symptoms, a)chstsesrk social support,
perceivedsocial support, sex and initial housing status as fixed factasscomputed at 4.5 year
follow-up. Significant multivariate main effects were found fagender, Wilks’

A =.948, F(3,291) = 5.281p = .001; stress, Wilksh =.779, F(3,291) = 27.512p = .000; and
perceived social support, Wilks'= 916, F(3,291) = 8.872p =.000.

Univariate main effects were examined for each factorgnifisant univariate main
effects of sex were found for number of health symptdmg1, 293) = 8.801p =.003, and
number of substance abuse symptom&31, 293) = 4.910p =.027. Girls reported more health
symptoms and boys reported more substance abuse symptoms. Significeariate main
effects of stress were found for number of health symptém@1, 293) = 46.753p =.000,
number of substance abuse symptom$31, 293) = 26.692p =.000, and GSI score (mental
health),F (31, 293) = 54.79& =.000. Again, the high stress group reported more symptoms on
all three outcomes. Lastly, significant univariate main effectperceived social support were
found for number of health symptonis(31, 293) = 4.079 =.044, and GSI scoré, (31, 293)
=19.098,p =.000. The high perceived social support group reported less hgalphosns and
lower GSI scores. Again, no significant interaction termsevi@und, in general, or for stress by
social support, more specifically.

Longitudinal analyses

Models were generated for each of the three outcomes, withtregs sind social support
variable pairs (one for network social support, and one for percasweidl support). The
following equations represent the models run.

a) the unconditional means model,
Yij= moit €
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b) the unconditional growth model with time centered around month ofdéstvfup
(f.u),
Yij= moi+ m1i(MONTHeurrent fu.—~MONTHast1u.)j + + €

Next, models were generated to determine the effects of predwgitbrout considering
the effect of time. The first model simply included stress gredictor. Then, social support
was added to create a second model. A stress by social suppttion variable, gender,
baseline housing status, and lastly time were gradually addedaie @ third, fourth, fifth, and
finally “full” model which included all the stated predictorsspectively. The full model
reflects all major findings, as such will be the only one evaluated in the set ofsrbadel

c) full model,

Y= moi+ mi(MONTHeurrent 1u.—MONTHast1u.)j + €

70 = 700+ 701 (C_STRESS) 4, (C_SOCIAL SUPPORT) $,;(STRESS X SS) +
704(GENDER) +7,5s(HOUSING STATUS) +R

mi = 710+ 711 (C_STRESS) 4, (C_SOCIAL SUPPORT) #;(STRESS X SS) +
7.4(GENDER) +7,5(HOUSING STATUS) +R

The above HLM models describe the intercepf § and rate of changerf). By
centering time on the month of last follow-up the intercept alloses of baseline and 4.5 year
data to predict long term outcomes.

There are a few other things to note. First, stress and sapjabrt were mean centered,
and their product was the interaction term. Also, main eff@utsstress-buffering effects (via
the stress by social support interaction term) were includetbdels for all outcomes. This was
done to determine if indeed models that were hypothesized to onbndeate a main effect did

not also have a significant stress-buffering effect, and viceayéhus, conforming strictly to
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either a main effect or stress-buffering model. Next, tlkd 18 a measure of perceived social
support was only administered for the last three waves of ddectamh. As such, models
generated for perceived social support use a truncated data seasvtimse for network social
support, as measured by the Help Index, used the complete dataradbaBeline through the
6.5-year follow-up. Because only two or three data points werenebtaier individual for the
truncated dataset (versus up to seven data points with the comhglaset), it is possible that
different parameter estimates and trajectories werergieaefor the truncated model. As such,
an additional model for network social support using the truncated datale@ generated,
simply for the purpose of comparison. Lastly, all of the outcomeahias and some of the
predictor variables were skewed and consequently transformed. Nahfiesith and substance
abuse symptoms were log transformed, LOG(X+1); mental heattieasured by the GSI score
was inverse transformed, 1/(GSlI+1); and number of stressfulelitmts was square root
transformed, STRESS. Time was not transformed, and therefore assumed to be linear, nor
were the Help Index or ISEL Total scores. Due to the useaolftirmed variables, the
parameter estimateg’s) presented in the following sections are not directly intéspie.
However, they do indicate the type of relationship, positive or negative, between tvimbegaria

Health and Social Support

Number of Health Symptoms and Network Social Suppdre first set of models
generated was for health symptoms using data collectedsaall time points. Again, a “full”
model was built to determine how adding different predictors affiebealth symptoms at last
follow-up (6-7 years post baseline). The first model simply inclugteess centered around its
mean at baseline as a predictor. Then, the Help Index, meanedeatdaseline, was added to

create a second model. A baseline stress by network sopj@brs interaction variable, gender,
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baseline housing status, and time were gradually added to cithate, #ourth, fifth, and finally
“full” model which included all the stated predictors, respectively.

For the mean number of health symptoms at last follow-up, a nfaict @fas found for
level of baseline stresgo{ = .079,p = .000) and differences in mean number of health symptoms
at last follow-up. There was a positive relationship betweenvibevariables indicating that
those with higher baseline stress had more health symptomslasttif@low-up. Additionally,
the lack of significant main effects for the remaining priedgsuggests that mean differences in
health symptoms at last follow-up were not significantly relatedifferences in baseline levels
of network social support, the baseline level of stress by netvomill ssupport interaction,
being male or female, or being housed or homeless at bageimes (o4 andyos).

The mean change in the number of health symptoms over time fogfénence group
was not significant. However, a significant difference in nasanges in health symptoms over
time was found between those with different levels of basaliress |(;; = -.001,p = .001).
Specifically, a higher level of baseline stress (in incr@sef a factor of .001) was associated
with smaller mean changes in health symptoms over time (slewgdr To interpret this finding,
we see that those with the highest levels of baseline steded to stay fairly stable in their
number of health symptoms reported over time, whereas those wltwibs levels of stress at
baseline tended to show larger increases in health symptomsetepuer time (see Figure 1).
Also, a significant difference in mean change in health symgtover time was found between
housed and homeless youth. Specifically, being homeless was associatadgeitincreases in
health symptoms over time (a faster rate of change), see Figure 2.

Overall these findings suggest, those with lower levels oflibhasstress reported

significantly less health symptoms at the last follow-up thasd with higher levels of baseline
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stress. Those with lower baseline levels of stress also dhavger increases in the number of
health symptoms reported over time, compared to those with higher baseline |stdsxnfwho
tended to report a fairly consistent (but higher) number of health prsldeer time. Although
the difference in mean number of health symptoms at last falfpveported by those who were
initially housed versus homeless was not significantly differgg), (the homeless group
reported a mean increase in their number of health symptoms oeeth@nwas significantly
larger than that reported by the housed group (which actually demedstréairly constant and
slightly decreasing number of health symptoms over time).

Health Symptoms and Perceived Social Suppdtext, a model for health symptoms
looking at the effects of perceived social support was evaluatgdin Abecause the ISEL was
used as the measure of perceived support, and it was initialipiatkred at the 4.5 year follow-
up, a truncated dataset focusing on data collected during the lastpibires of follow-up
(approximately 4.5 to 6.5 years after baseline) was used toageriee model of interest. Said
model included: stress centered around its mean at 4.5 year follgyengejved social support
centered around its mean at 4.5 year follow-up, the stress ¢giyest social support interaction,
gender, baseline housing status, and time.

As with the complete dataset, there was also a main etiedtriess and difference in
mean number of health symptoms at last followsyp=£ .107,p = .000). Also, significant main
effects were found for perceived social suppest € -.039,p = .004), the interaction of stress
and perceived social supponyd =.031,p = .011), and sexyds = 0.704,p = .041) for the
truncated model. A negative relationship was identified betweesl v perceived social
support at 4.5 year follow-up and the mean difference in number ohhsaltptoms at last

follow-up (i.e., a higher 4.5 year level of perceived social suppastassociated with a decrease
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in mean health symptoms a few years later). The interaetionis best understood graphically.
Figure 3 illustrates an inverted stress-buffering effeét one end, there are individuals
experiencing low levels of stress at the 4.5 year follow-up.h@dd, some have lower levels of
perceived social support, and others have higher levels of percagiad support. Those with
higher levels of perceived social support reported lower mean nwhfless) health symptoms
at last follow-up than those experiencing lower levels of peedesocial support. At the other
end, those experiencing high levels of stress at 4.5 year follow-ggrdtess of their level of
perceived social support at that time, reported a comparable nofbealth symptoms at last
follow-up. Thus, the greatest health benefits of having more perceived socialt sugmofound
when individuals experienced lower levels of stress. For gender, arp@ssociation was found
between level of sex (0 = males, 1 = females) and differamamean number of health
symptoms at last follow-up (i.e., being female was associattdmore health problems at last
follow-up).

When considering mean changes in number of health symptoms ovefotintiee
truncated reference group, the change was not significant. Hqvesyeificant differences in
the mean change in number of health symptoms over time was fotndehethose with
different levels of stress at 4.5 year follow-yp, & -.003,p = .005). Figure 4 indicates that an
increase in level of stress at 4.5 year follow-up was agsedoweth larger (faster) mean changes
in health symptoms over time. Those with the highest levelsredsstended to show larger
decreases in health symptoms over time, whereas those witwibst levels of stress tended to
stay fairly stable in the number of health symptoms reported ower tNote, these findings
differ from those found for levels of baseline stress and meamgeham number of health

symptoms over time for the complete dataset, this issue wiloba be addressed. Another
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difference between the models is that for the truncated magleficant differences in the mean
change in number of health symptoms over time between the housdtbmaiess groups
disappears.

Differences between the Complete and Truncated Mo&sdgarding social support,
these findings suggest that perceived social support and #ss &ty perceived social support
interaction are better predictors of the mean number of heattpteyns at last follow-up than
network social support (see Table 2). Additionally, it appeardhteatelationship between sex
and mean number of health symptoms at last follow-up differs whesidewing all the data
starting from baseline versus data only including the last thweds of follow-up. To further
explore these differences Figures 5 and 6 were generated, acatenttie two datasets have
different trajectories. In general, these graphs show lower meabers of health symptoms for
most participants at baseline with an upward trend over omihé complete dataset; and higher
mean numbers of health symptoms with a downward trend starting @t3hyear follow-up.
Specifically, it appears the sample as a whole reports nealéhrsymptoms at 4.5 year follow-
up and that this increase from baseline was more pronounced amorgsfe®werall, the
truncated model was more sensitive to decreases in the numbeailtbfdyenptoms occurring at
the last three points of follow-up. Thus, it appears that therecis\élinear effect on health
symptoms over time, with the peak at 4.5 years.

Finally, the differences in mean change of health symptomstioveifor initially housed
versus homeless youth for the two models were compared (Figures7l. akor both models
the mean number of health symptoms for homeless and housed youth comesngése last
follow-up. However, in the truncated model homeless and housed appear t@repmparable

number of mean health symptoms at 4.5 year follow-up, with a sidataease in mean number
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of symptoms over time. For the complete model homeless youth tegpatid less mean health
symptoms at baseline, but show a larger increase in mean number of health syoyaiotime.

Substance Abuse Symptoms and Social Support

Substance Abuse Symptoms and Network Social Support.the complete dataset,
significant main effects were found for the mean number of substdnmse symptoms at last
follow-up and its interceptyfo = .726,p = .000), stressyf, = .041,p = .049) and sexyfs = -.180,
p =.000). The main effect for stress indicates a posiéhsionship between baseline stress and
the mean number of substance abuse symptoms at last follow-up (ghegr, baseline stress was
associated with more substance abuse symptoms reported 6-Tayers The main effect for
sex indicates a negative relationship with mean number of substdiuse symptoms at last
follow-up; such that, as sex increased (being female), theratiffe in mean number of
substance abuse symptoms was lower at last follow-up. No sagifinain effects related to
differences in baseline levels of network social suppes}, (baseline level of stress by network
social support interactiong), or being housed or homeless at baseling Were found.

Regarding time, differences in the mean change of substbise symptoms over time
for the reference group was significapio(= .005,p = .000). This indicates that, in general,
there was a significant increase in the mean number of substinse symptoms reported over
time. Additionally, significant differences in the observed gean substance abuse symptoms
over time were found between those with different levels oéllvees stressyg; = -.001,p =
.001), baseline network social suppat; (= -.001,p = .008), and sexy{3 = -.002,p = .003).
Specifically, these findings suggest that those with higher ledelsaseline stress reported
smaller increases in the mean number of substance abuse symptantigne than those with

lower levels of baseline stress (a slower rate of chargge;Fegure 8). Similarly, smaller
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increases in mean number of substance abuse symptoms over tientowed for those with
higher (versus lower) levels of network social support and fenpedesus males), see Figures 9
and 10.

Substance Abuse Symptoms and Perceived Social Sugpgett.a model for substance
abuse symptoms looking at the effects of perceived social supporéwahsated. Again, a
truncated dataset focusing on data collected during the last tuoeds of follow-up
(approximately 4.5 to 6.5 years after baseline) was used toageriee model of interest. As
with the complete dataset, a significant intercept, and signifioain effects for stress, this time
at 4.5 year follow-up,ygo =.704,p = .000) and sexyf: = .107,p = .000) were found on mean
number of substance abuse symptoms at last follow-up. Perceivat sqaport {o;) and the
interaction of stress and perceived social suppes) &t 4.5 year follow-up, and initial housing
status were not significant predictors of mean number of substdn®e symptoms at last
follow-up.

When considering differences in the mean change in number of substhnse
symptoms over time for the truncated model, results wereasinal that from the complete
dataset. Again, a significant increase in substance abuseosympter time, in generaly,§
=.003,p = .001), and between those with different levels of strgss=(-.001,p = .001) were
found. However, unlike with the complete dataset, there were no sagifiifferences between
those with different levels of perceived social support or betwedas and females in the mean
change in number of substance abuse symptoms over time.

Differences between the Complete and Truncated Modetomparison of the effects of
social support in Table 3, suggests there were only two diffesdnoaed between the complete

and truncated models. Both were with regard to how number of substaims®e symptoms
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reported at last follow-up related to changes in outcome oves. tinthe first relates to
differences between those with differing levels of network andepexd social support, and it
appears that differing levels of perceived social support waa sanificant predictor, unlike
levels of network social support. The second relates to sex difésrand differences in change
over time. Comparing both models (Figures 10 and 11), it appears thgerleeal trend
(upward) for both males and females was comparable. Howevdée imnuncated model, men
appear to have reported a similar increase in the number ohscbstbuse symptoms over time
as females, rather than more over time as suggested by the full model.

Mental Health and Social Support

Global Severity Index and Network Social Suppdktsignificant interceptygo = .789,p
= .000), and significant baseline stregg € -.029,p = .004) and initial housing statugd = -
.067,p = .001) main effects were found for tin@erseGSI score at last follow-up. The intercept
indicates that for the reference group, the mean GSI scorstdbl@w-up was significantly
different from zero. The main effect of stress indicatpestive relationship between number
of stressful life events and mean GSI scores at the ddstvfup (note: the relationship with
inverseGSI score is negative). As such, those with higher levels elibasstress tended to
have significantly higher GSI scores at last follow-up. Alsdjahhousing status had a positive
relationship with mean GSI scores at the last follow-up. 8paity, those homeless at baseline
had significantly higher mean GSI scores at last follow-up. ldtleof significant main effects
for the remaining predictors suggests that mean differend8S| scores at last follow-up were
not significantly related to differences in baseline levelsativork social support, baseline level

of stress by network social support interaction, or being male or feypgai@s(andyoa).
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When considering mean changes in GSI scores over time, thera significant increase
in theinverseGSI scores over timep =.001,p = .004), which indicates a decrease in actual
psychological symptoms over time. Significant differenceshéaxrhean change of GSI scores
over time were also found between those with different levebmséline stresgq4 =.001,p =
.000) and sexy{s =.001,p = .003). Specifically, those with higher baseline stress shtaxgelr
decreases in GSI scores over time (see Figure 12). Thdseheithighest levels of baseline
stress showed a faster decline in their GSI scores ovey Wirtereas those with the lowest levels
of baseline stress stayed fairly stable in their GSlescower time. Regarding gender, females
tended to have a larger decrease in GSI scores over time than mabeghsso that even though
on average females demonstrated higher baseline GSI scorbs, timé of last follow-up they
had slightly lower GSI scores (see Figure 13). This lgtént actually helps to explain why
there was no significant main effect for sex and mean GSI scoresfatlastup.

Global Severity Index and Perceived Social Supp#@rtsignificant interceptygo = .776,

p = .000), and significant main effects for stregg € -.058,p = .000) and perceived social
support {o2 = .021,p = .003) at 4.5 year follow-up were found on theerseGSI score at last
follow-up. The first two findings are similar to those using tbh# flataset and previously
interpreted. However, unlike network social support, perceived social $ujpes have a
significant main effect on mean GSI scores at last follow-upnegative relationship.
Specifically, those with higher levels of perceived social supgioft5 year follow-up tended to
have significantly lower mean GSI scores at last follow-upe [ack of significant main effects
for the remaining predictors suggests that mean differend8S| scores at last follow-up were

not significantly related to differences in 4.5 year level oésst by perceived social support
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interaction {o3), being male or femaled;), or being housed{s)—which demonstrated a main
effect in the complete model.

As would be expected, when considering mean changes in GSI scoréisneydindings
for the truncated dataset were similar to those for the ftdiséa Again, significant differences
in the mean change of GSI scores over time were found betweenwitbsdifferent levels of
4.5 year follow-up stresgq =.001,p = .006) and sexy{s =.002,p = .007; see Figures 14 and
15). However, unlike with the full dataset, overall changes in m&irsCres over time were
not significant using the truncated data.

Differences between the Complete and Truncated Modetomparison of the effects of
social support in Table 4, suggests that the significant finding m&ia effect for perceived
social support in the truncated model and lack of finding for networlalssgpport in the
complete model were actual effects and not artifacts of timedted dataset. A comparison of
Figures 16 and 17 suggests that, when considering the truncatedhgés¢éawas a smaller
difference between housed and homeless youth on mean GSI sdastSakow-up; hence, the
lack of a main effect for initial housing status in the trurgtat®del. Figure 17 also suggests
that smaller, not significant, changes in GSI scores occurtbgdast three points of follow-up,
compared to the complete model which could also explain the diminishadeffect of initial
housing status.

CHAPTER 5: DISCUSSION

Two models of stress and social support were evaluated in this. stGdge model
included data spanning across 6-7 years and focused on network sociat, singpother, a
truncated set of the data only including the last three point®llofv-up and focused on

perceived social support. For the most part, findings betweemthemodels were similar, but
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there were some major differences. Compared to the model ofothplate dataset, the
truncated model indicated that participants reported, on average, phgsecal health and
substance abuse symptoms, lower GSI scores, and less stiéssfukehts. In the truncated
model sex predicted mean differences in number of health outcontast &llow-up (more
health symptoms for females), and initial housing status did notcpréifierences in mean
change in number of health symptoms over time, as it did in theletarmodel. Also, in the
truncated model, sex did not predict differences in mean change imenwhsubstance abuse
symptoms over time; and though nearly significapt= .055), there were no significant
differences in mean GSI score at last follow-up based on onéa imobusing status. Next,
differences between the models regarding social support will be adtresse

Overall, the current findings provide mixed support for Cohen and 'WA#85) main
effect and stress-buffering hypothesébpothesis 1Network social support, determined by the
Social Network Interview, will demonstrate a main effect onltheautcomes and healthy
behavior choices (e.g., substance abuse) across time (per Cohen lahd SYiecifically, those
having more network social support will have better outcomes (leaptems) on physical
health and healthy behaviors than individuals with smaller supportorietw Additionally,
given this is a sample of poor and homeless youth, a stresshtgifégfect of network social
support on health is anticipated (per Bates & Toro, 1999).

Data from baseline MANOVAs using the complete dataset, showatgndicant main
effect for network social support for number of health symptoms, bign#icant main effect in
the opposite direction for number of substance abuse symptoms (hedldwobehoices). No

interactions, stress-buffering effects, were found for either nuofidezalth problems or number

www.manaraa.com



35

of substance abuse problems. MANOVAs from 4.5 follow-up indicate grofisant findings
for network social support.

HLM was used to examine effects over time. No significaninnedfects or stress-
buffering effects were found for network social support on either, bvauanber of health
symptoms, or overall number of substance abuse symptoms. Spegiboalk level of network
social support at baseline did not predict differences in healthealthy behavior choices
outcomes 6-7 years later. However, higher levels of baselineorketsocial support were
associated with smaller increases in number of substance ghyst®m®s over time, suggesting
that having higher levels of network social support may reducentibeirst of substance abuse
symptoms acquired over time.

When testing the effects of perceived social support, both crassnsé¢@nd longitudinal
analyses revealed significant main effects on number of h@athiptoms. A significant stress-
buffering effect was also found on number of health symptoms usifg. HEpecifically, the
main effect indicated that having higher levels of perceived Issupgort at 4.5 year follow-up
was associated with fewer health symptoms a few years datéhe last follow-up. The
significant stress-buffering effect indicated that at 4.5 f@lw-up higher levels of stress were
associated with more health symptoms, regardless of level ofiyet@ocial support; whereas
lower levels of stress were associated with fewer hegltip®ms, and those having higher
levels of perceived social support having the fewest health symptOwesr time, it appears that
the number of health symptoms decreases for those who werehigldestress at baseline but
who also had high perceived social support. In fact, the level of hgatit@ms for this group

even begins to converge with those who reported low stress and l@k sgaport at baseline
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(this group stays fairly stable, demonstrating only a slighteas® over time). These findings
actually reflect an effect that is an inversion of the stress-buffeffegt.

In summary, there is little support for Hypothesis #1. Only haseMANOVAsS
revealed a main effect for network social support on number of substdnuse symptoms,
which was in a direction opposite that hypothesized. No signifetesgs-buffering effects were
found for network social support on either of the health outcomes. Wik#e findings provide
partial support for Cohen and Wills’ Main Effect Hypothesis, thieddinding regarding stress-
buffering effects, is inconsistent with findings of Toro and colleagregarding poor and
homeless adult populations. Furthermore, implicit in Cohen and Willgi Bfiect Hypothesis
is the notion that perceived social support will have no significdattefon health or healthy
behavior choices. However, regarding health, this was not thencse current study. Here,
perceived social support was found to have both a significant mact afid stress-buffering
effect with number of health symptoms.

Lack of support for hypothesis #1 could be due to how structural social swpg®r
measured. In other words, it's possible that the Help Index could hame i®re
comprehensively defined or that it was not an appropriate stalicheasure of social support.
Cohen and Wills often refer to social integration as a structnealsure of social support, one
that taps community connections. Thus, main effects on health artdyhle@havior choices
might be most evident when using social integration, specificadlya atructural measure of
social support. It's also possible that the Main Effect Hyposhasd findings from Bates and
Toro (1999) and Toro et al. (2008) do not generalizdtescentsvho are poor and homeless.

Regarding mental health outcomes, only support for the main eff@erceived social

support was found for hypothesis Blypothesis 2Perceived social support will demonstrate a
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stress-buffering effect on mental health outcomes across (pee Cohen and Wills).
Specifically, under low conditions of stress, similar mental healttcomes are expected for
individuals regardless of level of perceived social support. Hemyeunder high stress
conditions, mental health outcomes for individuals with high and low lefet®cial support
will differ, such that those with higher levels of perceived dasugport will evidence better
mental health outcomes. Additionally, considering the population of styshyoisand homeless
adolescents, perceived social support will also demonstrate aeffact on mental health
outcomes (per Toro et al., 2008). The latter prediction is not proposed by Cohen and Wills.

Data from the 4.5 year follow-up MANOVA indicates a main dffiec perceived social
support on mental health outcomes, GSI score, but no significant Istiféssng effect
(interaction effect). HLM results fit with these findings, aufjgest that the level of perceived
social support at 4.5 year follow-up is associated with differeimcesean GSI score a few years
later. Specifically, those with higher levels of perceiveda@tipport at 4.5 year follow-up had
lower mean GSI scores at last follow-up.

As cited in Uchino, Cacioppo, and Kiecolt-Glaser (1996), when testin@ fstress-
buffering effect Cohen and Wills (1985) present the requirementhibi be a significant main
effect for the stress assessment to ensure that the measuoastrated an adequate range of
scores and measurement reliability. As such, given that noisamtiStress-buffering effect was
found for perceived social support and mental health, and an invertestistifering effect was
found on number of health symptoms, it is possible that the poor and ksnpelpulation
studied had higher levels of stress than populations that are noteexpey the risk factor of
poverty (e.g., APA, 2010; Evans & Kim, 2007). In which case, the “lo@sst conditions that

Cohen and Wills conceive of, where social support has less of an impattental health
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outcomes, may not exist for this sample. Additionally, as pointedyodtmmerman, Ramirez-
Valles, Zapert and Maton (2000) stress-buffering mechanisms ldesre found among mostly
white middle class samples. In their own investigation of thesstraffering hypothesis among
urban, male, African American adolescents they too found no support fat sopport on
alcohol and substance use, and psychological symptoms.

Sex differences in outcomes were also explored. Hypothesiates:st When testing
Hypothesis #1, a main effect for sex will be found for substancesabimsgeneral, males are
expected to report a greater number of substance abuse symptdhwmigAlthere are no
additional specific predictions, the cross-sectional and longitudimadgat of sex on outcomes
will be tested and controlled in all key analyzes. Also, when testing kiggist#2, a main effect
for sex is expected for mental health. Females will dematestyreater mental health problems
as measured by the GSI. Again, although there are no additmewfis predictions, the cross-
sectional and longitudinal impact of sex on outcomes will bedemtel controlled in all key
analyses.

Four and a half year follow-up MANOVAs supported sex differemeethe number of
substance abuse symptoms as do both the complete and truncated HLISl mideetruncated
model indicated that females had fewer substance abuse symptprogimaately two years
later, and even more powerful, the complete model indicateddernad fewer substance abuse
symptoms 6-7 years later. Also, for the complete model, fenteldssmaller increases in
substance abuse symptoms over time, versus larger gains for males.

Sex differences in mental health outcomes were mixed. Ba9diANOVAs supported
a sex difference between males and females on GSI score, mpweyeyear follow-up

MANOVAs did not. HLM findings suggest that sex differencebasdeline and 4.5 year follow-
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up do not predict differences in GSI scores at last follow-up, thatgioth of these reference
time points on average females report higher GSI scores. Alsalds had larger decreases in
GSI score over time.

Per Hypothesis 4, differences between homeless and housed youths were explored.
Specifically, it was hypothesized that: When testing Hypadh#$, a main effect for initial
housing status will be found for physical health and substance alugendral, homeless youth
are expected to report a greater number of health and substance abuse sywitihouongh there
are no additional specific predictions, the cross-sectional andtddnwal impact of initial
housing status on outcomes will be tested and controlled in all kysesa Also, when testing
Hypothesis #2, a main effect is expected for initial housingstaSpecifically, homeless youth
are expected to demonstrate greater mental health problemsaasired by the GSI. Again,
although there are no additional specific predictions, the crotisfsdcand longitudinal impact
of initial housing status on outcomes will be tested and controlled in all key emalys

Baseline MANOVAs indicated differences in both the number oftlhesnd substance
abuse symptoms based on initial housing status. HLM findings sedgdst initial housing
status did not predict differences in number of health or sulestabuse symptoms at last
follow-up. However, being homeless was associated with a largeraise in number of health
symptoms over time. Overall, it appears that while differentag exist between housed and
homeless youth on number of health and substance abuse symptomsima,base time the
extent of these differences diminished.

Regarding differences in mental health outcomes, a signifivaim effect for initial
housing status was only found for the complete HLM model. Spedbifiteding homeless was

associated with higher GSI scores at last follow-up. The dhadonsistent findings for initial
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housing status may be a result of a stronger effect of curreningostatus (e.g., initially
homeless youth may now be housed) or changing housing status over time.

Consideration for Future Studies
Regarding the measures, as noted earlier, a Helper Indegreated as a structural measure of
social support. Future studies might consider including a speciisure of social integration
as a structural measure of social support. However, regaafléiss structural social support
measure used, testing the mechanism by which it influences eealtbther more complicated
matter. Given that little support was found for the stress-boffdnypothesis, future research
might also include groups from various income brackets, beimgtsunclude a “typical” group
for comparison. Considering how well perceived social support alsichmes” the needs
resulting from stressful events could reveal a stress-buffefiect (e.g., Cohen, 1992; Cutrona
& Russell, 1990). Lastly, given that the sample of homeless youtth insthis study were
mostly recruited from shelters, generalizability of thesdifigs to homeless youth living on the
street should be made with some caution.

Implications for Intervention

Mean number of health symptoms appear to increase over time, peakingl #ne 4.5
year follow-up, and then begin to decrease. During the peak, pantisiare in late adolescence
to early adulthood; suggesting it is important to provide accessibladetiate medical health
service for this population as a form of prevention and later on tessltlie increase medical
health needs. Having more health problems, females should espbeiaibnsidered. Also, at
the start of this study those that were housed reported moré bgalptoms, on average. It is

possible that, due to their housed status, they are ineligiblerfocesetheir homeless peers may
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be benefiting from. As such, increasing accessibility of sesvio housed but impoverished
adolescents is important.

Over time, a steady increase in substance abuse, which mdlabdol and marijuana
abuse/dependence, symptoms was observed in this study. This imdiogsurprising, given
that as the population grew older, their accessibility to alcoholn@duana likely increased
(e.g., they came of legal drinking age, and could obtain alcohol maohg #asy may have had
more money to purchase both alcohol and marijuana). Consistent mdthgl in the field,
males tend to report more substance abuse problems, and as foundtundthisend to increase
number of substance abuse symptoms over time at a greatdramatiemales. Suggesting that,
both males and female would benefit from substance abuse preventiontervention, but
males stand to benefit the most.

On a more positive note, it appears that the mental health ohoynrlesimproved over
time. Females, who began with reportedly greater psycholodistiess, were reporting
comparable levels of distress by the end of the study. One byptdhesize that, over time,
these individuals are adapting to their situation, and/or utilizingahletlth services available
to them. Prevention services should be focused on those in early adslesspeetially females.
Interventions could be targeted to help facilitate the decri@aseental health problems over

time.
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APPENDIX A: TABLES

Means, Standard Deviations, and Correlations for Social Support Predictors, ahd Healt

Outcomes at Baseline

Mean
(SD) (1) (2) (3) (4) (5)
Health 7.20 1
(1) (6.84)
Alcohol use 2.87 .
(2) (4.08) 235 1
GSI 72 . .
555 234 1
(3) (.58)
Stress 12.99 . - .
@) (7.37) .345 .399 474 1
Network Social Supportf  0.028 o o
5) (1.25) .019 .022 132 .056 1

** Correlation is significant at the 0.01 level (2-tailed).

Table 1b

Means, Standard Deviations, and Correlations for Social Support Predictors, ahd Healt
Outcomes at 4.5 year Follow-up

Mean
o) | @ ® | @ | 6 | 6
Health 7.75 1
Q) (6.75)
Alcohol use 4.00 o
(2) (4.35) 212
GSI 52 o
.588 416 1
(3) (.52)
Stress 11.43 - N -
@) (7.64) 459 497 590 1
Network Social Suppor, 0.034 N o o
) (1.56) 195 .159 172 1
Perceived Social Suppq 13.34 " # o
(©) (1.51) 212 .048 .386 .236 .041 1

** Correlation is significant at the 0.01 level (2-tailed).
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Results of three models representing time-invariant predictors of steéssyk social support
perceived social support, the interaction of stress and social support, sex and aopsisgble
group level predictors on number of health symptoms

Parameter  Network Perceived Network
(Baseline)| (4.5 Follow-up)| (4.5 Follow-up)
Fixed Effects
Initial, Mean health symptoms at last 0.733*** 0.704*** 0.683***
assessment Vo0 (0.044) (0.042) (0.044)
sl,D Ifr;er;nrﬁ: It)naggjagn#c%farr}] e: Iltrr: level 0.079™* 0.107™* 0.113"*
ymp 9 Yo1 (0.020) (0.020) (0.022)
of Stress
Difference in mean # of health -0.039**
symptoms based on change in leyel yq, (8822) (0.013) (88%)
of Social Support ' )
e et | 4 | 02 | oo | oo
03
level of Stress Social Support (0.011) (0.012) (0.012)
Difference in mean # of health 0.051 0.095* 0.097*
symptoms based agender Yoa (0.042) (0.046) (0.048)
e et " | 4 | 00 | oo | oom
05
housing status (0.045) (0.044) (0.045)
Rate of change, Mean change in health symptoms 0.000 -0.001 -0.001
over time V10 (0.001) (0.002) (0.002)
: 11 (0.000) (0.001)** (0.001)
in level of Stress
neaith Symploms based on chande 1, | 0000 | 0000 | 0000
in level ofSocial Support ) ' )
neait symptoms basedon change 1, | 0090 | 000L | 0000
in level of Stress $Social Support ) ' )
Difference in mean change in # qf -0.000 -0.002 -0.002
health symptoms based gender Y14 (0.001) (0.002) (0.002)
e e paae et |
; V15 (0.001) (0.002) (0.002)
housing status
Variance
Component
Level-1 within-person G, 0.075 0.049 0.049
Level-2 In initial status Go° 0.092*+* 0.092%+* 0.094***
In rate of change o’ 0.000*** 0.000*** 0.001***

* p <.05; **p< .01; *** p < .001.
Network (Baseline) = Full model for Network Soc&lpport using data from baseline-6.5 year followfgrceived (4.5

Follow-up) Full model for Perceived Social Suppgsing truncated dataset from 4.5-6.5 year follovywNgtwork (4.5 Follow-
up) Full model for Network Social Support usingricated dataset from 4.5-6.5 year follow-up.
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Results of three models representing time-invariant predictors of steéssyk social support
perceived social support, the interaction of stress and social support, sex and &®psisgjble
group level predictors on substance abuse symptoms

Parameter  Network Perceived Network
(Baseline)| (4.5 Follow-up) | (4.5 Follow-up)
Fixed Effects
Initial, Mean substance abuse symptoms at 0.726*** 0.712%** 0.713***
last assessment V00 (0.041) (0.038) (0.040)
Difference in mean # of substance 0.041
: 0.076*** 0.059**
*
abuse based on change in level ¢f  yo; (0.021) (0.019) (0.020)
Stress
Difference in mean # of substance 0.032*
abuse based on change in level of  yo, (-(()) 8125) (88%) (0.014)
Social Support ) '
abuse based on change nevelof 1, | OM | 0002 | o002
Stress xSocial Support ) ' )
Difference in mean # of substance -0.180*** -0.172%** -0.170***
abuse based aender Vo4 (0.043) (0.042) (0.043)
abuse based dnitial housng | | 0027 | 0013 0.016
Vos (0.041) (0.042) (0.041)
status
Rate of change, Mean change in substance abyse s 0.005*** 0.003* 0.004*
over time V10 (0.001) (0.001) (0.001)
Substance abuse based on change n 1, | 000K | 0003 | 0003
9e Ny ( 0.000) (0.001) (0.001)
level of Stress
D e e ey | 0001 | oo | oo
12
level of Social Support (0.000) (0.001) (0.001)
subsance abuss based on chande ;s | 0900 | 0001 | 0000
level of Stress social Support ) ' )
Difference in mean change in # qf -0.002** -0.001 -0.001
substance abuse basedgender Y14 (0.001) (0.002) (0.002)
subsance abuse basecnaa | g | 008 | QoL | 0001
housing status ) ' )
Variance
Component
Level-1 within-person G, 0.064 0.045 0.044
Level-2 In initial status G0’ 0.098*** 0.083*** 0.081***
In rate of change o, 0.000*** 0.000** 0.000**

* p <.05; **p< .01; *** p < .001.
Network (Baseline) = Full model for Network Soc&ipport using data from baseline-6.5 year followfgrceived (4.5

Follow-up) Full model for Perceived Social Suppgsing truncated dataset from 4.5-6.5 year followNgtwork (4.5 Follow-
up) Full model for Network Social Support usingntated dataset from 4.5-6.5 year follow-up.
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Table 4

Results of three models representing time-invariant predictors of steéssyk social support
perceived social support, the interaction of stress and social support, sex and aopsisgble
group level predictors on mental health outcomes

Parameter  Network Perceived Network
(Baseline)| (4.5 Follow-up) | (4.5 Follow-up)
Fixed Effects
Initial, Mean health symptoms at last 0.789*** 0.776*** 0.776***
assessment Vo0 (0.019) (0.017) (0.018)
ymp 9 Yo1 (0.010) (0.008) (0.009)
of Stress
Symptoms based on change n el 1; | OO0 | 0021 | 0007
of Social Support ) ' )
Symptoms based on change n el 1s | Q010 | 000U | 0002
of Stress »Social Support ) ' )
Difference in mean # of Health 0.020 0.008 0.014
Symptoms based agender Yoa (0.020) (0.019) (0.020)
Difference in mean # of Health -0.067***
" . -0.036 -0.044*
Symptoms based dnitial housing Yos (0.020) (0.019) (0.020)
status
Rate of change, Mean change in health symptoms 0.001** 0.000 -0.000
over time V10 (0.000) (0.001) (0.001)
; 11 (0.000) (0.000) (0.000)
in level of Stress
Fealth Symptoms based on change ;| 0000 | 0000 | 0000
in level of Social Support ) ' )
Difference in mean change in # gf 0.000 -0.000 0.000*
Health Symptoms based on change v3 (0.000) (0.000) (0.000)
in level of Stress Social Support ) ' )
Difference in mean change in # qf 0.001** 0.002** 0.002**
Health Symptoms based gander 14 (0.000) (0.001) (0.001)
Difference in mean change in # qf
A -0.000 -0.001 -0.000
Heal_th Symptoms based aritial Y15 (0.000) (0.001) (0.001)
housing status
Variance
Component
Level-1 within-person G, 0.014 0.012 0.012
Level-2 In initial status G0’ 0.021*** 0.015%** 0.015%**
In rate of change o’ 0.000*** 0.000 0.000

* p<.05; ** p< .01; *** p < .001.

Network (Baseline) = Full model for Network Soc&ipport using data from baseline-6.5 year followfgrceived (4.5
Follow-up) Full model for Perceived Social Suppgsing truncated dataset from 4.5-6.5 year followNgtwork (4.5 Follow-
up) Full model for Network Social Support usingricated dataset from 4.5-6.5 year follow-up.
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APPENDIX B: FIGURES

Figure 1L Mean number of health symptoms as a function of time in months preceding last
assessment and level of stress for the complete dataset.

Figure 2 Mean number of health symptoms as a function of time in months preceding last
assessment and initial housing status for the complete dataset.

Figure 3 Mean number of health symptoms as a function of mean number of stressful life
events above and below the mean, level of stress and level of perceived social sdppgeat
follow-up.

Figure 4 Mean number of health symptoms as a function of time in months preceding last
assessment and level of stress for the truncated dataset.

Figure 5 Mean number of health symptoms as a function of time in months preceding last
assessment and sex for the complete dataset.

Figure 6 Mean number of health symptoms as a function of time in months preceding last
assessment and sex for the truncated dataset.

Figure 7. Mean number of health symptoms as a function of time in months preceding last
assessment and initial housing status for the truncated dataset.

Figure 8 Mean number of substance abuse symptoms as a function of time in months preceding
last assessment and level of stress for the complete dataset.

Figure 9 Mean number of substance abuse symptoms as a function of time in months preceding
last assessment and level of network social support for the complete dataset.

Figure 10 Mean number of substance abuse symptoms as a function of time in months
preceding last assessment and sex for the complete dataset.

Figure 11 Mean number of substance abuse symptoms as a function of time in months

preceding last assessment and sex for the truncated dataset.
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Figure 12 Mean global severity index score as a function of time in months preceding last
assessment and level of stress for the complete dataset.

Figure 13 Mean global severity index score as a function of time in months preceding last
assessment and sex for the complete dataset.

Figure 14 Mean global severity index score as a function of time in months preceding last
assessment and level of stress for the truncated dataset.

Figure 15 Mean global severity index score as a function of time in months preceding las
assessment and sex for the truncated dataset.

Figure 16 Mean global severity index score as a function of time in months preceding last
assessment and initial housing status for the complete dataset.

Figure 17 Mean global severity index score as a function of time in months preceding last

assessment and initial housing status for the truncated dataset.
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ABSTRACT
SOCIAL SUPPORT AND HEALTH OUTCOMESIN ADOLESCENTS EXPERIENCING

HOMELESSNESS AND POVERTY: A TEST OF THE MAIN EFFECT AND STRESS
BUFFERING HYPOTHESES

by
DANIJELA ZLATEVSKI
May 2011

Advisor: Dr. Paul A. Toro
Major: Psychology (Clinical)
Degree: Doctor of Philosophy

The health benefit and stress-buffering effects of social stppere examined.
Homeless l=250) and housed\E148) adolescents were assessed in adolescence and again in
early adulthood, providing longitudinal data to help understand how these gmtsalucts may
change and influence health. The study was designed to test Coheirllarf@985) main effect
and stress-buffering hypotheses. Current findings provide some sdppdhe main effect
hypothesis and some more limited support for the stress-buffeffiect ef perceived social
support on mental health. Specifically, a main effect was foutdsline for network social
support on number of substance abuse symptoms. Other findings includeffeaia for
perceived social support on physical and mental health outcomes, whidorsistent with
major findings in the field. Also, an interaction effect was foumdpierceived social support

and physical health symptoms; however, it was an inverted stress-buéfecg
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