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Chapter One  
General introduction 
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Residential youth care 

Residential youth care offers care to young people between 0 and 23 years of 

age who cannot either temporarily or permanently live at home. Residential 

youth care can take place in an open, semi-secure, or secure facility. The care 

can be provided to the youth full-time (seven days a week) or part-time 

(Boendermaker, Van Rooijen, Berg, & Bartelink, 2013). In this study, we focus 

on residential youth care that, in addition to basic care, provides treatment to 

youth in a 24-hour care setting. This type of residential care is also known as 

therapeutic residential youth care. Whittaker, Del Valle, and Holmes (2015, p. 

24) define therapeutic residential youth care as follows: “‘Therapeutic 

residential care’ involves the planful use of a purposefully constructed, multi-

dimensional living environment designed to enhance or provide treatment, 

education, socialization, support, and protection to children and youth with 

identified mental health or behavioral needs in partnership with their families 

and in collaboration with a full spectrum of community based formal and 

informal helping resources.”  

 The number of young people staying in residential youth care varies 

widely in each country (Del Valle & Bravo, 2013). Within many countries, it is 

believed that residential youth care should be avoided as much as possible, 

due to the negative image of residential care. There are among other things 

concerns about the negative effects of living in group settings and the high 

costs of this type of care (Whittaker et al., 2015). Therefore, residential youth 

care is perceived as a ‘last resort’ solution (Knorth, Harder, Zandberg, & 

Kendrick, 2008). Hence, the number of youths staying in residential care is 

preferably as low as possible. For example, in Australia, Ireland, Norway, and 

the United Kingdom, the percentage of out-of-home placed youths staying in 

family foster care is more than 80%, with the remainder in residential youth 

care (Del Valle & Bravo, 2013). On the contrary, in Germany, Italy, Spain, the 

Netherlands, and Hungary the numbers of youths staying in residential care 

are relatively high (≥ 40% of youth in out-of-home care; Del Valle & Bravo, 

2013). Especially in Portugal, the use of residential care is very high; 96.8% of 

the out-of-home placed children is staying in this type of care (Delgado, Pinto, 

Carvalho, & Gilligan, 2018).   

 In the Netherlands, residential youth care is also seen as a ‘last resort’ 
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and the policy is aimed at reducing the number of placements in this type of 

care. The focus is on less expensive and less intrusive types of care, for 

example home-based care and foster care (Bastiaanssen et al., 2012). 

However, approximately 20,000 Dutch children use residential youth care 

every year (CBS, 2019a). In 2018, the use of residential care in the Netherlands 

was 48.4% of the total number of youths in out-of-home care. The other 

young people stayed in foster care or received family-based care, for example 

in treatment family homes (CBS, 2019a). Moreover, the number of young 

people using residential care increased from 2015 to 2018. In 2015, 19,225 

children were in residential care, while in 2018 this number rose to 20,715 

(CBS, 2019a). In addition, Dutch policy aims to shorten the length of stay of 

young people in residential care, due to the relative high costs and the idea 

that residential care is ‘not good’ for young people and that they have to 

return home as soon as possible. However, the question is whether such a 

policy has the desired outcomes. Research shows that youths who stayed 

longer than six months in therapeutic residential care generally have better 

outcomes regarding criminality, employment, and education compared with 

those who stayed shorter in residential care (Huefner, Ringle, Thompson, & 

Wilson, 2018).   

 

Young people in residential youth care 

Young people who live in residential youth care facilities are usually between 

12 and 18 years old (CBS, 2019b; Harder, Knorth, & Zandberg, 2006). From 

2015 to 2018, 48.4 to 51.4% of youth in out-of-home care in the Netherlands 

are 12 years and older (Harder, Knorth, & Kuiper, 2020). As a result, 

adolescents are overrepresented in residential care. Moreover, there is a 

difference in the ratio of boys and girls who make use of residential care. 

Research shows that between 59% and 72% of the young people in these 

settings are boys (Leloux-Opmeer, Kuiper, Swaab, & Scholte, 2016).

 Adolescents in residential youth care often have difficulties in peer 

relationships and cognitive problems. Moreover, they also often show serious 

emotional and behavioral problems, which are often more serious than those 

of young people in family foster care or treatment family homes (Leloux-

Opmeer et al., 2016). The emotional and behavioral problems generally 

manifest themselves in externalizing behavioral problems (Harder, Knorth, & 

Kalverboer, 2017) which is, for example, reflected in aggressive behavior 
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towards youth care professionals (Knorth, Klomp, Van den Bergh, & Noom, 

2007; Ryan, Marshall, Herz, & Hernandez, 2008; Savicki, 2018). Compared to 

young people in the general population, youths in residential care are at an 

increased risk of sexual and physical abuse. For example, Euser, Alink, Tharner, 

Van IJzendoorn, and Bakermans-Kranenburg (2013, 2014) studied the 

prevalence of child sexual abuse and physical abuse in out-of-home care in the 

Netherlands. They found a prevalence of physical abuse of 304 per 1,000 

adolescents versus 95 per 1,000 adolescents in the general population (Euser 

et al., 2014). Moreover, based on sentinel reports, the prevalence of sexual 

abuse was 5 per 1,000 youths versus 0.8 per 1,000 youths in the general 

population. Self-reports revealed higher rates of prevalence of sexual abuse; 

280 per 1,000. The prevalence of sexual abuse in the general population based 

on self-reports was 74 per 1,000 (Euser et al., 2013).   

 Before placement in residential youth care, adolescents often received 

other forms of care that were not sufficient (enough) in reducing their 

problems. As a result, it occurs that adolescents already have a long history of 

care before they are placed in a residential youth care facility. Because of their 

long care history and negative experiences with treatment, young people can 

be disappointed in care and suspicious of treatment (Lodewijks, 2007). Both 

previous care experience and a lack of trust in care workers by clients appear 

to be related to worse outcomes (Barnhoorn et al., 2013). In addition, young 

people may be pessimistic about the results that can be achieved due to their 

previous youth care experiences and may have poor treatment motivation 

(Englebrecht et al., 2008; Van Binsbergen, 2003). Moreover, adolescents see 

their own motivation as an important factor in the change process during their 

stay (Harder, 2013; Henriksen, Degner, & Oscarsson, 2008). 

 

Residential group care workers 

Adolescents staying in a residential youth care facility spend most of their 

time in the residential group. Therefore, they often receive treatment through 

interactions with group care workers. Hence, these care workers fulfill an 

essential role in the treatment of these adolescents (Knorth, Harder, Huyghen, 

Kalverboer, & Zandberg, 2010). The literature also refers to the role of care 

workers as ‘therapeutic parents’; they perform both roles of a parent and a 

therapist (Shealy, 1995, 2018). In addition to the time young people spend in 
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the group with care workers, one of these care workers is usually also their 

mentor, with whom they have one-on-one conversations. The mentor plays a 

central role in the implementation of the individual treatment plan of the 

adolescent. 

 Although care workers fulfill an essential role for adolescents in 

residential youth care, it is not easy for them to fulfill this role. An important 

cause of this are the severe problems these adolescents often face (Harder, 

2011; Seti, 2008). Moreover, studies show that there are high levels of youth 

violence against residential care workers (Alink, Euser, Bakermans-

Kranenburg, & Van IJzendoorn, 2014; Harris & Leather 2012; Steinlin et al., 

2017; Winstanley & Hales 2008). For example, Alink et al. (2014) found in their 

study about the prevalence of physical and sexual violence towards care 

workers in residential youth care that 81% of the care workers in their study 

experienced violence. Most reported incidents were verbal threats. In 

addition, around 50% of the care workers reported physical violence. High 

levels of client violence towards residential staff are associated with an 

increase in stress symptoms and a decrease of job satisfaction with these staff 

members (Harris & Leather 2012). Consequently, burnout is a relatively 

common problem among residential care workers (Seti, 2008).  

 

Achieving behavioral change with young people 

The aim of residential youth care is often to decrease the problems that young 

people experience. Although there are positive effects of residential youth 

care (Knorth et al., 2008; Souverein, Van der Helm, & Stams, 2013), research 

shows that it is difficult to achieve sustainable changes with youth (Harder, 

2018; Knorth et al., 2008). The difficulties in achieving long-term success can 

be explained by the challenging target group, on the one hand, and by 

limitations of residential treatment programs on the other hand (Harder, 

2018).  

 A first limitation of residential treatment programs is the treatment 

approach for achieving behavior change with adolescent used by residential 

care workers. In the current approach, care workers often try to reduce 

behavioral problems by increasing desired behavior among young people 

(Harder, 2018; Slot & Spanjaard, 1999). A risk is that young people adapt their 

behavior (Ryan & Deci, 2000), because they know what is expected of them 

and how to behave (cf. Abrams, 2006; Harder, 2013). This extrinsic motivation 
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for behavioral change among young people can explain why positive change 

does not continue after leaving care (Colson et al., 1991; Kromhout, 2002). 

Young people themselves are then not convinced of the importance of the 

change and show their ‘old behavior’ after leaving the facility. To achieve long-

term behavioral change, it is necessary that behavior is carried out in the 

absence of external pressure and that motivation for change is based on 

someone’s own decision (Ryan & Deci, 2000). Research confirms that intrinsic 

motivation for change among young clients is of great importance for success 

(Barnhoorn et al., 2013; Harder, 2011).  

 Another factor for explaining the poor outcomes after care are the 

difficulties in achieving a positive alliance with adolescents during residential 

care (Harder, 2018). The alliance involves both the collaborative and affective 

aspects of the relationship between youth and the professional (McLeod, 

2011). Residential professionals often act intuitively in a controlling manner 

when dealing with externalizing behavioral problems (Bastiaanssen et al., 

2012; Kromhout, 2002). However, such an approach is associated with 

negative alliances and outcomes (Harder, 2011; Lipsey, 2009). The actions of 

residential professionals appear to be of great importance for both good 

alliances with young people and positive outcomes (Harder, 2011). In 

addition, for building good alliances professional factors appear to be more 

important than client factors (Baldwin, Wampold, & Imel, 2007; Harder, 

2011).  

      

Project ʺA better basisʺ  

Although residential care workers have a major role in the residential youth 

care outcomes that can be achieved, there are few interventions that support 

these care workers in their professional skills. More specifically, there are few 

interventions that are specifically aimed at stimulating the intrinsic motivation 

for change of young people and building good alliances with them 

(Eenshuistra, Harder, & Knorth, 2020). Therefore, the aim of this research 

project is to develop and evaluate an intervention that is explicitly focused on 

building good alliances between adolescents and residential workers and 

directed to enhancing the intrinsic motivation for change of adolescents, 

thereby trying to achieve long-term behavioral change.  
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The current study: Up2U  

In this project, we developed the intervention Up2U, which is a program that 

focuses on the one-on-one conversations that residential care workers and 

teachers have with individual adolescents in residential care (Harder & 

Eenshuistra, 2017). Up2U is especially developed for care workers and 

teachers because they are the most influential discipline in residential youth 

care and have daily contact with the adolescents (Knorth et al., 2010). In 

addition, Up2U explicitly focuses on building a good alliance with individual 

adolescents by improving the skills of care workers and teachers in their 

contact with young people (Harder & Eenshuistra, 2020). 

The program has been developed in cooperation with group care 

workers, teachers and adolescents. Up2U includes tools for professionals in 

residential youth care. Up2U consists of a three-day MI-training course, an 

Up2U manual, and an Up2U workshop. In the longitudinal part of our study, 

we aim to assess changes over time in terms of professionals’ communication 

skills, the alliance between adolescents and professionals, and adolescents’ 

motivation to change and to determine effect sizes (d) of these changes. Using 

multilevel analysis, we will model and estimate changes over time. 

Taking into account staff turnover, we recruited more than double of 

the prospected sample size of 30 professionals, i.e. 66 residential 

professionals at the beginning of the project to participate in the MI-training 

course. This research group – representative for the staff of the organizations 

we are working with (see Chapter two for a description of the participating 

organizations) – consists of 47 group care workers, 10 teachers, three interns, 

two psychologists, two coaches, and two coordinators. The Up2U workshop 

has been completed by 23 care workers. During this workshop we focused on 

the introduction of and practicing with elements of Up2U.  

 Up2U offers concrete tools for care workers and teachers to conduct 

individual mentor sessions with young people aimed at identifying the drives 

of the young person in order to increase his/her intrinsic motivation for 

change. Up2U aims to improve the interpersonal skills of professionals, such 

as showing commitment, empathy, warmth and friendliness, reliability and 

transparency, and in adopting an unbiased, respectful and acknowledging 

attitude. All these interpersonal skills are associated with good treatment 

outcomes (De Swart, 2011; Gallagher et al., 2012; Kane, Wood, & Barlow, 

2007; Turney, 2012). The goal of Up2U is that the young person knows what 
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(s)he wants to change about the situation, why (s)he wants to change, and 

how. To make sure that the adolescent really makes the planned change, it is 

also an important goal of Up2U that the adolescent has enough confidence in 

him/herself to be able to change his/her situation. 

 Up2U mainly focuses on the conversation skills of professionals and is 

based on Motivational Interviewing (hereinafter MI) and, albeit to a lesser 

extent, solution focused therapy (hereinafter SFT). MI is an effective method 

for achieving behavioral change in people by focusing on creating a good 

alliance or therapeutic working relationship (Miller & Rollnick, 2013). MI is a 

“… collaborative, goal-oriented style of communication with particular 

attention to the language of change. It is designed to strengthen personal 

motivation and commitment to a specific goal by eliciting and exploring the 

person’s own reasons for change within an atmosphere of acceptance and 

compassion” (Miller & Rollnick, 2013, p. 29). 

MI is developed in the context of addiction care (Arkowitz, Miller, & 

Rollnick, 2015), but also seems to be particularly suitable for use in residential 

youth care. Among other things, MI fits in well with young people because of 

the emphasis placed on client autonomy. Autonomy and independence are 

particularly central to the life stage in which these young people find 

themselves (Feldstein & Ginsburg, 2006; Naar-King & Suarez, 2011). The use of 

MI skills makes it possible for a care worker to build a positive alliance with 

young people and to increase the intrinsic motivation for change among 

young people (Harder, 2011). A care worker who works according to MI 

principles is empathic, uses reflections, and applies MI adherent skills such as 

seeking collaboration with and emphasizing the autonomy of young people. At 

the same time, MI non-adherent behavior, such as confronting young people 

or giving them information and advice without their consent, is avoided as 

much as possible (Moyers, Manuel, & Ernst, 2014).  

 MI adherent behaviors lead to more ‘change talk’ expressed by clients, 

as is shown in a meta-analysis by Magill et al. (2014). Furthermore, MI non-

adherent behaviors lead to less ‘change talk’ and more ‘sustain talk’. ‘Change 

talk’ refers to a person’s own utterances in favor of change (Miller & Rollnick, 

2013) and is associated with actual behavioral change (Moyers, Martin, 

Houck, Christopher, & Tonigan, 2009). ‘Sustain talk’ refers to a person’s own 

utterances about maintaining the (undesirable) behavior (Miller & Rollnick, 
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2013) and is associated with absence of behavioral change (Magill et al., 

2014).  

 Like MI, SFT is a form of psychotherapy that concentrates on the 

autonomy of clients. Instead of the problem, the solution to the problem is 

the focus during treatment (Bakker & Bannink, 2008; Bannink, 2007). When 

applying SFT, therapists encourage their clients to imagine a future in which 

the problem is no longer present and to focus on components of the solution 

that already exist. The idea is to do more of the things that are already 

working. From the perspective of SFT, the client is the expert. The therapist 

adopts a non-knowing attitude, seeking to be informed by the client. Another 

attitude that therapists adopt in SFT is that of “leading from one step behind.” 

In doing so, therapists ask solution-oriented questions, encouraging clients to 

determine their own goals and to anticipate a range of their own possibilities 

for achieving these goals (Bakker & Bannink, 2008). Studies into the effects of 

SFT have generally concluded that SFT yields positive treatment effects 

(Bartelink, 2011). For example, the meta-analysis of Kim (2008) reports that 

the method produced significant effects for internalizing problems such as 

self-esteem, depression, and anxiety. 

 

Objectives and research questions  

The aim of this research project is twofold, namely to (1) develop and (2) 

evaluate the Up2U program, which purpose is to support professionals in their 

alliance with young people in residential care and to stimulate adolescents’ 

intrinsic motivation for change. Specific research questions regarding the 

development of the program are: 

1. What are the needs of young people and professionals regarding their 

one-on-one conversations? 

2. How can one-on-one conversations, recognizing these needs, be 

designed in practice? 

 

The questions that are central to the evaluation of the program are: 

3. To what extent does the Up2U treatment program work in terms of 

improving communication skills among professionals, the alliance 

between adolescents and professionals, and adolescents’ motivation 

for change?   
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4. To what extent are adolescents and professionals satisfied with the 

Up2U program? 

 

Outline of the dissertation  

To answer question 1 and 2, the needs of the adolescents and care workers 

regarding the one-on-one conversations they have with each other during 

residential care are outlined through semi-structured interviews (chapter 2).   

Chapter 3 presents the results of a systematic literature review on the training 

outcomes on residential youth care workers’ skills. It offers an overview 

regarding the outcomes of a variety of training programs in residential child 

and youth care, thereby also providing input to question 2.   

Chapter 4 presents a baseline measurement of the observed interactions 

between adolescents and care workers during their one-on-one conversations 

from an MI perspective, which provides advance information for answering 

question 3. We specifically focused on the MI adherent and MI non-adherent 

behaviors of care workers on the one hand, and motivation for change in 

terms of ‘change talk’ and ‘sustain talk’ by adolescents on the other. 

To provide an answer to research question 3 we investigated whether there is 

a difference in care workers’ performance vis-à-vis adolescents before and 

after the Up2U program. To measure this difference, we coded transcripts of 

audio recordings of one-on-one conversations between adolescents and 

workers, using the Motivational Interviewing Treatment Integrity (MITI) 4.2.1 

and Motivational Interviewing Skills Code (MISC) 2.5. We compared the 

transcripts made before the MI training course with the transcripts made after 

the training course (chapter 5). 

We evaluated the experiences of adolescents and care workers with the new 

Up2U program to answer research question 4. To evaluate these experiences, 

we conducted semi-structured interviews with care workers and adolescents 

(chapter 6). 

We conclude this dissertation with a general discussion of the results of the 

previous chapters. In addition, we discuss the strengths and limitations of the 

study, including recommendations for practice and research (chapter 7).   
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